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ORIGINAL  COMMUNICATIONS. 


THE  CONSERVATIVE  SURGERY  OF  THE  FEMALE  PELVIC 

ORGANS.' 


WILLIAM  M.  POLK,  M.D., 
Professor  of  Obstetrics  and  Gynecology,  University  of  the  City  of  New  York. 


Mr.  President  and  Memhers  of  the  Congress : 

I  AM  here  with  a  keen  sense  of  inj  obligation  to  the  American 
Gynecological  Society  and  my  responsibility  to  you,  seeing  that 
I  have  been  appointed  to  open  the  discussion  upon  conservative 
operations  in  tliat  portion  of  the  body  of  the  human  female  with 
whose  disorders  our  Society  chiefly  concerns  itself,  and  whose 
integrity  is  of  such  vital  importance  to  our  race.  I  am  aware 
that  I  am  expected  to  contine  myself  principally  to  tlie  con- 
sideration of  conservatism  as  it  applies  to  the  so-called  uterine 
appendages,  and  it  is  my  intention  to  comply  with  this  expec- 
tation ;  but  something  introductory  to  this  the  kernel  of  my 
subject  is  needed  in  order  that  it  may  be  clear  that  what  I  say 
in  this  relation  is  not  strained  or  forced  deduction,  but,  on  the 

'  Read  before  the  Congress  of  American  Physicians  and  Surgeons,  Washing- 
ton, D.  C,  May  31st,  1894. 
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contrary,  sii^'<j;estion  in  keei)inir  with  the  avowed  intent  and  pur- 
pose of  all  surgical  work,  whether  dune  in  our  special  Held  or 
in  other  regions  of  the  body. 

There  are  three  applications  of  the  term  conservative  as  used 
in  surgery.  One  considers  the  interests  of  the  frame  as  a  whole, 
as  in  malignant  or  in  the  later  stages  of  infectious  disorders,  and 
indicates  a  sweeping  removal  of  tissue,  regardless  of  the  affected 
organ,  or  to  even  its  surroundings — being  therefore  most  radical 
in  one  sense  and  yet  most  conservative  in  another. 

A  second  application  is  to  traumatism,  to  all  non-malignant 
or  to  the  early  stages  of  infectious  disorders,  and  indicates  the 
retention  of  all  tissue  or  organs  which  have  a  reasonable  chance 
of  adding  to  the  local  or  general  well-being  of  the  patient. 

The  third  application  of  the  term  conservatism  among  us  is 
one  of  derision,  and  is  employed  to  imply  that  its  advocate, 
wanting  in  nerve,  uses  it  rather  as  a  justification  of  a  surgical 
incompleteness  which,  with  the  operator,  is  due  less  to  the  real 
deminds  of  the  situation  than  to  his  own  ignorance  or  timidity. 
It  is  needless  to  say  that  tlie  last  acceptation  of  the  term  is  out 
of  place  in  this  discussion,  and,  as  there  can  be  no  issue  upon  the 
first,  we  have  left  for  the  purposes  of  this  discussion  only  the 
second.  We  beg  leave,  than,  to  direct  your  attention  solely  to 
conservative  operations  as  applicable  to  traumatism,  to  the  non- 
malignant  disorders,  and  to  the  earlier  stages  of  the  infectious 
disorder  (sepsis)  found  in  the  genital  tract  of  the  female. 

Briaf  consideration  will  quickly  show  that  conservatism  charac- 
terizes most,  if  not  all,  accepted  operations  in  the  regions  in 
question,  the  preservation  of  function  and  utility  being  the 
primary  object.  J!^owhere  is  this  more  strikingly  shown  than 
in  t!ie  m2asures  addressad  to  the  perineum  and  vagina,  for 
volumes  have  been  written  upon  the  measures  deemed  proper 
for  the  restoration  of  the  perineum,  and  the  need  for  the  preser- 
vation of  the  integrity  of  the  vagina  is  almost  the  si)ie  qua  non 
of  every  operation  addressed  to  this  canal. 

Coming  to  the  cervix  uteri,  we  tind  among  operators  less 
unanimity  upon  the  question  of  restoration  than  prevails  for  the 
regions  below,  the  differences  depending  largely  upon  a  denial 
by  some  of  the  urgent  importance  of  this  structure  to  the  require- 
ments of  the  genital  canal  as  a  whole;  while,  therefore,  others 
aim  always  to  so  operate  as  to  retain  as  much  of  the  original 
outline  of   the  cervix  as  possible,  some   sacrifice  it  with  com- 
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parative  imputiity,  troubling  but  little  about  the  repair  of  lace- 
rations. 

Upon  the  whole,  however,  it  appears  that  repair  of  the  cervix 
is  preferable  to  amputation,  except  in  certain  cases  of  hyper- 
trophic elongation,  and  even  here  amputation  is  so  conducted  as 
rather  to  restore  the  structure  to  its  natural  dimensions  than  to 
excise  it  wholly. 

Continuing  our  line  of  thought  to  the  uterus,  we  find  con- 
servatism iu  all  directions.  We  have  measures  looking  to  the 
restoration  and  maintenance  of  the  cervical  canal,  as,  for  instance, 
the  operations  of  incision  and  divulsion  ;  others  devised  to  cor- 
rect or  control  malpositions,  as  in  hysterorrhaphy  and  shortening 
the  round  or  the  utaro-sacral  ligaments  ;  myomectomy  as  applied 
to  submucous  and  subserous  fibromata  ;  of  late,  ligation  of  one  or 
several  of  the  arteries  of  the  uterus,  with  the  intent  of  arresting 
hemorrhage  and  growth  through  curtailment  of  the  blood  sup- 
ply; '  and  finally  curettage,  with  associated  measures  which  look 
not  only  to  drainage  but  to  depletion — to  a  depletion  confined 
not  merely  to  the  uterus,  but  extending  its  beneficent  influence 
to  all  the  uterine  surroundings  or  attachments. 

Out  of  the  many  devoted  to  this  organ,  let  us  select  the  con- 
servatisms of  latest  date,  some  of  them  still  suh  judice.  I  shall 
name  three — myomectomy  and  ligation  of  the  arteries  of  the 
uterus  in  fibroids ;  curettage  and  '•  tamponade  "  in  all  forms  of 
endometritis  and  metritis,  whether  acute  or  chronic,  whether 
puerperal  or  non-puerperal.  Myomectomy  as  applied  to  sub- 
mucous fibroids  is  an  accepted  and  long-established  procedure) 
but  as  applied  to  interstitial  and  subperitoneal  growths  it  is  not. 
This  application  is  a  dependant  of  recent  peritoneal  surgery, 
and  sucli  results  are  already  obtained  that  it  stands  as  a  prom- 
ising candidate  for  popular  acceptation.  There  are  certain  limi- 
tations to  it,  however,  which  require  notice  at  our  hands. 

All  pedunculated  fibroid,  fibrocystic,  or  myomatous  growths 
are  favorable  to  myomectomy,  and  the  same  may  be  said  of  all 
possessed  of  well-defined  capsules,  such,  for  instance,  as  the  true 
fibroid  formations ;  but  it  is  evident  that  the  number  of  such 
formations  in  any  given  uterus,  and  their  location  and  size,  must 
exercise  a  marked  influence  upon  conservatism.  A  uterus  may 
be  so  riddled  with  fibroids,  or  the  tumor  may  be  so  large  or  have 

'  Oophorectomy  in  this  connectioa  is  not^considered  a  conservative  procedure, 
seeing  that  it  emasculates  the  uterus. 
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such  relations  to  the  nwin  vascular  trunks,  as  to  nullify  any  at- 
tempt at  conservatism,  for  such  injury  may  have  to  bo  inflicted 
upon  the  organ  as  a  whole  as  will  render  it  useless  either  for 
purposes  of  menstruation  or  pregnancy.  Touching  the  pure 
myomata,  it  may  be  said  that  in  general  their  connections  with 
the  uterus  are  so  broad,  so  little  differentiated,  and  so  vascular, 
mvomectomy  is  apt  to  be  accompanied  or  followed  by  such  per- 
sistent hemorrhage  as  to  render  the  process  unsafe.  AVitli  cer- 
tain of  the  fibrocystic  growths  the  some  objection  may  prevail. 
Pedunculation  and  fibrous  encapsulation  are  conditions  favor- 
able to  the  operation,  and  the  fewer  the  tumors  and  the  smaller 
the  pedicle  the  more  perfect  the  result. 

We  may  then  formulate  the  indications  for  myomectomy  as 
follows,  enumerating  the  conditions  in  the  order  of  efficiency  : 

1.  It  is  applicable  to  uteri  which  possess  only  pedunculated 
tumors. 

2.  To  uteri  whose  tumors  possess  well-developed  fibrous  cap- 
sules, and  which  are  neither  so  large,  so  numerous,  nor  so  placed 
as  to  require  in  removal  such  direct  damage  to  the  uterus  or  to 
its  blood  supply  as  will  unfit  the  organ  for  proper  functional  ac- 
tivity. 

Looking  further  into  the  problems  presented  by  fibroid  dis- 
ease, we  find  that  of  late  "  ligation  of  the  broad  ligaments  of  the 
uterus  "  has  been  practised  as  a  remedy.  It  is  designed  to  check 
growth  and  hemorrhage,  and,  judging  from  the  few  reports  at 
hand,  it  appears  capable  of  fulfilling  in  part,  if  not  in  whole,  the 
expectations  of  its  advocates.  The  procedure  is  a  ligation  of 
one  or  several  of  the  arteries  feeding  the  uterus,  leaving  at  least 
one  or  more  of  these  vessels,  according  to  the  exigencies  of  the 
particular  case.  The  fact  that  it  aims  to  accomplish  a  beneficent 
purpose  without  the  dangers  of  a  more  extended  operation,  and 
that  it  appears  to  fulfil  its  purpose  as  well  or  better  than  is  done 
by  oophorectomy,  commends  it  to  us  in  cases  unfitted  for  myo- 
mectomy on  the  one  hand  or  incapable  of  withstanding  the 
radical  operation  on  the  other.  Our  knowledge  is  insufficient  at 
present  to  permit  us  to  go  beyond  this  statement. 

Of  all  the  conservative  operations  upon  the  uterus,  the  sim- 
plest and  the  most  far-reaching  in  its  results  is  curettage  with 
the  drainage  and  depletion  which  is  obtained  by  the  plentiful 
packing  of  its  cavity  with  sterilized  gauze.  This  is  a  measure 
appropriate  to  all  forms  of  endometritis  and  metritis,  whether 
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acute  or  chronic.  The  most  strikinir  results  are  those  obtained 
in  the  face  of  tlie  acute  septic  inthimniations  of  the  organ  which 
occur  after  abortions  or  labors  ;  but  to  be  of  proper  service  tlie 
measure  should  be  promptly  applied,  delay  affording  opportu- 
nity for  systemic  infection,  after  which  the  treatment,  though 
far  from  useless  or  dangerous,  is  of  less  service.  This  fact, 
however,  is  common  to  similar  efforts  at  evacuation,  drainage, 
and  depletion  when  applied  toother  organs  with  j)erit(nieal  con- 
nections ;  the  phenomena  of  late  operations  in  appendicitis,  in 
which  we  find  conditions  of  local  and  systemic  infection  some- 
what analogous,  bear  out  this  statement.  But  the  negative  re- 
sults of  late  interference  thus  met  with  in  these  conditions, 
instead  of  forbidding  such  interference,  merely  leave  the  ques- 
tion to  be  settled  by  the  results  of  early  interference.  These 
are  overwhelmingly  favorable.  If  any  one  doubts  thi^  state- 
ment we  beg  that  in  future,  in  the  sepsis  of  abortion  or  labor, 
he  forego  his  vaginal  douches,  with  other  expectant  methods, 
and  at  the  first  sign  of  an  outbreak  boldly  enter  the  uterus  and 
treat  it  as  above  indicated. 

The  dangers  which  beset  the  chronic  varieties  of  uterine  in- 
flammation are  so  much  less  than  those  just  mentioned,  the  re- 
sults to  be  had  from  an  extension  of  the  above  treatment  to  the 
various  forms  are  less  striking,  but  nevertheless  they  are  fully 
as  useful,  for  by  means  of  this  same  curettage  and  packing  these 
chronic  inflammations  which  were  for  so  long  a  time  a  reproach 
to  our  specialty  are  now  well  within  the  area  of  complaints 
which  are  promptly  and  permanently  curable.     I  expect  that 
some  may  claim  that  in  these  latter  complaints  gauze  packing 
is  useless,  that  curettage  suffices.     This  is  so  far  contrary  to 
my  own  experience  that  I  beg  to  enter  a  protest  in  advance. 
There  are  few  cases  of  chronic  uterine  inflammation  in  which 
depletion  is  not  demanded.     Wherever  any  degree  of  involve- 
ment of  the  wall  is  present  it  is  a  necessity,  and  nothing  gives 
this  better  than  the  gauze.     Pack  it  in  place  firmly  and  abund- 
antly, and,  apart  from  the  drainage  which  it  secures,  it  will  force 
the  uterus  into  contractile  efforts  ;  and  in  consequence  every  tis- 
sue in  the  organ  is  stimulated  to  new  and  increased  action,  the 
effect  of  such  action  upon  all  adventitious  products  being  in 
the  direct  line  of  disintegration  and  absorption,  so  that  when 
the  packing  is  expelled  or  removed  an  effect  has  been  produced 
which  will  do  more  than  can  be  done  by  any  other  measure  to 
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give  us  a  normal  uterus.  Reason  and  experience  being  favor- 
able to  this  niethotl,  it  is  safe  toatlirni  tliat  curettage  and  packing 
with  sterilized  gauze  is  a  positive  advance  in  treatment  and  one 
that  will  hold  a  permanent  place  among  conservative  operations. 

Approaching  now  the  appendages,  we  near  our  point  of  rest- 
ing. It  is  an  error  to  suppose  that  these  structures  are  amenable 
only  to  direct  operations.  The  poor  results  which  formerly  met 
ns  in  our  efforts  to  secure  resolution  of  inflammation  in  those 
structures  are  familiar  to  all  of  you.  I  refer  to  the  treatment  by 
measures  confined  to  the  vagina,  aided  perhaps  by  some  applied 
over  the  hypogastrium  and  iliac  regions,  such,  for  instance,  as 
the  hot  douchings,  the  tamponade  of  the  vagina,  the  counter- 
irritations  both  within  and  without. 

Indeed,  it  was  mainly  the  insufficiency  of  such  measures  that 
gave  such  tremendous  impetus  to  oophorectomy  and  salpingot- 
omy. The  wave  of  celiotomy  which  swept  over  the  civilized 
world  obscured  the  possibilities  which  lay  within  the  uterus. 
It  was  a  long  tims  before  it  was  recognized  that  the  principle 
of  pressure  and  depletion  involved  in  the  vaginal  tampon  could 
be  applied  within  the  uterus,  and  even  when  applied  its  bene- 
fits were  not  i)romptly  recognized.  We  know  now,  however,  that 
in  certain  cases,  heretofore  deemed  fit  only  for  castration,  suffi- 
cient depletion  can  be  secured  by  way  of  the  cavity  of  the 
nterus  to  place  such  cases,  if  not  wholly  within  the  pale  of 
absolute  cure,  yet  sufficiently  near  it  to  warrant  confidence  in 
subse(piently  leaving  to  the  beneficial  influence  of  time  and  pro- 
per general  measures  a  condition  of  affairs  which,  short  of  such 
intrauterine  treatment,  doomed  the  patient  to  invalidism.  It 
is  idle  to  suppose  that  the  method  is  without  limitations.  It 
belongs  to  the  stages  of  infiltration,  for  when  inflammation  has 
passed  to  suppuration  or  organization  its  benefits  are  but  slight. 
Therefore  in  the  earlier  phases  of  salpingitis  and  ovaritis  it 
gives  its  best  results.  It  must  not,  however,  be  inferred  from 
this  statement  that  the  chronic  phases  of  these  disorders  are 
beyond  its  influence.  "Whenever  in  chronic  inflammation  the 
uterus  is  yet  enlarged,  is  yet  in  the  stage  of  infiltration,  this 
measure  is  applicable.  This  brings  within  its  influence  many 
of  the  so-called  cases  of  recurrent  salpingitis  and  every  case 
where  endometritis,  and  particularly  metritis,  persists.  I  am 
aware  that  support  has  been  withheld  from  the  treatment  be- 
cause it  might  lead  to  temporizing  in  the  face  of  conditions  of 
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inflammation  urgently  dangerous  to  the  patient's  life,  t(j  condi- 
tions of  suppuration  in  tlie  tubes  and  ovaries  wiueh  threaten 
speedy  general  peritonitis.  We  have  already  said  that  little  in 
the  way  of  cure,  or  perhaps  even  of  amelioration,  can  be  expected 
in  su3h  conditions;  and  while  even  this  statement  is  susceptible 
of  mjJitication  iti  favor  of  the  treatment  in  certain  cases  of 
Acute  septic  inflammation,  we  will  do  no  more  now  than  add  in 
reply  that,  as  the  science  of  diagnosis  can  afford  such  patients 
ample  protection,  it  is  not  worth  while,  in  this  day  of  medical 
activity  and  opi)ortunity,  to  abandon  this  conservatism  until 
such  time  as  ignorance  chooses  to  inform  itself.  The  measure 
is,  after  all,  an  operation  of  sufficient  importance  to  demand  spe. 
cial  knowledge,  and  should  one  know  enough  to  be  able  to  re- 
move the  appendages  he  is  competent  to  determine  its  applica- 
tion. Still,  if  it  be  then  claimed  that  acceptance  of  the  measure 
will  lead  to  its  inappropriate  use,  I  reply  that  done  properly  it  is 
harmless,  and  being  done  it  will  not  preclude  more  radical  mea- 
sures ;  in  fact,  it  aids  them,  first,  in  that  it  frees  the  uterus  from 
■disease — a  consideration  of  the  greatest  importance  in  unilate- 
ral salpingitis,  and  of  benefit  even  to  the  organ  when  wholly 
bereft  of  its  appendages;  second,  in  that  by  aiding  resolution 
it  may  pave  the  way  to  a  preservative  operation  upon  its  appen- 
dages. 

I  will  not  detain  you  by  a  dissertation  upon  the  modus  ope- 
randi of  this  treatment ;  your  knowledge  of  the  lymphatic  and 
vascular  connections  between  uterus  and  appendages,  the  relation 
of  the  canal  of  the  tubes  to  the  cavity  of  the  uterus,  indicates 
this  to  you  ;  and  remember  that  inflammation  in  the  uterine 
appendages  is  amenable  to  the  same  influences  which  prevail 
against  it  elsewhere,  and  just  as  drainage  and  depletion  affect  it 
in  other  situations,  so  the}^  affect  it  here. 

My  function  here  is  to  present  facts  bearing  out  the  principles 
I  advocate.  Having  already  presented  these  facts  in  other  writ- 
ings, it  would  be  tedious  and  useless  repetition  to  present  them 
here.  I  will  simply  add  that  the  more  of  this  kind  of  treatment 
I  use  the  better  I  like  its  results.  "Women  who  but  recently, 
even  in  the  light  of  most  careful  diagnosis  and  sharpest  differen- 
tiation, lost  their  ovaries,  can  with  this  measure  now  retain  them 
in  reasonable  enjoyment  of  life,  health,  and  happiness.' 

'  See  New  York  Journal  of  Gynecology  and  Obstetrics,  February  1892, 
May  1892,  May  1894. 


8  POLK  :    THE    CONSERVATIVE    Sl'RGERY    OF 

Piirsuiiifj:  our  subject  upon  the  lines  laid  out,  we  rest  at  the 
fountain-head  of  all  tliis  tract — tlie  appendajjcs. 

Chief  among  the  organs  of  reproduction  are  the  ovaries,  for 
they  are  the  organs  for  which  all  the  others  are  created  ;  uterus 
antl  vagina  serving  hut  as  cliannelsof  interconitnunication  in  the 
mysteries  of  a  conception  impossible  without  them,  or  acting  but 
as  places  of  rest  and  growth  in  the  development  of  their  creations. 

I  assume  there  can  be  little  dispute  over  the  proposition  that 
women  are  the  better  mentally  and  physically  for  the  mainte- 
nance of  menstruation  and  ovulation  as  far  as  the  period  of 
Nature's  menopause.  If,  therefore,  the  disturbances  incident  to 
pelvic  intlammation  can  be  brought  under  control  by  measures 
short  of  castration,  this  should  be  done. 

We  recognize  the  justice  of  this  claim  when  we  attempt  re- 
lief, as  we  do,  through  measures  sho'*t  of  celiotomy.  Should  we, 
then,  deny  it  when  in  the  immediate  presence  of  the  ovary  ? 

I  think  not,  because  my  experience  has  taught  me  that  in 
many  cases  we  qan  so  operate  as  to  free  the  patient  from  the 
dangers  and  trials  of  her  condition,  permitting  her  to  retain 
menstruation,  etc.,  and  have  a  degree  of  comfort  and  efficiency 
quite  equal  to  that  found  in  the  best  cases  of  oophorectomy  and 
far  superior  to  that  found  in  the  majority  of  such  cases. 

The  time  allotted  this  paper  forbids  me  to  consume  it  unnec- 
essarily. I  must,  therefore,  assume  your  entire  familiarity  with 
every  expression  of  inflammation  in  the  appendages.  These, 
roughly  speaking,  may  be  enumerated  for  the  tubes  as  follows  : 
catarrhal  and  parenchymatous  salpingitis,  pyosalpinx,  hydro- 
salpinx ;  for  the  ovaries,  periovaritis,  ovaritis,  ovarian  abscess  or 
disseminated  purulent  infiltration,  and  cysts  of  the  ovary.  To 
these  must  be  added,  as  a  more  or  lees  constant  associate,  ad- 
hesions, and  finally  loculi  of  pus  within  the  peritoneum. 

I  think  it  is  not  overstating  the  proposition  when  I  affirm 
that  until  recently  each  one  of  these  conditions  was  considered 
adequate  cause  for  the  removal  of  the  appendages.  But,  as 
some  of  you  know,  this  proposition  has  never  been  accepted  in 
whole  by  quite  a  number  of  gynecologists.  Those  who  stood  in 
opposition  were  divided  between  two  camps.  In  one  we  found 
those  who  held  to  the  belief  that  general  treatment  associated 
with  local  measures  confined  to  the  vagina  would  suffice  ;  in  the 
other,  those  who  held  that  while  laparatomy  might  be  necessary, 
the  laparatomy  was  but  a  means  of  reaching  these  structures  in 
order  that  measures  might  be  applied  which  looked  less  to  their 
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removal  than  to  their  reteiitiun.  Both  thus  pursued  the  same 
end  ;  one  merely  ventured  more  to  attain  it,  and  in  attaining  it 
was  merely  contendinii^  for  the  extension  of  princi[)les  to  the 
appendages  which  had  been  found  serviceahle  elsewhere.  Out- 
stripping their  associates,  these  gynecologists  now  joined  issue 
with  their  more  radical  brethren  in  tiieir  own  chosen  field,  and 
here  the  issue  is  to  be  fought  to  a  finish. 

We  recognize  that  the  burden  of  proof  rests  upon  us,  but,  tak- 
ing a  leaf  from  the  book  of  our  worthy  critics,  we  propose  to 
establish  the  truth  of  our  contention  upon  the  same  lines  fol- 
lowed by  them  when  first  they  fought  for  approval.  The  object 
of  their  work  and  of  ours  was  and  is  the  promotion  of  the  well- 
being  of  the  patient.  If,  then,  it  can  be  shown  that  we  do  this 
as  well  as  they,  our  fight  is  won. 

First,  as  to  what  has  gone  before.  If  you  will  look  back  upon 
the  cases  of  oophorectomy  reported  in  times  gone  by,  you  will 
find  frequent  mention  of  cases  operated  upon  solely  for  catarrhal 
salpingitis  or  for  adhesions.  Questioning  such  operators,  we 
have  found  that  the  term  catarrhal  referred  in  most  cases  to 
tubes  with  open  fimbriie,  injected  from  recent  mild  inflamma- 
tion and  free  from  purulent  accumulation.  Again,  the  term 
adhesions  covered  instances  of  a  few  friable  attachments,  a  con- 
dition added,  perhaps,  to  the  catarrhal  state  mentioned.  As  for 
the  ovaries  in  such  cases,  they  were  in  general  so  little  involved 
as  to  make  it  certain  that  the  ordinary  processes  of  resolution 
would  insure  their  restoration.  Am  I  wrong  in  saying  that  con- 
servatism has  triumphed  in  this  field  ?  Again,  how  is  it  upon 
the  question  of  removal  of  both  sets  of  appendages,  hut  one  l)eing 
diseased  ?  In  the  light  of  results  being  obtained  all  about  us 
through  the  improved  methods  of  intrauterine  treatment  for 
such  cases,  am  I  saying  too  much  when  I  affirm  that  here  con- 
servatism has  scored  another  triumph  ?  In  the  absence  of  re- 
infection of  the  uterus — an  accident  certainly  preventable — I 
am  sure  that  it  has. 

Conservatism  might  rest  content  for  the  present  upon  two 
such  victories,  but  the  interests  of  our  science  call  for  furtlier 
aggressions.  "We  propose,  then,  to  enter  the  domain  of  destruc- 
tive inflammations. 

The  burden  of  contention  here  is  the  retention  of  ovulation 
and  menstruation,  the  question  of  pregnancy  being  for  the  pre- 
sent a  side  issue.     Conservatism  stands  upon  the  broad  proposi- 
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ti«ni  that  this  fnnctiuii  should  be  preserved  to  the  woman  when 
it  can  he  done  witliout  sacrifice  of  her  health  and  life. 

In  the  face  of  destructive  inflammation  of  the  appendages 
how  can  this  be  done  ? 

All  tilings  considered,  the  interests  of  this  work  will  be  best 
served  if  we  operate  soon  after  rather  than  during  active  inflam- 
matory action.  "We  then  secure  in  our  behalf  the  resources  of 
resolution.  The  exceptions  to  this  rule  are  presented  wherever 
life  is  threatened  either  through  sepsis  or  the  extension  of  the 
inflammation,  when,  in  accordance  with  the  proposition,  this 
conservatism  must  yield.  We  know,  however,  that  the  general 
tendency  of  these  inflammations  is  in  the  direction  of  resolution, 
and  this  resolution  can  be  hastened  by  the  intrauterine  treat- 
ment before  mentioned. 

I  take  it  for  granted  that  our  experience  tallies  thus  far. 
Tliere  are  many  cases  of  occluded,  adherent,  atrophied  tubes  in 
which  the  ovary,  aside  from  some  periovaritis,  is  in  good  con- 
dition. The  same  statement  applies  to  some  cases  of  pyosal- 
pinx,  to  many  cases  of  hematosalpinx,  and  to  some  of  hydro- 
salpinx. The  proposition  is  to  remove  such  tubes  and  leave 
such  ovaries. 

To  the  query  "  Cui  bono?"  the  reply  is,  "To  retain  the  in- 
fluence of  ovulation  and  menstruation." 

Naturally  the  nearer  such  patients  are  to  Nature's  meno- 
pause the  less  need  for  such  consideration ;  but  in  the  earh-  or 
middle  stages  of  menstnial  life  it  is  an  urgent  necessity.  Tlie 
manner  of  removing  the  tube  differs  from  that  observed  in  the 
usual  amputation,  for  here  the  tube  is  not  ligated,  ligation  being 
confined  to  bleeding  vessels.' 

Within  the  past  four  years  I  have  operated  as  just  indicated 
upon  forty-five  patients,  and  these  patients,  in  their  ability  to 
work,  to  enjoy  life,  and  in  their  freedom  from  bodily  ailment, 
are  in  as  good  condition  as  any  forty-five  cases  of  oophorectomy 
that  I  know  of  either  among  my  own  patients  or  among  those 
of  any  other  operator,  and  mentally  they  are  better.  The  best 
of  these  forty-five  cases  are  in  better  bodily  and  mental  condi- 
tion than  the  best  of  any  similar  series  of  oophorectomies  that  I 
know  of. 

Pursuing  this  subject  further,  we  come  to  the  question  of 
resecting  ovaries  which  are  the  seat  of  simple  or  blood  cysts. 
'  See  Transactions  American  Gynecological  Society,  1893,  p.  181. 
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In  practice  we  meet  with  two  classes  of  simple  cysts.  In  one  we 
have  one,  two,  or  at  most  three  cysts,  varying  in  size  from  that 
of  the  ordinary  corpora  lutea  to  a  dimension  several  times  as 
great,  the  entire  structure  varying  in  dimensions  from  that  of  an 
English  walnut  to  that  of  an  average  orange.  In  the  other  class 
we  have  many  small  cysts  scattered  indiscriminately  throughout 
the  cortex  of  the  organ. 

In  dealing  with  the  first  class  of  these  cases  and  with  hema- 
toma I  have  contented  myself  with  free  enucleation,  bringing 
together  the  cut  edges  of  the  bed  of  the  cyst  with  catgut  or  silk. 
In  the  second  class  I  have  resorted  to  ignipuncture  of  all  cysts 
that  could  be  reached,  even  laying  open  the  ovary  by  one  free 
incision  to  get  access  to  cysts  buried  in  the  parenchyma. 

I  have  operated  upon  thirty  six  patients  in  this  manner,  and 
in  all  but  live  the  results  so  far  have  been  entirely  satisfactory 
to  the  patients  and  to  myself.  Failure  in  these  live  was  due  as 
follows:  afresh  development  occurred  in  two ;  in  three  suppu- 
ration occurred  in  the  cyst  bed,  due  to  infection  from  the  faulty 
catgut  used, 

A  final  word  must  now  be  said  upon  the  sul)ject  of  tubes 
whose  canal  is  intact,  and  whose  ostium  abdominale  being  open, 
presumably  both  are.  Such  conditions  are  not  very  common 
in  salpingitis,  but  they  exist  and  usually  are  associated  with 
adhesions. 

Presupposing  that  the  ovary  or  a  part  of  it  can  be  left,  my 
rule  has  been  to  free  such  tubes  from  imprisonment  and  leave 
them.  This  I  have  done  in  twenty-eight  cases  with  good  results, 
treating  always  the  associated  endometritis  by  tamponade.  Every 
case  has  done  well  save  one,  and  here  subsequent  gonorrheal 
infection  spoiled  the  work. 

Such  tubes  as  I  have  just  mentioned  sometimes  present  them- 
selves with  closed  or  partly  closed  ostium  abdominale,  and  con- 
tain but  little  mucopurulent  secretion,  the  conditions  indicating 
that  closure  is  of  recent  date.  I  have  opened  such  tubes  at  the 
ostium,  cleansed  them,  and  after  stitching  back  the  fimbriated 
rim,  thus  giving  a  free  opening,  have  left  them.  This  has  been 
done  in  twelve  cases. 

The  question  of  adhesions  as  enforcing  ablation  of  the  appen- 
dages has  been  subordinated  to  the  condition  of  the  tubes  and 
ovaries,  for  where  these  seemed  fit  for  preservation  the  adhesions 
have  not  been  permitted  to  contraindicate  conservatism. 
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Such,  in  brief,  are  tlie  conditions  to  which  conservatism  has 
been  apph'ed.  All  are  of  deepest  interest,  and  the  measures  of 
relief  advcteated  are  no  less  so.  For  each  I  ask  jour  considera- 
tion, but  especially  for  those  addressed  to  the  appendages.  As 
you  see  I  have  reported,  of  these,  one  hundred  and  twenty-one 
case-s  there  being  three  deaths;  these  deaths,  however,  depend- 
ing upon  causes  common  to  all  peritoneal  operations.  In  view- 
ing the  proi>ositions  in  this  paper  which  relate  to  the  appendages^ 
let  me  again  direct  your  attention  to  the  end  chiefly  aimed  at. 
This  relates  less  to  the  question  of  pregnancy  than  to  that  of 
ovulation  and  menstruation,  concerning  itself  far  more  with  the 
mental  and  physical  aspects  of  the  enforced  menopause  than  with 
the  (piestion  of  ])rooreation. 

Before  closing  this  paper,  however,  a  word  is  not  amiss  as  to 
the  possibilities  of  pregnancy  in  the  face  of  some  of  the  condi- 
tions produced  by  the  conservatism  suggested.  Drawing  solely 
upon  the  experience  of  some  of  the  members  of  our  own 
Society,  I  will  submit  the  following  abstracts  of  cases  already 
reported. 

Case  I. — Mild  parenchymatous  and  endo-salpingitis  involving 
both  tubes;  ostium  abdominale  open  ;  hematoma  of  right  ovary  ; 
al)undant  friable  adhesions  imprisoning  both  sets  of  appendages. 
Eight  appendage  removed  ;  left  freed  from  adhesions.  Patient 
became  pregnant  ten  months  after  operation. 

Cases  II.  and  III.  presented  conditions  similar  to  Case  1,. 
Case  2  presenting  in  addition,  however,  a  retroverted  adherent 
uterus,  which  was  treated  by  Alexander's  operation  supplemental 
to  the  liberation  of  the  appendages.  This  case  is  now  pregnant 
for  the  third  time.  Case  3,  like  Case  1,  has  reported  but  one 
pregnancy. 

Case  IV.  is  an  instance  of  repeated  abortions,  traceable  to  the 
pressure  effects  of  a  small  dermoid  cyst  of  the  left  ovary.  The 
tubes  here  were  normal ;  the  right  ovary  was  treble  its  normal 
size.  The  cyst  and  accompanying  tube  were  removed.  The  con- 
dition of  the  right  ovary  suggested  extensive  disease.  Preg- 
nancy, for  property  and  other  reasons,  was  an  urgent  necessity, 
and  as  the  operation  had  been  suggested  and  been  submitted  to  for 
the  furtherance  of  that  object,  the  preservation  of  ovarian  tissue 
was  necessary.  The  ovary  was  consequently  laid  open  down  to 
the  hilum;  it  was  then  seen  to  be  merely  the  seat  of  extensive 
congestion    and  infiltration.     The  incision  was  closed   and  the 
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organ  was  returned.     Tlie  patient  soon  l)eo«ine  pregnant,  and  at 
this  date  is  within  three  weeks  of  her  continenient. 

Case  Y.  presented  much  the  same  reasons  for  pregnancy  as 
Case  4.  She  had  aborted  three  or  four  times,  at  the  sixtli  and 
eighth  weeks.  Both  ovaries  were  eidarged,  and  evidently  by 
their  pressure  effects  caused  the  abortions.  ]n  order  to  pro- 
mote pregnancy  operation  was  suggested  and  acce])ted. 

The  left  ovary  was  practically  destroyed  by  an  extensive 
hematoma  ;  the  whole  mass,  including  the  ovary,  was  a])out  two 
inches  in  diameter.  This,  with  the  associated  tube,  whicli  was 
normal,  was  removed.  The  right  tube  was  nearly  normal,  but 
its  associated  ovary  was  the  seat  of  a  small  hematoma.  Scat- 
tered over  the  face  of  this  set  of  appendages  were  a  few  friable 
adhesions. 

About  two-thirds  of  the  ovary  was  cut  away.  The  edges  of 
the  incision  were  then  drawn  together  with  catgut ;  the  tube 
and  what  remained  of  the  ovary  were  then  replaced  in  the  pel- 
vis. This  patient  gave  birth  to  a  child  ten  months  after  this 
operation. 

Case  YI.  represents  a  woman  who  had  also  been  the  victim 
of  frequent  abortions  in  the  first  months  of  pregnancy,  the 
pressure  effects  of  enlarged  adherent  ovaries  being,  as  in  Cases 
4  and  5,  responsible  for  these  accidents.  The  right  ovary, 
greatly  enlarged,  was  the  seat  of  an  extensive  hematonui ;  the 
left  was  normal,  but  the  corresponding  tube  had  become  con- 
verted into  a  hematosalpinx.  The  appendages  on  the  right  were 
removed.  The  dilated  portion  of  the  left  tube  was  cut  off,  leav- 
ing about  one  inch  of  the  tube  upon  this  side,  together  with  the 
ovary,  which,  as  has  been  said,  was  normal  (excepting  the  rem- 
nants of  the  adhesions  which  were  removed). 

About  two  years  after  this  operation  the  patient  conceived, 
and  at  the  proper  time  was  delivered  of  a  child.  She  has  re- 
cently been  again  pregnant,  but,  wearying  of  maternity,  secured 
a  criminal  abortion. 

The  above  six  cases  have  all  occurred  in  tlie  writer's  practice, 
and  each  one  of  the  patients  is  in  good  health. 

Case  YII.  occurred  in  the  practice  of  our  Associate  Fellow, 
Dr.  Baer,  and  is  reported  by  him  in  the  Annah  of  Gynecology 
and  Pediatrics,  January,  1894,  pages  231  aud  23-2. 

la  this  case  the  uterus  and  appendages  appear  to  have  been 
■embedded  in   firm   adhesions.     Those  upon   the   left    were  re- 
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mctvecl ;  thuso  upon  the  rij^ht,  after  Laving  been  dissected  f  roiu 
their  "  pathological  attachmeiite,  were  in  shreds,  the  tube  hav- 
ing been  torn  off  about  two  inches  from  the  uterus."  At  the 
suggestion  of  a  bystander  this  ovary  and  reninant  of  a  tube  were 
permitted  to  remain.  Fifteen  months  later  the  patient  gave 
birth  to  a  child. 

Case  VIII.  occurred  in  the  practice  of  our  Associate  Fellow 
Dr.  McMonagle.  I  have  been  granted  permission  to  present  the 
case  in  connection  with  this  paper,  and,  as  it  has  not  been  here- 
tofore published  and  is  of  such  striking  interest,  I  present  it 
from  the  doctor's  notes: 

Mrs.  M.  S.  H.,  American,  aged  25  years;  menstruated  at  14 
years ;  married  three  years ;  never  pregnant ;  very  anxious  to 
have  a  child.  Consulted  gynecologist,  who  did  gradual  dilatation 
of  thf'  cervix  uteri  every  other  day  for  two  weeks.  This  was 
very  painful,  and  at  the  last  dilatation  pain  became  very  severe 
in  left  lower  abdomen. 

"Was  in  bed,  with  nausea,  vomiting,  great  pain,  distention  of 
abdomen,  fever,  etc.,  for  six  weeks,  when  there  was  a  discharge 
of  pus  from  the  rectum,  followed  by  great  relief.  During  the 
next  six  months  was  part  of  tlie  time  in  bed  and  suffering,  always 
relieved  by  discharge  of  pus  from  rectum. 

October,  1888,  she  came  to  me.  I  found  her  very  thin  ;  night 
sweats ;  sallow  skin  ;  poor  digestion  ;  bowels  constipated ;  fre- 
quent desire  to  pass  urine ;  some  tenesmus ;  abdomen  Hat, 
scarred  by  blisters  and  poultices;  tender  in  both  iliac  regions;. 
heart  and  lungs  normal ;  urine  normal ;  temperature  99°  to  101°  ; 
bad-smelling,  yellowish  discharge  from  vagina  and  uterus;  pus 
and  blood  in  stool  every  few  days;  uterus  fixed  ;  thickening  and 
tenderness  over  both  ovaries  and  Fallopian  tubes. 

Opened  the  abdomen  by  three  and  one  half  inch  incision. 
Found  omentum  adherent  to  uterus  and  surrounding  parts ; 
small  cyst  over  right  Fallopian  tube  and  ovary  ;  very  exten- 
sive adhesion  of  ovary  to  bowel  and  broad  ligament ;  fimbriated 
extremity  of  tube  bound  to  ovary.  Separated  from  bowels,  etc., 
raised  the  cyst,  ovary,  and  tube,  and  tied  off  close  to  uterus 
and  deep  down  in  broad  ligament.  In  trying  to  separate  left 
ovary  and  tube,  broke  into  a  pus  sac  which  opened  into  the 
bowel  in  the  pelvis,  and  hemorrhage  began  very  sharp.  In 
order  to  stop  this  I  tied  as  deep  as  I  could  in  the  broad  ligament 
with  a  Staffordshire  knot,  passing  the  arms  of  the  loop  close  to 


Tin-:    FEMALK    i'KLVIC   ORGANS.  15 

the  liurn  of  the  uterus  {iiul  outside  the  ovary.  When  tliis  was 
drawn  tight  I  found  that  it  inchided  the  ovary  and  adherent 
fimbriated  extremity  of  the  Fallopian  tubes  to  such  an  extent 
that  I  could  not  remove  them  and  still  have  button  enougii  to 
prevent  the  ligature  slipping  ;  therefore  I  cut  out  the  free  por- 
tion of  the  Fallopian  tube,  made  a  careful  peritoneal  toilet,  put 
in  a  glass  tube,  and  closed  the  incision.  The  patient  made  an 
uneventful  recovery  and  passed  out  of  my  immediate  care. 

Five  months  after  the  operation  she  wrote  to  me,  and  said 
she  had  menstruated  twice  without  pain,  the  flow  lasting  about 
four  days. 

In  1890  she  wrote  to  me  to  say  that  she  had  not  menstruated 
for  four  months,  had  pain  in  the  pelvis,  a  great  deal  of  irritation 
of  the  bladder,  nausea,  vomiting,  was  getting  stouter,  particularly 
across  the  lower  abdomen. 

She  came  to  see  me,  and  on  examination  I  found  all  the  signs 
of  pregnancy  and  could  detect  the  fetal  heart. 

She  returned  to  the  country,  and  in  due  time  gave  birth  to  a 
healthy,  well-formed  female  child. 

Labor  was  tedious,  about  twenty-four  hours,  but  child  was 
delivered  without  instruments. 

Here,  then,  Mr.  President,  we  have  eight  cases  of  pregnancy 
reported  by  members  of  this  Society  alone,  and  all  occurring 
within  the  past  four  years.  It  would  appear  then  that,  apart 
from  the  questions  revolving  about  the  mental  and  physical 
effects  of  the  enforced  menopause,  the  question  of  pregnancy 
had  some  standing.  This  becomes  all  the  more  apparent  when 
we  view  the  conditions  under  which  it  was  accomplished  in 
Cases  0,  7,  and  8.  Such  cases  are  not  only  food  for  reflection, 
but  a  stimulus  to  further  efforts  in  the  direction  of  ''conser- 
vation." 

7  East  36Tn  street. 
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(With  six  illustrations.) 


In  a  single  paper  it  would  be  impossible  to  write  a  complete 
essay  upon  lacerations  of  the  perineum.  Mv  object  to-day  is 
merely  to  bring  out  some  views  of  my  own  which  were  presented 
March  23d,  1885,  in  a  paper  read  before  the  Medical  Society  of 
the  County  of  Xew  York  and  printed  in  thel^ew  York  31  edical 
JReconI,  which  demonstrates  a  simple  method  of  operating,  de- 
vised and  performed  by  me  for  the  past  fifteen  years ;  and  a 
large  part  of  my  remarks  will  be  taken  from  this  paper,  for  my 
views  have  not  materially  been  changed  by  a  larger  experience. 
Notwithstanding  the  fact  that  much  has  been  recently  written 
on  the  subject  and  many  new  methods  have  been  devised  for 
closing  lacerations  of  the  perineum,  if  one  will  examine  our 
recent  text  ])uoks  he  will  tiud  many  defects  not  only  in  the 
diagrams  but  in  the  teachings  as  to  the  principles  and  the 
methods  of  restoring  the  torn  parts.  What  prompted  me  to 
l)riiig  this  subject  before  you  was  this  incident:  At  the  last 
examination  for  internes  to  the  fourth  medical  division  of  Belle- 
vue Hospital  I  was  one  of  the  examiners,  and  one  of  the  ques- 
tions was  :  ''  What  is  the  effect  of  laceration  of  the  perineum  on 
the  position  of  the  uterus?"  Of  the  thirty  recent  graduates, 
who  were  considered  about  the  best  that  our  three  large  medical 
schools  turned  out  (one  or  two  were  from  Harvard  Medical 
School),  they  all  answered:  "Prolapse  and  retroversion."  I 
then  asked  :  "  Su])pose  the  perineum  is  torn  through  com- 
pletely, so  that  the  fecal  matter  escapes  involuntarily,  what  is 
the  effect  on  the  uterus  i "  AVith  few  exceptions  they  an- 
'  Read  before  the  American  Gynecological  Society.  May,  1894. 
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swered  :  "'  Prolapse  and  retroversion."  The  others  hesitated, 
but  could  not  answer.  I  then  said  :  "  It  is  a  fact  tliat  in  almost 
all  of  the  cases  where  the  perineum  is  completely  ruptured,  the 
tear  extending  into  the  rectum,  the  uterus  would  be  found  in 
good  condition  and  not  at  all  retroverted,"  and  asked  them  to 
explain  this.  Not  one  could  answer.  In  examining  these 
young  men,  recently  taught  in  our  first  medical  schools,  I  found 
their  knowledge  of  certain  anatomical  facts  very  defective.  I 
would  ask  them  to  give  me  the  relations  of  the  abdominal  cavity 
to  the  pelvic  cavity;  what  is  the  angle  made  by  the  junction  of 
the  axis  of  one  cavity  with  that  of  the  other;  or  to  give  me  the 
relations  of  the  anal  canal  to  that  of  the  rectal. 

I  will  not  attempt  to  give  a  com.plete  essay  upon  this  subject, 
but  will  endeavor  to  bring  out  certain  points  a  knowledge  of 
which  is  essential  to  a  clear  understanding  of  the  operation 
which  I  will  describe.  It  is  meant  for  the  operation  on  the 
perineum  in  old  cases  where  there  is  a  rectocele.  The  names  of 
Dieffenbach,  Langenbeck,  Baker  Brown,  Sims,  Simon,  Emmet, 
Hegar,  Tait,  and  many  others  are  all  connected  witli  the  im- 
provements in  the  methods  of  operating  on  the  perineum  ;  and 
the  works  of  Savage  and  Hart  on  the  anatomy  of  the  female 
pelvis  have  made  clear  doubtful  points  about  the  structure  of 
the  perineum. 

While  an  interne  at  the  Woman's  Hospital,  twenty-two  years 
ago,  I  saw  several  cases,  that  had  been  operated  on  for  laceration 
of  the  perineum,  admitted  for  a  second  operation  on  account  of 
the  skin  and  mucous  membrane  stretching  to  such  an  extent  as 
to  form  merely  a  thin  covering  over  the  rectocele  and  prolapsed 
organs  behind  it.  I  made  drawings  of  several  of  these  cases, 
one  of  which  I  still  happen  to  have.  For  years  I  thought  that 
the  failure  in  these  cases  had  been  due  to  the  fact  that  the 
operator  had  not  cut  away  enough  tissue  or  put  in  his  sutures 
deep  enough.  I  did  not  recognize  the  fact  that  the  old  crescent- 
shaped,  denuded  surface,  which  was  made  to  include  a  large 
part  of  the  labia  and  skin,  only  reunited  the  superficial  and 
everted  part  of  the  perineum.  Simon  improved  upon  this  by 
denuding  a  triangular  strip  from  the  rectocele,  and  Emmet  im- 
proved upon  this  when  he  introduced  the  clover-leaf  denuded 
surfaces;  both  of  these  leave  undenuded  the  retracted  edges 
of  the  pubo-coccygeus  muscle  and  pelvic  fascia  in  the  angles 
depressed  on  either  side  of  the  rectocele. 
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Fifteen  years  ago  I  adopted  a  plan  of  operating  which  I  think 
is  an  improvement  on  either  Simon's  or  Emmet's,  the  modified 
Ilegar's,  or  Tait's  operation,  and  I  have  beon  teaching  this  ope- 
ration at  the  Polyclinic  and  at  Bellevue  for  the  past  twelve 
years.  It  is  simpler  and,  I  think,  secures  better  results  than 
Emmet's  last  new  operation  or  Tait's  operation,  especially  in 
old  cases  complicated  by  rectocele,  etc. 

I  accept,  -with  slight  modifications.  Hart's  views  as  to  the 
manner  in  which  the  uterus  is  sustained  in  the  pelvis,  and  also 
that  the  perineum  does  not  directly  sustain  the  uterus  in  posi- 
tion, but  under  great  intra-abdominal  pressure  it  is  a  support  to 
the  pubic  segment  and  thus  limits  prolapse  of  the  pelvic  con- 
tents. The  best  proof  that  it  only  indirectly  affects  the  position 
of  the  uterus  is  that  when  the  perineum  is  completely  divided, 
so  that  fecal  matter  escapes  voluntarily,  the  uterus,  as  a  rule, 
will  be  found  in  about  its  normal  position.  In  many  cases  of 
complete  laceration  operated  upon  by  myself  in  the  past  twelve 
years,  in  four  out  of  five  the  uterus  was  in  good  position  and 
rarely  was  there  retroversion  or  prolapsus.  In  those  cases 
where  there  was  displacement  the  uterus  was  somewhat  pro- 
lapsed, but  rarely  retroverted.  The  escape  of  the  fecal  matter 
was  the  only  complaint.  I  know  of  one  woman  who  has  borne 
five  children  with  the  rectum  and  the  vagina  torn  through 
witliin  an  inch  of  the  cervix  uteri. 

My  observations  and  study  led  me  long  ago  to  think  that 
one  of  the  chief  functions  of  the  perineum  is  not,  as  Emmet 
expresses  it,  to  sustain  the  rectum,  for  when  the  perineum  is 
completely  destroyed  the  rectum  remains  in  place,  but  to  enable 
the  rectum  and  anus  to  perform  their  functions,  and  not  allow 
the  intra-abdominal  pressure,  necessarily  exerted,  to  empty  the 
rectum,  to  pervert  the  direction  of  the  forces,  disturb  the  equi- 
librium of  the  pelvic  organs,  and  overstretch  the  pelvic  fascia 
and  ligaments.  Excepting  during  expulsion  of  the  child,  the 
greatest  force  (intra-abdominal)  that  disturbs  and  displaces  the 
pelvic  organs  is  straining  at  stool.  It  is  this  force  that  stretches 
the  ligaments,  and  when,  as  it  so  frequently  is  in  women,  greatly 
increased  by  constipation,  causes  relaxation  of  the  perineum, 
even  when  it  has  not  been  lacerated.  And  it  is  this  force  that 
causes  rectocele,  cystocele,  and  hernia  of  the  organs  of  genera- 
tion. Standing  and  walking  may  cause  pelvic  congestion,  and, 
when  prolapse  is  well  advanced,  may  add  to  it ;   but  the  intra- 
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abdominal  force  caused  by  the  erect  posture  is  insipjnificant 
compared  with  straining  at  stool,  for  pelvic  and  abdominal 
organs  are  all  suspended  independently  of  the  perineum,  and 
downward  pressure  from  the  diaphragm  falls  mainly  on  and 
in  front  of  the  pelvic  bone,  on  the  elastic  anterior  abdominal 
wall,  and  from  these  is  deflected  evenly  over  the  contents  of  the 
pelvis. 

Just  after  the  birth  of  the  child  the  pelvic  ligaments  and  peri- 
neum are  relaxed  and  yielding,  but  the  abdominal  walls  are  also 
relaxed  and  intra-abdominal  pressure  is  for  some  weeks  very 
slight,  except  when  the  muscles  are  voluntarily  contracted,  as  in 
straining  at  stool. 

To  make  plain  the  reasons  for  doing  the  operation  as  I  pro- 
pose, I  usually  describe  the  perineum  as  the  movable  point  of 
attachment  for  the  transversus  perinei,the  bulbo-cavernosus,  the 
sphincter  ani,  levator  ani,and  some  of  the  pelvic  fascia?,  and  also 
as  the  movable  point  of  attachment  for  the  anus  and  lower  end 
of  the  rectum  and  the  lower  end  of  the  posterior  wall  of  the 
vagina.  It  is  composed  chiefly  of  firm  connective  fibrous  tissue, 
such  as  forms  the  ligaments  of  muscles  in  other  parts  of  the 
body ;  and  as  consisting  of  two  parts,  the  outer  or  superficial, 
and  the  deeper  or  inner  part.  Externally  we  have  the  transversus 
perinei,  the  bulbo-cavernosus,  and  external  sphincter  ani  and 
perineal  fascia ;  internally  we  have  the  levator  ani,  some  of  its 
fibres  forming  the  internal  sphincter  ani,  and  the  pelvic  fascia 
which  sweeps  down  from  the  sides  of  the  pelvis  and  helps  to 
form  and  strengthen  the  pelvic  floor,  and  make  with  the  fibres 
of  the  levator  ani  a  firm  ligamentous  band  at  and  in  front  of  the 
lower  end  of  the  rectum,  just  where  it  joins  the  anus.  It  is  this 
band  which,  being  pulled  up  by  the  action  of  the  levator  ani, 
deflects  the  fecal  matter  backward  and  outward  through  the 
anus,  when  it  is  forced  down  the  curve  of  the  sacrum  by  the  eon- 
traction  of  the  gut  and  the  compression  of  the  intra-abdominal 
force  exerted  by  the  diaphragm  and  abdominal  muscles.  This 
ligamentous  band  not  only  prevents  the  fecal  matter  from  being 
forced  forward  out  through  the  vaginal  outlet,  carrying  with  it 
the  posterior  wall  of  the  vagina,  thus  forming  a  rectocele  and,  by 
dragging  on  the  posterior  vaginal  wall,  tending  to  retrovert  the 
uterus  by  pulling  the  cervix  downward  and  forward,  but  it  sus- 
tains the  anterior  wall  of  the  vagina  and  bladder  when  forcibly 
pushed  downward  by  severe  intra-abdominal  pressure,  such  as  is 
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exerted  in  strainino;  at  stool.  Tlie  external  perineum  may  be 
torn  and  cause  little  or  no  trouble,  but  when  the  inner  part  of 
the  perineum,  where  the  rectum  merges  into  the  anus,  is  torn 
or  mueli  rehixed,  while  the  spliincter  ani  remains  intact,  then  we 
have  perversion  of  the  immense  intra-abdominal  force  needed 
to  expel  the  fecal  matter,  and  a  rectocele  and  displacement  are 
produced. 

The  muscular  fibres  of  the  pubo-coccygeus  muscle  that  should 
encircle  the  vagina,  united  in  front  of  the  rectum  and  into  the 
anus,  are  separated  and  the  pelvic  fasciae  are  stretched  and 
loosened  ;  thus  the  anterior  wall  of  the  rectum  is  forced  forward 
and  downward,  and  we  have  rectocele.  The  cervix  uteri  is 
drawn  downward  and  the  fundus  tlirown  backward  between  the 
utero-sacral  ligaments  directly  in  the  only  outlet  through  the 
tissue  of  the  pelvis  for  the  escape  of  the  fecal  matter ;  the  cur- 
rent of  the  fecal  matter  is  almost  completely  obstructed ;  thus 
increased  strain  at  stool  is  induced  and  gradually  the  uterus  is 
forced  downward,  the  ligaments  stretched,  the  anterior  segment 
sags,  and  in  time  eversion  of  the  vagina  and  finally  complete 
expulsion  of  the  uterus  from  the  vulva  may  take  place.  In  such 
a  case  the  original  tear  may  have  been  slight,  even  submucous, 
due  to  a  poor  general  condition  from  prolonged  rest  in  bed,  con- 
stipation brought  about  by  bad  management  after  labor,  or  any 
condition  which  tends  to  prevent  normal  involution,  resulting 
in  retroversion  ;  constipation  and  strain  at  stool  may,  if  neglected, 
end  in  a  large  rectocele,  eversion  of  the  vagina,  and  even  in  com- 
plete prolapse.  When  the  perineum  and  sphincter  ani  are  com- 
pletely severed,  then  the  fecal  matter  passively  escapes  and  we 
have  no  rectocele  and  very  little  prolapse. 

When  both  the  external  and  the  internal  parts  of  the  perineum 
are  partially  torn,  there  will  be  in  time  eversion  of  the  lower  end 
of  the  vagina,  the  ostium  being  everted  and  rolled  out,  while 
the  inner  part  of  the  perineum  is  retracted  laterally,  forming 
the  deep  angles  on  either  side  of  the  rectocele. 

In  restoring  the  perineum  we  must  denude  these  depressed 
angles  and  insert  our  sutures  so  as  to  bring  the  retracted  edges 
of  the  pubo-coccygeus  and  pelvic  fascia  into  apposition  up  over 
the  rectocele,  and  displace  the  anterior  wall  of  the  rectum  back- 
ward ;  otherwise  we  merely  partially  reunite  this  band  that  directs 
the  fecal  matter  backward  out  through  the  anus,  and  where 
there  is  a  real  necessity  for  an  operation  to  restore  the  perineum 
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we  make  a  failure.     The  screen  of  mucous  membrane  and  skin 
will  look  well  for  a  while,  but  lasts  only  a  short  time. 

I  do  not  agree  with  Emmet  when  he  says  that  the  tearing 
is  transverse  and  not  from  before  backward.  I  think  that  the 
usual  tear  starts  by  the  tissues  in  front  of  the  muscular  wall  of 
the  anus  separating,  and  then,  instead  of  tearing  through  into 
the  anus  and  rectum,  the  tissues  tear  laterally  around  the  edge 
of  the  vagina  and  anus ;  and  when  forceps  are  used  the  blade 
on  one  side  may  tear  up  on  one  side  of  the  vagina  and  separate 
all  attachments  of  the  rectum  back  to  the  sacrum,  leaving  one 
side  of  the  rectum  enucleated  and  plainly  seen  when  the  vagina 
is  exposed  to  view,  thus  separating  the  attachment  of  the  levator 
ani  and  pelvic  fascia  which  holds  in  place  the  end  of  the  vagina 
and  anus.  This  explains  wliy  the  deep  scars  are  usually  to  one 
side  or  tlie  other  of  the  rectocele.  The  anus  and  lower  end  of 
the  vagina  are  thus  partly  torn  loose  from  the  levator  ani,  which, 
when  torn,  retracts  laterally  and  inward,  while  the  rectum  and 
anus  are  prolapsed  and  the  vagina  everted. 

My  operation  consists  in  denuding,  not  the  skin  or  tissues 
covering  the  labia,  but  the  mucous  membrane  that  once  formed 
the  ostium  vaginae,  only  as  high  as  the  old  caruncles,  laterally 
and  gradually  extending  the  denudation  upward  from  an  inch  to 
an  inch  and  a  half  in  the  vagina,  going  directly  in  laterally  so  as 
to  include  the  depressed  tissues  on  either  side  of  the  rectocele 
in  these  angles,  removing  the  mucous  membrane  and  connective 
tissue  until  firm  white  tissue  is  reached,  and  up  over  the  rectocele 
to  the  opposite  side,  but  only  taking  off  the  mucous  membrane 
over  the  elevated  part  of  the  rectocele,  so  as  not  to  injure  the 
muscular  structure  of  the  vagina  or  rectum.  The  denuded  sur- 
face, when  completed  and  spread  out,  instead  of  being  crescent, 
shaped  or  triangular,  or  like  a  clover  leaf,  is  nearly  square,  with 
its  longer  axis  extended  up  the  vagina,  except  where  the  recto- 
cele is  large,  then  it  may  have  its  long  axis  running  from  side  to 
side.  Now  the  sutures  are  put  into  the  superficial  perineum 
in  the  same  way  as  in  the  old  operation  as  done  by  Sims 
thirty  years  ago,  except  none  of  the  skin  or  vulva  is  denuded, 
the  third  or  fourth  suture  usually  being  inserted  within  the 
vestibule  or  the  ostium  vaginae,  but  the  three  or  four  last  ones 
are  entered  within  the  vagina  and  passed  from  left  side  of 
patient,  dipping  deep  laterally,  completely  under  the  denuded 
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angle  and  under  the  denuded  surface  of  tlie  rectocele  up  to  its 
centre;  then  the  needle  is  re-entered  at  the  same  place  in  the 
centre  of  the  rectocele  and  carried  completely  under  the  de- 
pressed denuded  angle  of  the  right  side,  and  brought  out  in  the 
side  of  the  vagina  opposite  its  point  of  entrance.  The  last  suture 
is  passed  in  the  same  way  and  made  to  include  the  edge  of  the 
undenuded  vagina,  so  that  when  it  is  tightened  no  undenuded 
surface  is  left  in  the  vagina. 

After  all  the  sutures  are  inserted,  but  before  they  are  tied, 
usually  numbering  six  or  eight,  I  then  thoroughly  stretch  the 
sphincter  ani.     This  relieves  tension  in  that  direction,  lessens 


Fig.  1.— The  dark  areas  indicate  the  retracted  ends  of  the  levator  anl. 


the  risk  of  troublesome  hemorrhoids  and  fissures,  and  when  the 
sutures  are  tightened  the  external  perineum  is  drawn  upward 
and  inward,  the  most  prominent  part,  with  the  patient  on  her 
back  and  legs  drawn  up,  being  that  next  to  the  rectum ;  and  the 
fecal  matter,  when  it  reaches  the  lower  end  of  the  rectum,  is 
readily  deflected  backward  and  out  of  the  relaxed  anus,  and  does 
not  tend  to  separate  the  edges  of  the  fascia  and  tissues  forming 
the  inner  part  of  the  perineum. 

Before  the  sutures  are  introduced  the  rectocele  presents  a  con- 
vex surface ;  but  when  silver  wire  is  used,  after  being  inserted 
and  the  ends  pulled  upon,  as  the  depressed  angles  are  more  fixed 
than  the  movable  displaced  rectocele,  therefore  the  rectocele 
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will  be  depressed  to  the  level  of  and  behind  the  angles  and  pre- 
sent a  concave  surface  in  place  of  the  convex  surface,  and  usually 


Fig.  2.— Simon's  operation. 
3  5 


Fio.  3.— Emmet's  clover-leaf  modification. 

3 


Fio.  4. — Sims'  operation. 


Fig.  5. 


Fig.  6. 


Figs.  5  axd  6.— Wylie's  modification. 


1  represents  the  retracted  edges  of  the  levator  ani  or  sulcus  left  undenuded  at  either 
side  of  the  rectocele  in  old  operations.  2  represents  rectocele.  8  represents  the  line  of 
junction  of  the  skin  and  mucous  membrane  of  vagina. 

the  sutures  can  be  tightened  and  closed  with  very  little  tension 
at  any  one  point. 
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In  old  eases  of  loiii^  standing,  where  the  tissues  are  infiltrated 
and  more  or  less  atrophied,  the  tension  is  considerable,  but  dila- 
tation of  the  sphincter  relieves  this  tension  and  enables  you  to 
close  the  edges  and  bring  the  angles  well  together  over  and  in 
front  of  the  top  of  the  depressed  rectocele. 

Of  course,  before  operating,  the  patient  is  carefully  prepared 
by  curing  up  any  uterine  disease  existing,  and  the  general  circu- 
lation of  the  parts  improved  by  the  use  of  boroglyceride  pledgets. 
The  vagina  is  always  well  washed  with  a  solution  1  :  3000  mer- 
curic bichloride,  and  antiseptics  used  for  sponges,  hands,  and 
instruments.  'After  the  operation  is  finished  about  twenty 
grains  of  iodoform  are  powdered  over  the  sutures.  Each  time 
the  patient  passes  water  the  parts  are  washed  with  a  solution 
1 :  4000  mercuric  bichloride  and  fresh  iodoform  put  on.  No 
catheter  is  used  except  when  the  patient  is  unable  to  pass  her 
urine.  The  bowels  in  all  cases  are  made  to  move,  by  mild  laxa- 
tives, once  a  day  after  the  second  day.  No  bandage  is  put 
about  the  knees,  and  the  patient  is  allowed  food  as  she  wishes  it. 
In  cases  of  pain  morphine  is  given,  but  this  is  rarely  needed 
except  immediately  after  the  operation.  I  sometimes  have 
twenty  successive  cases  without  having  an  accident  uf  any  kind, 
or  without  seeing  any  pus  or  even  swelling  to  any  extent.  I 
attribute  this  largely  to  cleanliness  and  the  use  of  antiseptics, 
and  to  the  dilatation  of  the  rectum  and  the  even  pressure  in 
closing  the  wound  with  silver  sutures. 

This  operation  is  efficient  in  restoring  tlie  perineum  when  it 
is  relaxed  or  when  the  tear  is  submucous,  and  when  carefully 
done  it  will  successfully  close  the  perineum  when  the  sphincters 
are  completely  severed.  Except  where  the  anus  or  rectum  is 
lacerated  very  extensively,  I  rarely  use  any  other  than  silver 
sutures,  passed  from  side  to  side  and  twisted  together  in  the 
vagina.  In  old  women  with  complete  procidentia,  after  restor- 
ing the  cervix,  which  in  such  cases  is  often  lacerated,  and  where 
the  anterior  wall  is  excessively  relaxed  and  stretched,  I  may 
carefully  denude  it  and  sew  in  a  fold  with  catgut  sutures ;  at  the 
same  time  I  restore  the  perineum  as  I  would  for  laceration,  but, 
as  the  vaj'ina  is  no  louijer  to  be  used,  I  extend  the  denudation 
higher  on  the  sides  and  further  up  on  the  posterior  wall  so  as  to 
almost  entirely  occlude  it.  In  some  of  these  cases  the  tissues 
have  80  completely  atrophied  and  degenerated  that  they  may 
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give  way  unless  the  patient  is  kept  recumbent  for  several  weeks 
after  the  operation.  In  young  women  who  may  bear  children  I 
am  careful  in  denuding  the  tissues,  and  do  not  extend  the  raw 
surface  but  very  slightly  above  the  retracted  angles  on  tiie  sides 
of  the  vagina;  for  if  we  destroy  much  tissue  the  next  child  will 
be  sure  to  tear  the  perineum,  I  prefer  silver  wire,  and  always 
take  interrupted  sutures.  Since  we  understand  the  importance 
of  cleanliness  and  the  proper  use  of  antiseptics,  either  silk  or 
gut  of  silkworm  will  give  good  results.  But  silver  never  acts  as 
a  seton,  and  can  be  so  much  more  evenly  and  exactly  tightened 
to  close  the  wound  and  not  leave  too  loose  or  too  tight  pressure 
on  the  tissues ;  whereas  to  make  a  secure  knot  with  either  silk  or 
silkworm  gut,  especially  where  there  is  any  tension,  the  knot  must 
be  made  so  tight  to  hold  that  a  very  uncertain  pressure  is  likely 
to  be  made,  and  if  the  sutures  do  not  cut  through  they  at  least 
cause  much  avoidable  pain.  Catgut  should  never  be  used,  for  it 
softens  and  absorbs  long  before  the  wliite  firm  and  hard  tissue, 
so  important  to  keep  in  homologous  apposition,  has  had  time  to 
firmly  unite,  and  in  those  cases  where  an  operation  is  most 
needed  fails  to  give  any  but  a  temporary  support. 

I  prefer  a  straight,  round,  pointed  sewing  needle,  about  an 
inch  and  a  half  long,  which  with  Sims'  needle  forceps  can  be 
readily  passed.  I  enter  the  needle  close  to  the  undenuded  sur- 
face and  carry  it  well  into  the  tissues,  and  take  pains  to  see  that 
it  passes  beneath  the  depressed  angles  and  gets  a  hold  in  the 
retracted  muscles  or  fascia ;  with  the  index  finger  in  the  rectum 
the  point  of  the  needle  is  easily  guided,  and  the  fascia,  when 
caught  up,  can  be  plainly  felt  on  the  stretch. 

For  dissecting  the  mucous  membrane  I  use  a  good  pair  of  dis- 
secting forceps  in  place  of  the  orthodox  tenaculum ;  and  I  take 
pains  to  see  that  all  loose  cellular  tissue  is  removed,  so  that  union 
of  firm  tissue  is  secured  where  the  ligaments  and  muscles  have 
been  torn. 

The  stitches  are  removed  on  the  fourteenth  day,  and  the 
patient  allowed  to  sit  up  four  or  five  days  later,  but  is  instructed 
to  take  care  not  to  strain  at  stool  for  at  least  six  weeks.  Inter- 
course too  soon  after  operation  may  tear  or  overstretch  the 
perineum. 

Kegarding  the  perineum  as  a  movable  point  of  attachment  for 
the  transversus  perinei,  the  bulbo-cavernosus,  the  sphincter  ani, 
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levator  ani,  and  some  of  the  pelvic  fascise,  and  also  as  the  mov- 
able point  of  attachment  for  the  anus  and  lower  end  of  the 
rectum  and  the  lower  end  of  the  posterior  wall  of  the  vagina, 
the  conclusions  are : 

1.  As  a  rule,  when  the  perineum  is  completely  severed  so 
that  the  fecal  matter  escapes  passively,  the  position  of  the  uterus 
is  not  affected. 

2.  The  outer  or  lower  part  of  the  perineum  may  be  torn  to  a 
considerable  extent  and  the  position  of  the  uterus  will  not  be 
affected. 

3.  When  the  inner  or  upper  part  of  the  perineum  is  torn  or 
overstretched  and  relaxed,  prolapse  of  the  posterior  and  anterior 
vaginal  walls  will  take  place,  and  in  time  the  uterus  is  retro- 
verted,  prolapsed,  and  may  be  forced  out  of  the  pelvis. 

4.  The  explanation  is  that  when  that  part  of  the  perineum 
formed  by  the  fibres  of  the  levator  ani  and  the  pelvic  fascia 
where  they  encircle  and  are  attached  to  the  lower  end  of  the 
vagina  and  anus,  is  torn  apart,  the  lower  end  of  the  vagina  and 
the  upper  part  of  the  anus  are  loosened  so  that  they  are  not  held 
up  and  elevated  when  intra-abdominal  force  is  exerted,  as  in 
straining  at  stool ;  both  are  forced  out  through  the  vaginal  outlet, 
and  they  pull  and  drag  down  the  uterus,  and  in  time  may  result 
in  hernia  of  the  pelvic  organs. 

5.  In  operating  to  restore  the  parts  we  should  aim  to  reunite 
the  separated  edges  of  the  levator  ani  and  the  pelvic  fascia,  and 
fix  them  to  and  in  front  of  the  lower  end  of  the  rectum  and  the 
upper  part  of  the  anus,  and  thus  prevent  the  fecal  matter  from 
forcing  forward  the  anterior  wall  of  the  rectum  and  putting  on 
the  stretch  the  posterior  wall  of  the  vagina,  and  in  this  way  dis- 
placing the  uterus  downward  and  throwing  the  fundus  backward 
between  the  utero-sacral  ligaments,  etc. 

6.  This  can  be  done  efficiently  only  by  denuding  the  retracted 
tissues  on  either  side  of  the  rectocele  and  uniting  them  over  and 
in  front  of  the  rectocele.  As  the  most  important  laceration  is 
within  the  ostium  vaginae,  to  reach  these  tissues  the  operation 
must  be  within  the  vagina  ;  and  to  secure  good  apposition  and 
to  avoid  dragging  down  and  adding  to  the  tension,  most  of  the 
sutures  should  be  passed  within  the  vagina  from  side  to  side,  so 
as  to  unite  the  separated  edges  of  the  pubo-coccygeus  muscle 
and  pelvic  fascia  in  front  and  over  the  upper  end  of  the  anus 
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and  the  lower  end  of  the  rectum,  in  such  a  way  as  to  deflect 
the  fecal  matter,  as  it  descends  to  the  lower  end  of  the  rectum, 
back  out  through  the  anus,  and  thus  effectually  prevent  the  re- 
formation of  the  rectocele  with  its  results  on  the  vagina  and  the 
uterus, 

7.  As  a  rule,  when  in  an  old  laceration  there  is  a  rectocele  with 
retroversion,  etc.,  there  will  be  found  an  abnormal  condition  of 
the  anus  and  lower  end  of  the  rectum.  There  are  nearly  always 
hemorrhoids,  fissures,  or  erosions  of  the  anus  or  rectum,  and  not 
infrequently  the  sphincter  ani  is  abnormally  developed,  con- 
tracted, and  irritable,  and  on  this  account  it  is  often  necessary 
to  remove  these  conditions  to  effect  a  cure  of  the  case.  And  it 
is  always  best  to  freely  dilate  the  rectum  before  sewing  up  the 
lacerated  vagina. 

8.  Even  where  there  is  complete  procidentia,  with  the  cervix 
or  whole  uterus  out  of  the  vaginal  opening,  tliis  operation  can 
be  made  to  effect  a  permanent  cure  in  most  cases  by  combining 
with  it  amputation  of  the  cervix  uteri,  and  inserting  the  sutures 
80  as  to  shorten  up  the  portion  of  the  stump  left  in  the  vagina 
and,  as  it  were,  tie  up  the  upper  end  of  the  vagina  to  the  upper 
part  of  the  cervix  uteri  at  the  os  internum  ;  or,  in  those  cases 
where  there  is  retroversion,  by  doing  Alexander's  operation  to 
shorten  the  round  ligaments,  and  thus  prevent  the  long  axis  of 
the  uterus  becoming  parallel  with  the  axis  of  the  inferior  strait  of 
the  pelvis  and  acting  as  a  wedge  to  be  pushed  out,  by  every  effort 
at  stool,  through  the  mouth  of  the  vagina  and  reproducing  the 
procidentia. 

Excluding  cases  of  enlargement  from  intractable  or  incurable 
disease  or  new  growths,  I  do  not  believe  in  removing  the  uterus 
on  account  of  extreme  prolapse  or  procidentia,  for,  with  rare 
exceptions,  they  can  be  cured  by  the  above  operations. 

28  West  40th  street. 
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EXTIRPATION  OF  THE  UTERUS  IN  DISEASE  OF  THE 
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The  questions  involved  in  this  subject  are  not  many  and  may, 
I  think,  readily  be  determined.  As  in  all  other  matters,  when 
the  agitation  of  the  subject  first  began  man}^  of  the  points  were 
obscured  for  the  want  of  practical  experience  on  which  to  base 
observation.  This  objection  has  now  in  great  part  disappeared, 
and  practice  has  fully  borne  out  what  was  at  first  anticipated  and 
predicted  from  a  partially  theoretical  standpoint.  The  discus- 
sion of  the  extirpation  of  the  uterus  in  disease  of  the  adnexa 
will  be  confined  principally  to  the  pelvic  inflammatory  diseases, 
other  conditions  being  considered  secondarily,  for  the  reason 
that  this  procedure  will  be  called  for  mostly  in  the  former  class 
of  affections. 

Certain  general  considerations  arise  in  this  connection. 

Is  the  uterus  essential  or  useful  after  the  ovaries  have  been 
removed  ?     If  not, 

1.  A.re  all  patients  cured  after  an  operation  requiring  double 
ovariotomy  ? 

2.  Are  patients  cured  after  hysterectomy,  when  double  ovari- 
otomy has  failed  ? 

3.  Does  the  operation  of  hysterectomy  increase  the  mortality 
above  that  of  double  ovariotomy  ? 

4.  Is  the  retention  of  the  uterus  of  any  disadvantage  or  dan- 
ger to  the  patient  ? 

Ih  the  uterus  essential  or  useful  after  the  ovaries  have  heen 
removed? — The  uterus  has  one  use  in  the  body  :  that  of  contain- 
ing and  developing  the  human  embryo.  In  the  face  of  the  loss 
of  both  ovaries  it  seems  superfluous  to  argue  that  the  further 
necessity  for  thie  organ  has  dej^arted,  and  together  with  the 
'  Read  before  the  American  Gynecological  Society,  May,  1894. 
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necessity  its  usefulness.  It  is  not  true,  as  lias  been  lield,  tliat 
the  womb  has  anything  to  do  with  tliosepecuharities  which  goto 
make  up  tlie  woraanliood  of  the  woman  ;  this  rests  solely  in  the 
ovaries.  Nor  is  it  a  demonstrable  fact  that  this  organ  has  any- 
thing whatever  to  do  with  the  integrity  or  support  of  the  vagi- 
nal vault.  If  any  support  obtains  to  the  vagina  from  above  it 
is  from  the  broad  ligaments,  but  their  integrity  is  destroyed  by 
the  double  ovariotomy.  As  far  as  the  cervix  being  the  key- 
stone to  the  vagina  is  concerned,  there  is  no  necessity  for  the 
removal  of  this  structure  ;  the  uterus  may  be  extirpated  by  an 
amputation  so  low  down  as  to  be  practically  a  complete  removal 
and  yet  leave  the  vaginal  portion  of  the  cervix  intact.  Thus 
the  relation  of  the  vagina  and  cervix  remains  unchanged,  and 
the  pelvic  floor  with  its  attachments  is  relieved  of  the  weight 
imposed  upon  them  by  a  useless  and  probably  diseased  uterus. 
My  own  experience  teaches  that  there  is  less  sagging  of  the 
pelvic  floor  in  those  cases  in  which  the  uterus  has  been  removed 
than  in  those  in  which  simply  a  double  ovariotomy  has  been 
performed. 
This  question  being  satisfactorily  disposed  of, 
1.  Are  all  patients  cured  after  an  operation  requiring  double 
ovariotomy  f — The  proposition  is  answered  in  the  negative  by  a 
common  and  universal  experience.  There  is  no  gynecologist 
who  is  not  familiar  with  the  patient  who  after  a  double  ovari- 
otomy returns  month  after  month  suffering  with  pain,  metror- 
rhagia, or  discharges  of  muco-purulent  matter  from  the  uterus. 
The  subject  requires  no  elaborate  discussion,  and  the  conclusion 
will  with  little  doubt  be  conceded  by  all. 

'2.  Are  patients  cured  after  hysterectomy,  lohen  douUe  ovari- 
otomy has  failed? — Experience  alone  can  provide  the  answer. 
Any  amount  of  theorizing  on  the  part  of  those  who  have  not 
tried  the  method  can  have  little  weight  as  against  actual  facts. 
In  my  paper  read  before  the  Philadelphia  Obstetrical  Society, 
October  5th,  1893,  two  cases  are  reported  in  which  the  uterus 
had  been  removed  subsequent  to  a  simple  extirpation  of  the 
appendages.  After  the  primary  operation  these  patients  had 
continued  to  suffer  from  leucorrheal  discharges,  bleeding,  and 
pain.  The  secondary  operations  for  removal  of  the  uteri  proved 
that  the  appendages  had  been  thoroughly  and  completely  extir- 
pated at  the  first  operation  and  that  no  such  cause  as  incomplete 
removal  existed  to  account  for  the  continued  suffering.     The 
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removal  of  the  uterus  in  botli  cases  cured  the  patients,  and  at 
the  present  writing  they  both  remain  in  good  health.  Two 
other  similar  operations  have  been  performed  since  that  time 
with  like  results. 

It  is  contended  that  proper  uterine  treatment  will  bring  about 
the  cure  without  the  necessity  of  removing  the  womb.  Many 
attempts  have  been  made  in  this  direction,  with  failure  in  many 
instances.  The  methods  adopted  have  been  local  applications 
(intravaginal  and  intrauterine),  and  curettage  with  gauze  pack- 
ing of  the  uterine  cavity.  The  first  patient  upon  whom  hys- 
terectomy was  performed  in  pursuance  of  this  plan  had  been 
submitted  to  the  primary  operation  of  double  ovariotomy  a  year 
or  more  previously,  and  the  second  operation  w'as  only  under- 
taken after  we  were  both  worn  out  and  disgusted  with  the  lack 
of  results  from  local  treatment. 

3.  Does  the  operation  of  hysterectomy  increase  the  mortality 
above  that  of  double  ovariotomy  f — No  fair  comparison  can  be 
made  of  the  work  of  any  two  men  in  different  operations,  there- 
fore this  query  must  be  answered  from  my  own  work.  In  the 
paper  to  which  reference  has  already  been  made,  eight  cases 
are  reported  upon  whom  this  operation  had  been  performed. 
Fourteen  additional  ones  may  now  be  included,  making  in  all 
twenty-two  operations.  Of  this  number  all  recovered  from  the 
operation  and  the  great  majority  have  been  cured.  My  highest 
mortality  in  the  past  has  always  followed  removal  of  the  appen- 
dages in  this  same  class  of  patients.  At  no  time  have  I  been 
able  to  pick  out  anything  like  twenty-two  successive  successful 
double  ovariotomies  in  cases  of  the  same  character  as  those  upon 
whom  I  have  found  it  advisable  to  perform  hysterectomy.  Not 
only  has  hysterectomy  in  my  hands  lessened  the  mortality  very 
markedly,  but  it  has  rendered  the  convalescence  infinitely 
smoother,  easier,  and  more  satisfactory. 

4.  Is  the  retention  of  the  uterus  of  any  disadvantage  or  dan- 
ger to  the  patient  f — Not  infrequently  the  womb  bleeds  and 
gives  rise  to  muco-purulent  discharges  indefinitely  after  remo- 
val of  the  appendages.  If  it  be  argued  that  in  a  proportion 
of  such  cases  the  removal  of  the  appendages  has  not  been  suffi- 
ciently complete,  one  reason  has  at  once  been  advanced  in  favor 
of  hysterectomy ;  for,  if  this  operation  be  the  one  of  choice, 
there  can  be  no  such  result  as  incomplete  removal,  as  there  at 
times  of  necessity  occurs  in  the  simple  removal  of  the  appen- 
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dages.  If,  on  the  other  hand,  these  symptoms  can  be  cured  by 
the  removal  of  the  uterus,  then  there  is  at  once  an  additional 
and  unanswerable  reason  established  for  the  performance  of  the 
hysterectomy.  That  these  symptoms  can  at  times  be  so  cured, 
at  least  in  certain  cases,  has  been  proven  by  the  facts  already 
quoted  from  my  own  work,  as  well  as  by  the  experience  of 
other  surgeons.  The  fact  that  the  pelvic  floor  is  more  apt  to 
sink  to  a  lower  level  after  the  removal  of  the  appendages  than 
after  a  hysterectomy — a  fact  which  has  been  observed  by  other 
surgeons  as  well  as  by  myself — is  a  further  argument  in  favor  of 
the  complete  operation. 

It  is  contended  that  about  twenty  per  cent  of  all  cases  of  pus 
tubes  are  of  tubercular  origin.  It  is  also  well  known  that  it  is, 
in  a  large  proportion  of  such  cases,  impossible  to  decide  this 
question  at  the  time  of  the  operation  by  the  gross  appearance 
of  the  parts  concerned.  Would  any  surgeon  wish  to  leave  the 
uterus  in  any  case  of  known  tubercular  disease  of  the  appen- 
dages, in  the  face  of  the  large  proportion  of  uteri  which  are 
known  to  be  infected  in  such  cases?  It  would  seem  that  this 
was  an  additional  strong  reason  for  the  hysterectomy. 

The  elimination  of  any  fear  of  future  malignancy  in  the  ute- 
rus is  by  no  means  a  small  consideration. 

These  questions  being  all  settled  in  the  affirmative,  it  follows 
as  a  matter  of  course  that  hysterectomy  is  the  operation  of 
choice  over  double  ovariotomy  in  a  certain  percentage  of  the 
class  of  cases  under  consideration.  It  remains,  then,  to  deter- 
mine in  what  cases  to  choose  this  operation. 

It  is  well  known  that  in  pelvic  inflammation  the  disease  first 
affects  the  mucous  membrane  lining  the  womb,  and  secondarily 
invades  the  Fallopian  tubes  and  the  pelvic  peritoneum.  In 
many  cases  not  only  is  the  endometrium  affected,  but  the  in- 
flammatory products  invade  the  deeper  structures  which  go  to 
make  up  the  uterine  walls.  These  infiltrates  undergo  the  same 
changes  as  do  the  same  elements  in  the  walls  of  the  Fallopian 
tubes,  whether  it  be  suppuration  or  partial  organization  ;  in 
either  case  the  process  is  apt  to  become  a  permanent  one.  The 
ease  with  which  a  ligature  cuts  through  uterine  tissue  when 
applied  at  the  cornua  in  cases  of  pus  tubes,  and  the  large,  hard 
uteri  S3  often  found  in  conjunction  with  chronic  interstitial 
salpingitis,  are  well-known  demonstrations  of  the  truth  of  this. 

With  Fallopian  tubes  and  uterus,  both  of  which  are  diseased 
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by  the  same  factor  and  to  the  same  extent,  is  it  reasonable  to 
suppose  that  a  cure  is  to  always  be  obtained  by  the  removal  of 
the  tiil)es  alone  ?  Is  it  not  rational  to  remove  the  whole  of  the 
disease,  and  not  only  a  part  ?  Theory  and  practice  both  com- 
bine in  this  matter  tu  force  the  conclusion. 

It  must  not  be  understood  tliat  the  removal  of  the  uterus 
together  with  the  Fallopian  tubes  and  ovaries  is  recommended 
in  all  cases  of  pelvic  inflammatory  disease.  I  am  forced  to 
dissent  at  this  point  from  the  views  of  some  other  surgeons 
with  whose  opinions  in  other  respects  I  am  thoroughly  iu 
accord.  In  many  cases  the  uterus,  possibly  on  account  of  its 
anatomical  relations  which  are  so  favorable  to  good  drainage, 
has  succeeded  in  throwing  off  the  original  infection  and  is  com- 
paratively healthy,  if  not  entirely  so.  Under  such  circum- 
stances hysterectomy  is  not  indicated.  But  where  an  abdominal 
section  has  been  performed  for  the  removal  of  the  uterine 
appendages,  and  the  womb  is  found  enlarged  and  diseased,  espe- 
cially if  it  has  been  surrounded  by  extensive  adhesions,  the 
destruction  of  which  leaves  large  areas  of  denuded  peritoneum, 
hysterectomy  should  be  the  ojjeration  of  choice.  Even  when 
the  uterus  is  not  greatly  diseased,  if  during  the  course  of  the 
operation  it  be  largely  denuded  of  its  peritoneal  covering,  it  is 
best  to  complete  the  operation  by  its  removal.  The  sole  objec- 
tion which  could  be  urged  against  this  procedure  is  an  increased 
mortality ;  but,  since  this  has  been  proven  fallacious,  opposition 
from  any  standpoint  must  necessarily  be  withdrawn. 

It  is  freely  granted  that  in  accepting  this  practice  uteri  will 
often  be  removed  which  might  safely  have  been  left  behind. 
Even  in  the  face  of  this  possibility  the  procedure  is  fully  jus- 
tified, in  view  of  the  possibility  of  future  harm  on  the  one  hand 
and  the  certainty  of  no  extra  risks  on  the  other. 

The  decision  j^ro  or  con  is  at  times  a  difficult  one  at  the  ope- 
ration, in  which  case  the  patient  should  be  given  the  benefit  of 
the  doubt  and  the  uterus  should  be  removed. 

The  same  principles  which  obtain  in  this  class  of  cases  hold 
go^d  in  all  other  diseases  when  it  has  been  decided  that  both 
ovaries  must  be  removed. 

\yhere  the  womb  itself  is  greatly  enlarged,  infiltrated,  or  dis- 
eased, it  is  a  proper  subject  for  removal. 

Where  there  is  any  good  reason  for  believing  that  this  organ 
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will  in  future  become  the  seat  of  disease,  it  may  with  propriety 
be  extirpated. 

Where  its  removal  will  facilitate  an  operation  or  give  greater 
security  against  hemorrhage,  it  is  justifiable  to  extirpate  the  organ. 

In  all  cases  it  is,  of  course,  assumed  that  both  ovaries  must  of 
necessity  be  sacrificed.  Except  in  the  presence  of  malignant  or 
tubercular  disease,  the  womb  should  never  be  disturbed  if  even 
a  portion  of  one  ovary  and  a  Fallopian  tube  can  be  preserved. 
Nor  is  an  operation  to  be  extended  to  the  performance  of  hys- 
terectomy, where  the  double  ovariotomy  will  even  temporarily 
answer  the  purpose,  should  the  patient  be  in  such  condition  that 
the  prolonged  manipulation  might  render  the  result  of  a  given 
case  doubtful.  Common  sense  must  l)e  used  in  the  application 
of  this  principle,  as  in  all  other  surgical  procedures. 

Hysterectomy  being  determined  upon,  especially  in  pelvic 
inflammatory  cases,  how  should  the  operation  be  performed  ? 

French  surgeons  have  for  some  time  been  removing  the 
uterus  by  way  of  the  vagina.  In  doing  so  no  efEort  has  been 
made  to  remove  the  appendages,  this  being  purely  a  secondary 
consideration  ;  as  a  matter  of  fact  it  would  be  highly  danger- 
■ous  in  some  cases  to  attempt  their  removal  by  this  source.  In 
America,  with  rare  exceptions,  the  abdominal  method  has  been 
the  one  of  choice,  and  is  to  be  preferred  for  the  reasons : 

1.  That  all  the  parts  may  be  exposed  to  the  eye  as  well  as  to 
the  touch,  and  hence  greater  accuracy  and  security  obtained. 

2.  All  intestinal  injuries  may  be  readily  discovered  and  cor- 
rected. 

3.  The  adnexa  may  be  completely  removed  together  with  the 
womb  (a  very  great  desideratum). 

4.  All  wounds  may  be  closed,  denuded  surfaces  often  covered 
over  with  peritoneum,  and  in  many  cases  drainage  avoided. 
American  operators  have  kept  the  mortality  by  this  method  as 
low  or  even  lower  than  the  French  surgeons  have  by  the  vaginal 
method,  with  the  additional  advantage  of  making  a  complete 
removal  of  diseased  structures,  and  are  therefore  more  secure  in 
the  chances  of  better  results.  The  only  possible  condition  in 
which  vaginal  hysterectomy  may  be  preferable  is  in  those  cases 
where  there  is  a  large  pelvic  abscess  accompanied  with  dense 
and  extensive  intestinal  adhesions,  which  it  would  be  impossible 
or  highly  dangerous  to  the  intestines  to  separate. 

1722  Chestnut  street. 
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It  is  improbable  that  any  authority  at  the  present  time  would 
advocate  any  specific  treatment  as  applicable  alike  to  all  cases  of 
rupture  of  the  uterus.  The  object  of  this  discussion,  which  I 
have  the  honor  to  open,  I  therefore  conceive  to  be,  not  to 
determine  definitely  the  relative  merits  of  strictly  surgical,  as 
opposed  to  palliative,  measures  in  tlie  treatment  of  all  cases  of 
this  fortunately  rare  accident  of  childbirth  ;  but  rather  to  arrive 
at  the  methods  most  suitable  for  particular  classes  of  cases,  ac- 
cording to  the  condition  and  situation  of  the  patient,  the  avail- 
ability of  surgical  skill,  the  site  and  character  of  the  rupture  and 
manner  of  its  production,  the  extent  to  which  the  child  has 
escaped  into  the  peritoneal  cavity,  the  presence  or  absence  of 
haemorrhage,  the  condition  of  the  uterus  as  regards  sepsis. 

In  the  beginning  it  should  be  clearly  understood  what  is 
included  under  palliative  measures,  and  what  under  surgical 
treatment.  In  the  latter  we  should  embrace  not  alone  laparo- 
tomy, with  or  without  suture  of  the  rent  or  removal  of  the  ute- 
rus, but  also  the  various  methods  of  drainage  with  gauze,  wick- 
ing,  or  tube,  with  or  without  antecedent  irrigation  :  while  under 
palliative  treatment  we  should  include  the  various  general 
therapeutic  measures  for  sustaining  the  patient's  strength,  re- 
lieving pain,  and  combating  shock,  combined  with  local  anti- 
sepsis and  natural  drainage.  It  is  obvious  that  in  many  cases 
palliative  and  surgical  measures  are  advantageously  combined, 
and  that  palliation  must  yield  to  surgery  when  the  conditions  of 
the  case  warrant  and  demand  it. 

To  one  of  limited  experience  in  abdominal  surgery  and  in  the 
severer  cases  of  obstetric  practice,  who  bases  his  conclusions 
largely  on  theoretic  grounds,  the  idea  of  laparotomy  after  rup- 
ture of  the  uterus  is  an  attractive  one.  What  can  be  more 
'  Read  before  the  American  Gynecological  Society,  May,  1894. 
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satisfactory,  on  paper,  from  a  strictly  surgical  point  of  view, 
than  to  open  the  abdomen,  arrest  hsemorrliage,  suture  the  rent 
in  the  uterus,  and  cleanse  the  peritoneal  cavity  ?  And  yet 
extended  experience  can  but  convince  that  in  many  cases  less 
radical  surgical  measures,  or  even  purely  palliative  methods, 
give  better  results  than  laparotomy.  The  last  case  of  ruptured 
uterus  which  I  chance  to  have  seen  reported,  by  no  less  an 
authority  than  Dohrn,'  of  Konigsberg,  recovered  under  pallia- 
tive measures.  A  multiparous  uterus  was  ruptured  in  the 
course  of  podalic  version  :  after  the  extraction  of  the  child,  but 
with  the  placenta  unexpelled,  the  woman  was  sent  quite  a  dis- 
tance to  a  hospital.  Here  a  large  rent  was  discovered  in  the 
losver  segment,  in  which  lay  the  placenta  and  loops  of  intestine: 
after  removal  of  the  former,  and  after  thorough  antiseptic  irri- 
gation, the  vagina  was  packed  with  iodoform  gauze,  and  a  firm 
abdominal  bandage  was  applied.  The  previously  moderate 
haemorrhage  now  ceased  entirely ;  there  was  no  evidence  of 
internal  bleeding,  and  further  interference  was  deemed  unne- 
cessary. The  patient  revived  under  stimulation  and  was  dis- 
missed in  good  condition  thirty-eight  days  after  the  rupture. 
Had  this  patient  been  subjected  to  the  added  shock  of  abdo- 
minal section,  the  result  might  have  been  less  satisfactory; 
certainly  it  could  not  have  been  more  so.  In  June,  1886,  I  had 
the  misfortune  to  rupture  a  non-puerperal  uterus  in  an  attempt 
at  forced  dilatation  for  the  removal  of  a  fibroid  tumor :  the  rent 
did  not  invade  the  cervix,  but  was  higher  up  in  the  right  latero- 
posterior  wall,  and  of  sufficient  size  to  pass  a  medium -sized 
sponge  in  a  sponge  holder.  There  was  marked  shock  and  mode- 
rate febrile  reaction;  but  the  patient  entirely  recovered  in  two 
weeks  under  purely  palliative  treatment.  Six  years  ago  I  re- 
ported '  to  this  Society  a  case  of  rupture  of  the  right  lower  seg- 
ment of  the  puerperal  uterus  :  the  placenta  escaped  through  the 
rent  and  was  removed  with  the  hand  from  among  the  intes- 
tines. There  was  profound  shock,  but  no  haemorrhage  :  the 
uterus  contracted  well,  and  there  was  no  intestinal  hernia.  A 
localized  peritonitis  ensued;  but  under  irrigation  and  palliative 
measures  the  woman  not  only  recovered  in  about  two  weeks, 
but  two  years  later  bore  another  child.  Surely  laparotomy 
could  have  given  no  better  results  in  this  case. 

'  Centralblatt  fur  Gynilkologie,  1894,  No.  11. 

'^Transactions  of  the  American  Gynaecological  Society,  vol.  xiii.,  p.  209. 
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It  is  obvious,  liowever,  that  the  merits  of  particular  methods 
of  treatment  should  not  be  determined  by  the  few,  and  possibly 
fortuitous,  results  of  individual  observers,  but  rather  by  the  col- 
lective experience  of  many.  Medical  literature  is  rich  in  con- 
tributions to  the  subject  of  the  present  discussion ;  but  I  vi-ill 
content  myself  with  briefly  reviewing  the  most  recent  collabo- 
rative work  which  has  met  my  notice.  Merz,  of  Basel,  at  the 
instigation  of  Professor  Fehling,'  has  published  an  elaborate 
paper,  with  the  especial  object  of  comparing  the  results  of  lapa- 
rotomy and  suture  of  the  uterine  rent  with  other  methods  of 
treatment.  From  all  sources  accessible  to  him  Merz  has  collected 
230  cases,  published  since  1870  :  many  of  these  cases,  therefore, 
come  from  the  prae-antiseptic  era.  Of  the  whole  number,  181 
are  complete  ruptures,  46  incomplete,  and  three  doubtful:  the 
ratio  of  the  incomplete  ruptures  to  the  complete  is  surprisingly 
large  xVfter  tabulating  his  cases  in  extenso,  Merz  groups  them, 
according  to  the  treatment,  under  ten  heads :  these  tables  are  of 
sufficient  interest  to  warrant  their  reproduction  in  this  discussion, 
for  the  benefit  of  those  who  chanced  not  to  read  Merz's  original 
paper.  In  the  first  group  are  placed  those  cases  which  received 
no  direct  treatment  of  the  rupture,  but  presumably  only  pallia- 
tive measures  and  natural  drainage,  and  are  designated  by  Merz  as 
Without  Treatment. 


Kind  of  tear. 

Total. 

Recovery. 

Death. 

Per  cent,  of  recovery. 

Complete 

70 

21 

3 

10 
4 

CO 
17 

14.2 

Incomplete 

19.0 

Questlouable 

94 

14                77 

1 

14.9 

The  next  group  embraces  five  cases,  several  of  which  were 
treated  with  cold  compresses  and  irrigation  in  addition  to 
Treatment  with  Simple  Compression-binder. 


Complete. 

Incomplete. 

Recovery. 

Death. 

Recovery. 

Death. 

1 

3 

2 

0 

'  Archiv  flir  Gynakologie,  1893,  Band  xlv.,  Heft  2. 
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Twenty-five  cases  were  treated  witli  tamponade  of  the  rent 
with  iodoform  gauze ;  eleven  of  tliese  received  hot  antiseptic 
irrigation  of  the  uterine  cavity  : 


Tamponade  with  Iodoform  Gauze. 


Complete  ruptures. 

Inconaplete  ruptures. 

With  irrigation. 

Without  irrigation. 

With  irrigation. 

Without  irrigation. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery. 

Death. 

2 

5 

4 

4 

2 

2 

1 

5 

Under  the  next  group  are  included  those  cases  treated  by 
drainage,  either  with  iodoform  wicking  or  a  suitable  tube  of 
glass  or  rubber.  It  is  immaterial,  however,  whether  wicking 
or  gauze  is  used,  provided  the  latter  is  loosely  applied.  Those 
cases  treated  by  drainage,  in  which  the  material  used  is  not  dis- 
tinctly stated,  are  grouped  separately.  Some  of  the  cases  were 
treated  with  antecedent  irrigation  (of  the  peritoneal  cavity  in 
complete  ruptures),  and  are  designated  with  the  letter  "  c " ; 
those  treated  without  irrigation  are  designated  with  the  letter 
"  s." 


Treatment  with  Drainage. 
A.    Complete  Ruptures, 


Iodoform  wicking. 

Drainage  tube. 

Drainage. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery. 

Death. 

6c 

Ic 

4c 

4s 

4c 

2s 

2c 
2s 

2 

6 

1 

8 

6 

4 

2 

Of  these'  27  cases  treated  with  drainage,  18,  or  %Q.Q%,  re- 
covered. 1 
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B.  Incomplete  Ruptures. 


Iodoform  wicking. 

Drainage  tube. 

Drainage. 

Recovery. 

Death. 

Recovery. 

Death. 

Recovery. 

Death. 

1  C 

0 

4c 

Is 

Is 

(» 

Of  these  seven  cases  treated  with  drainage,  six,  or  S5.5%,  re- 
covered. 

Passing  to  the  tabulation  of  the  cases  treated  by  laparotomy, 
Merz  remarks  that  concerning  the  admissibility  and  advantage 
of  til  is  operation  the  views  of  operators  are  not  only  generally, 
but  also  in  each  single  case,  very  diverse ;  and  that  while  in 
general  there  is  substantial  agreement  that  abdominal  section 
should  be  performed  when  the  foetus  has  entirely  escaped  into 
the  peritoneal  cavity,  there  is  no  unanimity  on  the  question  as 
to  whether,  after  the  delivery  of  the  child  by  the  natural  passage, 
one  should  do  laparotomy  and  suture  tlie  uterine  rent,  or  resort 
to  one  of  the  other  methods  of  treatment.  Merz  quotes  Fehling 
as  unreservedly  in  favor  of  laparotomy  and  suture  :  "  It  is  surgi- 
cally wrong,"  says  Fehling,  "to  leave  a  large,  lacerated  wound 
to  the  danger  of  htemorrhage  and  sepsis,  instead  of  searching  for 
it  and  giving  careful  attention  to  hsemostasis."  Piskacek,  on 
the  contrary,  when  the  woman  has  been  delivered  by  nature  or 
art,  believes  chiefly  in  drainage  with  iodoform  wicking,  and 
resorts  to  abdominal  section  only  when  there  is  positive  certainty 
of  a  fatal  issue  without  laparotomy. 

Laparotomy. 


Total. 

Death. 

Recovery. 

Per  cent. 

With  suture  of  the  rent 

Without  suture  of  the  rent... . 
Removal  of  the  uterus 

24 
15 
15 

14 

7 
7 

10 

8 

8 

41.7 
53.3 
53.3 

54 

28 

26    • 

48.1 
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Laparotomy  and  Suture  of  the  Rent,  after  the  Child  has  been 
Delivered  per  Vias  Naturales. 


Cases. 

Death. 

Recovery. 

Per  cent. 

13 

5 

7 

58.3 

Merz  finally  groups  his  cases  into  the  following 
General  Summary. 


Kind  of  treatment. 


1.  Without  treatment 

2.  Compression-binder 

3.  Tamponade 

4.  Drainage  tube 

5.  Iodoform  wicking 

6.  Simple  drainage 

iwith  suture 
without  suture 
Porro 

8.  Case  124  (see  paper) 

9.  Case  208  (see  paper) 

10.  Treatment  uncertain, 


o 

6 

•6 

P 

i> 

a 

o. 

a 

O 

S 

> 

o 

a 

o 

$ 

HI 

v 

o 

« 

Pui 

I-' 

« 

3 

70 

10 

14.2 

21 

4 

19.0 

3 

1 

2 

2 

15 

6 

40.0 

10 

3 

33.3 

14 

8 

57.1 

5 

4 

) 

7 

6 

85.5 

1 

1 

V85.5 

6 

4 

66.6 

1 

1 

\ 

24 

10 

41.7 

15 

8 

53.3 

15 

8 

53.3 

1 

i 

1 

1 

1 

1 

10 

.... 

5 

3 

.... 

3 

181 

63 

34.8 

46 

19 

41.3 

Merz  draws  the  following  conclusions: — 

1.  If  the  foetal  body  and  extremities  have  escaped  into  the 
peritoneal  cavity,  the  head  remaining  in  or  over  the  pelvic  inlet, 
delivery  should  be  effected  j^er  vias  iiaturales  by  forceps  or 
cranioclast. 

2.  If  the  head,  or  indeed  the  entire  foetus,  has  passed  into  the 
peritoneum,  version  ought  not  to  be  performed,  on  account  of 
the  danger  of  enlarging  the  uterine  rent ;  but  laparotomy  should 
be  done,  and  the  foetus  removed  through  the  abdominal  wall. 

3.  In  the  latter  case  the  uterine  rent  should  be  carefully 
sutured. 

4.  If  the  woman  has  been  delivered  7;^/'  vias  naturales,  under 
reasonably  favorable  circumstances  laparotomy  with  suture  of 
the  rent  should  immediately  follow. 

5.  If  the  circumstances  are  such  that  laparotomy  is  deemed 
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inexpedient,   drainage   witli  iodoform  wickinf;  sliould  be    em- 
ployed witlioiit  preceding  irrigation. 

0.  If  the  uterine  rent  be  very  ragged,  or  if  septic  endometri- 
tis has  ah-eady  begun  suh partu,  the  uterus  should  be  removed 
after  Porro. 

I  cannot  agree  altogether  with  these  conclusions  of  JSferz,  nor 
do  I  think  them  warranted  by  his  statistics.  It  is  desirable  also 
that  the  indications  for  the  various  methods  of  treatment  should 
be  more  specifically  defined.  The  prophylactic  treatment  of 
uterine  rupture  is  clearly  beyond  the  scope  of  this  discussion. 
In  regard  to  the  obstetric  treatment  after  rupture  has  occurred, 
it  is  generally  agreed  that  when  the  foetal  head  is  accessible 
it  should  be  delivered  b}'  forceps  or  cranioclast.  If  the  head 
alone  has  escaped  from  the  uterus  and  the  feet  are  accessible, 
delivery  by  podalic  version  can  usually  be  effected  without  en- 
larging the  rent,  if  the  cervix  is  not  rigid  and  the  pelvic  con- 
traction not  extreme.  If,  however,  so  large  a  portion  of  the 
foetus  has  escaped  from  the  uterus  that  its  withdrawal  is  likely 
to  enlarge  the  rent ;  and  if,  moreover,  the  size  of  the  pelvis  and 
the  state  of  the  soft  parts  are  such  as  to  contraindicate  delivery 
by  the  natural  passages,  abdominal  section  is  clearly  indicated 
to  deliver  the  child,  after  which  haemorrhage  may  be  arrested^ 
the  peritoneum  cleansed,  and,  according  to  the  character  of  the 
rent,  the  uterus  can  be  sutured  or  not,  or  removed  after  Porro. 
Lusk '  tersely  says,  however :  "  The  not  uncommon  impression, 
that  the  ruptured  uterus  furnishes  a  promising  field  for  abdo- 
minal surgery  does  not  take  into  account  that  in  many  of  the 
cases  where  laparotomy  is  clearly  indicated,  the  patient  is  prac- 
tically moribund.  The  employment  of  the  suture  to  close  the 
uterine  wound,  in  view  of  recent  Caesarean  successes,  sounds 
reasonable ;  but  it  must  be  remembered  that  with  ragged  bor- 
ders infiltrated  with  blood,  with  the  stripping  of  the  peritoneum, 
and  with  air  or  gases  sometimes  infiltrated  into  the  subperitoneal 
connective  tissue,  the  conditions  for  union  are  in  no  wise  com- 
parable to  those  which  exist  when  a  clean  incision  is  made  into 
a  perfectly  normal  muscular  organ.  .  .  .  The  supravaginal  am- 
putation of  the  uterus,  with  suture  of  the  peritoneum  below  the 
ligature,  promises  fairer  results,  though  the  deep  situation  of 
the  tear  makes  it  difficult  to  secure  a  healthy  pedicle."  It  will 
'  "  The  Science  and  Art  of  Midwifery,"  p.  618. 
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be  rememhered  that  !\[erz's  stati.^tics  give  a  recovery  of  41.7/^ 
after  suture,  and  53.3^  each  without  suture  and  after  Porro. 

Treatment  of  Uterine  Rupture  after  Deliver])  of  the  Child 
hy  the  natural pnfiHa<jes. — In  considering  tin's  part  of  our  subject 
let  us  remember  that,  as  has  been  clearly  shown  by  Bandl,  the 
very  great  majority  of  uterine  ruptures,  whether  spontaneous  or 
traumatic,  begin  in  the  thinned  lower  segment  and  are  generally 
limited  thereto,  although  they  occasionally  extend  through  the 
contraction  ring  and  may  involve  the  entire  length  of  the  ute- 
rus. These  tears  are  most  commonly  longitudinal  and  lateral, 
the  circular  and  transverse  rents  occurring  for  the  most  part  in 
justo-minor  pelves.  The  tears  through  the  body  of  the  uterus 
are  generally  complete,  while  rents  in  the  lower  segment  are  in 
about  one-fourth  '  of  the  cases  incomplete. 

From  what  causes  does  a  woman  die  after  rupture  of  the 
uterus?  Primarily,  from  shock  and  haemorrhage;  secondarily, 
from  intestinal  hernia,  peritonitis,  septic  infection,  or  exhaus- 
tion. Many  cases  will  speedily  succumb  to  the  primary  causes, 
when  the  haemorrhage  is  profuse  and  the  shock  profound  ;  and 
surgical  skill,  even  when  promptly  available,  is  unavailing. 
But  when  there  is  time  for  any  treatment,  the  first  object,  of 
course,  is  to  arrest  haemorrhage  or  keep  it  in  check  until  sur- 
gical skill  can  be  obtained.  Uterine  massage,  compression,  and 
the  application  of  ice  are  of  value  in  securing  prompt  uterine 
contraction  ;  the  abdominal  aorta  can  be  effectively  compressed, 
even  by  a  layman,  through  the  abdominal  wall ;  and  when  the 
bleeding  occurs  from  a  rent  in  the  lower  segment,  it  can  often 
be  arrested  by  tampon  pressure  from  below  combined  with  tirm 
manual  compression  of  the  uterus  from  above.  One  accustomed 
to  pelvic  surgery  can,  I  believe,  often  succeed  in  securing  vessels 
in  the  lower  segment,  by  drawing  down  the  uterus  with  volsella 
forceps  and  applying  sutures  directly  to  the  bleeding  parts,  as  is 
successfully  done  in  deep  lacerations  of  the  cervix.  But  if  all 
these  expedients  are  unavailing,  and  the  patient  is  not  already 
moribund,  the  obvious  duty  is  to  open  the  abdomen  to  arrest 
the  haemorrhage,  as  after  a  ruptured  tubal  pregnancy. 

But  serious  haemorrhage  is  by  no  means  always  present  after 
uterine  rupture  ;  or  it  has  been  arrested  by  some  of  the  above- 
mentioned  methods  other  than  laparotomy  :  what  is  the  next 
duty  of  the  attendant  ?     If  the  rent  has  been  tamponed,  it  is  well 

'  Merz,  loc.  cit. 
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to  allow  the  o^auze  to  remain  for  perhaps  forty-eifjht  hours,  after 
which  time  it  should  he  removed  for  scrupulous  antiseptic 
irrij^ation.  When  no  tamj^on  has  been  required  to  control  haem- 
orrha<i:e,  the  pn^priety  of  primary  irrigation  of  the  lower  peri- 
toneal cavity,  in  complete  ruptures,  comes  in  question.  Merz 
evidently  decides  against  this  procedure  ;  but  I  fail  to  see  that 
his  statistics  support  him  in  his  opinion.  To  be  sure,  if  a  case 
has  been  aseptically  conducted,  and  if  the  foetus  has  not  largely 
escaped  through  the  rent,  primary  irrigation  of  the  peritoneum 
may  scarcely  seem  necessary,  since  the  liquor  amnii  has  almost 
always  escaped  long  before  the  rupture,  and  nothing  would 
therefore  have  passed  through  the  rent  except  blood  clot,  of 
which,  if  aseptic,  the  peritoneum  is  very  tolerant.  But  while 
it  may  be  injudicious  or  unnecessary  to  irrigate  the  peritoneum 
with  strong  antiseptic  fluids,  I  believe  it  to  be  wise  to  flush  the 
cavity  with  sterilized  water,  or  with  what  is  better,  a  hot,  ster- 
ilized physiological  salt  solution,  which  not  only  cleanses,  but  in- 
creases the  blood  volume  by  absorption. 

If  the  rent  is  incomplete,  or  if  the  complete  tear  has  closed 
with  the  contractions  of  the  uterus,  in  the  absence  of  haemor- 
rhage only  palliative  measures  are  necessary,  namely,  natural 
vaginal  drainage,  asepsis,  and  general  supportive  treatment ;  but 
in  complete  and  gaping  rents,  gauze  or  wicking  drainage  is 
clearly  indicated,  gauze  serving  not  only  as  a  drain  but  as  a  pre- 
ventive of  intestinal  hernia.  Peritonitis  should  be  dealt  with 
on  general  principles,  salines  and  the  Leiter  coil  being  of  espe- 
cial value.  It  will  be  remembered  that  under  surgical  drainage 
Merz  showed  a  recovery  of  6Q.6%  out  of  27  complete  ruptures, 
and  of  six  out  of  seven  cases  of  incomplete  ruptures. 

In  conclusion,  it  would  seem  that,  for  purposes  of  treatment, 
we  may  divide  cases  of  uterine  rupture  into  three  classes : 

1.  Complete  or  incomplete  tears  of  the  lateral  or  posterior 
walls  of  the  lower  segment,  with  adequate  provision  for  vaginal 
drainage,  with  hemorrhage  absent  or  easily  controlled,  and  with 
no  intestinal  hernia  :  such  cases  will  often  do  well  under  simple 
palliation,  with  natural  vaginal  drainage,  local  antisepsis,  general 
supportive  treatment,  and  measures  to  promote  and  maintain 
firm  contraction  of  the  uterus. 

2.  Complete  tears  of  the  lower  segment,  or  even  moderate 
tears  of  the  uterine  body,  with  haemorrhage  controllable  per 
vaginam  with  gauze  pressure  or  partial  suture,  where  the  child 
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has  partially  passed  through  the  rent,  and  where  more  or  less 
blood  clot  and  liquor  amnii,  and  perhaps  also  the  placenta,  have 
entered  the  peritoneal  cavity  :  for  this  class  of  cases  peritoneal 
irrigation  with  weak  antiseptics  or  sterilized  salt  solution,  drain- 
age with  iodoform  wicking  or  gauze,  combined  with  general 
palliative  measures,  would  seem  most  appropriate. 

3.  Cases  in  which  delivery  of  the  child  through  the  pelvis  is 
impossible  or  inexpedient  ;  in  which  there  is  present  litemor- 
rliage  uncontrollable  i^er  vaginam  ;  in  which  the  rents  in  the 
uterus  are  extensive,  and  of  irregular,  transverse,  or  ragged 
character  :  for  such  cases  abdominal  section  is  indicated.  The 
propriety  of  suturing  the  rents  must  be  decided  according  to  the 
condition  of  the  uterus  and  the  edges  of  tlie  tears ;  when  the 
latter  are  very  ragged  and  infiltrated  with  blood,  when  the  ute- 
rus is  friable  and  apparently  septic,  hysterectomy  promises  bet- 
ter results  than  suture. 
78  Maklborough  street. 
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At  a  period  in  the  history  of  medicine  when  bold  and  inge- 
nious operators  seem  to  find  it  necessary  to  vie  with  each  other  in 
devi:^ing  various  methods  of  surgical  procedure,  it  is  perhaps  wise 
for  us  to  sometimes  hesitate  and  ponder  well  the  problems  which 
confront  us.  In  this  present  day  he  is  much  more  sure  to  escape 
scornful  and  uncharitable  criticism  who  is  ready  to  propose  and 
undertake  some  extravagant  surgical  exploit,  than  that  one  who 
has  the  temerity  to  uphold  a  course  which  may  throw  the  burden 
of  the  process  of  cure  upon  Nature's  forces.  It  is  too  true, 
in  many  instances,  that  the  mutilating  devices  of  the  one  are 
applauded  and  imitated  to  a  degree  most  rash,  while  the  truly 
conservative  expectancy  of  the  other  is  attributed  to  timorous- 
ness,  ignorance,  or  superannuated  obstructiveness.  To  distin- 
guish clearly  the  really  beneficent  and  curative  operations  from 
>  Read  before  the  American  Gynecological  Society,  May,  1894. 
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tliose  which  are  to  prove  only  siirfjical  curiosities,  or  worse,  i& 
not  always  so  easy  as  one  might  be  led  to  suppose.  To  keep 
pace  with  all  the  advances  or  changes  in  general  or  special  surgi- 
cal technique  is  well-nigh  impossible,  and  we  are  driven  to  study 
in  certain  Hues,  to  tlie  partial  exclusion  of  the  other  branches  of 
medicine.  While  this  drift  into  specialism  is  liighly  proper  and 
generally  advantageous,  it  has  some  disadvantages  and  dangers 
which  are  worthy  of  consideration. 

First,  it  has  the  effect  of  attracting  to  a  special  branch  of 
medicine  or  surgery  the  "new  recruits"  in  our  professional 
ranks,  who,  being  thus  brought  up  in  the  atmosphere  of  one 
specialty,  are  given  a  bias  to  their  mental  and  scientific  growth 
and  development  which  often  prevents  their  proper  appreciation 
of  broad  and  liberal  laws.  And,  indeed,  this  very  environment 
sometimes  causes  them  to  totally  ignore  unalterable  fundamental 
principles  of  true  science. 

The  hearty  emulation  of  true  progress  need  never  be  dreaded, 
but  the  mad  race  and  rivalry  for  distinction  may  well  be  feared 
— by  our  patients  at  least — and  is,  indeed,  not  a  little  hindrance 
to  that  steady  improvement  in  our  art  which  should  be  our 
constant  aim. 

And,  secondly,  this  training  of  the  youthful  professional  mind 
in  one  special  groove  tends  to  a  very  considerable  degree  to 
dwarf  the  judgment  to  such  an  extent  that  hasty  and  one-sided 
conclusions  are  very  apt  to  result.  In  the  consideration  of  a 
special  case  the  mind  is  hampered  by  a  strong  prejudice  in  favor 
of  the  specialist's  view  of  the  case,  and  there  is  not  a  little  dan- 
ger that  the  general  system  may  be  sadly  overlooked  while  we 
are  scanning  closely  the  peculiar  organs  which  are  involved.  By 
this  erroneous  practice,  oft  repeated,  we  are  soon  placed  in  a 
position  to  become  bigots,  and  a  professional  intolerance  crops 
in  which  recognizes  no  way  of  cure  except  by  our  own  special 
surgical  method.  But  after  the  aggressive  pride  of  untem- 
pered  youthful  experience  has  worn  away,  and  we  begin  to 
recognize  the  laws  of  Nature  and  disease  more  fully  and  more 
wisely,  we  learn  sadl}'-  to  retrace  some  of  our  wanton  steps  and 
to  take  a  more  liberal,  sound,  and  wholesome  view  of  such  prob- 
lems oi  our  art  as  may  confront  us. 

It  is  with  a  modest  hopa  that  a  reasonable  experience  has 
sobered  down  any  exuberant  zeal  or  too  vaunting  ambition  in 
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the  writer  that  he  ventures  to  present  his  view  of  the  palliative 
treatment  of  rupture  of  the  uterus. 

In  this  dreadful  accident,  fraught  with  so  much  immediate 
daui^er  to  mother  and  child,  we  are  indeed  confronted  with  one 
of  the  most  serious  conditions  which  befall  our  patients  ;  and  in 
the  very  short  plea  which  I  shall  attempt  to  make  for  any  meth- 
od of  treatment  I  shall  confine  my  remarks  to  the  care  of  those 
cases  which  occur  in  the  period  of  parturition. 

It  is  not  necessary  to  recapitulate  the  various  symptoms  in- 
dicating the  accident,  but  it  is  especially  desirable  to  note  that 
one  of  the  most  constant  and  characteristic  phenomena  connected 
with  the  rupture  is  the  sudden  recession  of  the  presenting  part 
of  the  child.  This  is  not  only  a  conspicuously  definite  warning 
to  us  of  a  serious  lesion  of  the  tissues,  but  it  is  to  be  taken  into 
consideration  in  connection  with  the  plan  of  action  in  institut- 
ing our  treatment.  Given  a  case  of  labor  in  the  expulsive  sec- 
ond stage,  with  the  head  presenting  well  into  the  pelvic  canal, 
almost  immediately  upon  the  occurrence  of  rupture  of  the  ute- 
rus the  head  more  or  less  rapidly  recedes  into  the  uterus  and  up 
out  of  reach  of  the  examining  fingers.  The  cervix  does  not,  as 
a  rule,  contract  to  any  appreciable  extent,  but,  on  the  contrary, 
hangs  loosely  in  folds  below  the  parts  of  the  child  which  have 
just  withdrawn.  In  this  state  of  affairs,  by  most  of  those  who 
advocate  attempts  at  delivery  per  vias  naturales,  we  are  advised 
to  at  once  proceed  to  deliver,  either  by  the  forceps  or  the  cepha- 
lotribe  ;  and  then,  failing  in  the  tise  of  these  instruments,  we 
are  told  to  try  internal  version.  Against  this  advice  I  wish  to 
protest,  for  the  following  reasons  : 

The  recession  of  the  head  makes  the  operation  with  the  for- 
ceps a  very  uncertain  and  dangerous  one,  the  flaccid  uterine 
tissue  being  easily  caught  in  the  instruments  and  a  satisfactory 
grasp  of  the  head  being  almost  impossible.  Of  course,  in  a 
very  few  cases,  the  instruments  may  be  applied  safely  and  suc- 
cessfully in  the  event  of  the  head  not  having  escaped  out  of  the 
pelvis  ;  but  I  allude  to  those  circumstances  which  usually  ob- 
tain in  this  obstetric  disaster,  and  which  generally  involve  the 
disappearance  of  the  head,  which  but  a  few  minutes  before  may 
have  been  well  engaged  in  the  strait. 

And  when  version  is  resorted  to,  after  an  ineffectual  and  prob- 
ably disastrous  attempt  to  deliver  by  the  forceps,  it  becomes  a 
.much  more  grare  operation  hy  reason  of  these  previous  attempts. 
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Better,  by  far,  to  omit  all  instrumental  interference  and  to 
proceed  at  once  to  reach  the  retreating  child  with  the  naked 
hand. 

To  manage  such  a  case  as  I  have  here  described  I  should,  then, 
use  the  instruments  promptly  in  those  cases  only  where  the 
head  occupied  the  pelvic  canal  or  one  of  its  straits.  In  tiie 
event  of  the  recession  of  the  head  or  tlie  presentation  of  any 
other  part  I  should  deliver  by  the  unaided  hand.  Passing  the 
hand  rapidly  and  yet  gently  into  the  uterus,  at  the  same  time 
that  that  organ  is  steadied  by  the  other  hand  on  the  proper 
parts  without,  it  may  readily  find  a  suitable  limb  and  rotate  the 
child,  bringing  it  back  into  the  vagina  without  appreciable  force. 

If  version  be  performed  promptly,  and  with  the  hand  kept 
well  in  contact  with  the  child  and  not  impinging  against  the 
uterus,  I  maintain  it  is  a  safe  operation  compared  with  any 
attempt  at  delivery  with  the  forceps  within  the  uterus. 

Having  effected  the  delivery  of  the  child  as  just  described, 
we  should  have  been  able  to  make  valuable  use  of  the  hand  in 
behalf  of  the  mother  at  the  same  time. 

While  the  hand  is  in  the  uterus  it  should  be  rapidly  yet  with 
great  care  swept  freely  along  that  part  of  the  child  which  is 
engaged  in,  or  impacted  against,  the  wound  in  the  uterine  wall. 
Ry  careful  attention  the  operator  will  generally  be  able  to  ascertain 
several  very  important  points:  (1)  the  size,  location,  and  other 
characteristics  of  the  wound  itself  may  be  defined  ;  (2)  whether 
there  be  any  escape  into  the  uterus  of  any  intestinal  loops; 
(3)  the  relation  of  the  child's  parts  to  the  wound  ;  (4)  whether 
the  placenta  be  involved  in  the  laceration;  and  (5)  it  may  be 
ascertained  if  the  fetal  membranes  are  protruding  intact 
through  the  wound.  If  the  wound  is  high  up,  very  irregular 
and  extensive,  it  will  modify  in  a  great  degree  our  conduct  of 
the  case;  for  in  suciii  an  event  we  can  scarcely  look  for  repair, 
and  must  in  the  mxjority  of  cases  expect  to  give  the  patient  the 
banetit  of  an  operation  through  the  abdominal  walls. 

And  in  those  cases,  also,  where  there  is  any  considerable  pro- 
lapse of  intestinal  or  omental  tissue  within  the  uterus,  an  opera- 
tion will  be  advisable.  But  it  must  be  remembered  that  there 
are  cases,  frequent  enough,  in  which  the  laceration  of  the  uterine 
wall  is  linear  and  comparatively  smooth,  where  it  is  located 
favorably  as  concerns  the  placenta  and  the  reflexions  of  the 
peritoneum,  and  where  it  is  not  extensive  enough  to  permit  the- 
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total  escape  of  the  child.  In  these  eases  we  have  all  the  symp- 
toms of  profound  shock— the  evidences  of  a  most  formidal)le 
accident.  And  yet  the  conditions  which  will  be  found  to  obtain 
are  such  that  we  must  not  be  carried  away  with  any  preconceived 
theories  that  rupture  of  the  uterus  demands  laparatomy.  On 
the  other  hand,  a  careful  survey  of  the  case  will  convince  us  that 
a  safe  delivery  by  the  natural  channels  may  be  accomplished 
and  the  wounded  uterus  may  be  left  to  make  its  own  repair. 

In  these  cases  tlie  inserted  hand  will  hnd  the  child  usually 
protruding  through  the  wound  in  part,  so  that  there  will  be 
possibly  the  head  and  upper  extremities  still  retained  in  the 
uterine  cavity.  If  we  carry  the  finger  cautiously  about  the  edges 
of  the  wound,  it  will  be  found  that  the  membranes  of  the  fetus 
completely  line  the  lacerated  edges  and  are  pushed  on  beyond 
the  escaped  portions  of  the  child.  In  fact,  a  sac  is  maintained, 
extending  hernia-like  into  the  abdominal  cavity,  and  contains 
and  retains  the  child,  the  amniotic  fluid,  vernix  caseosa,  etc., 
which  would  otherwise  have  escaped  into  the  jperitoneum. 

Now,  upon  extracting  the  child  quickly  yet  gently — and  the 
force  required  is  seldom  of  any  considerable  amount — the  pla- 
centa with  its  membranes  may  be  readily  detached  and  the 
whole  sac  drawn  away  with  its  contents.  If  the  sac  be  not  torn, 
this  procedure  will  leave  a  clear  uterine  cavity  with  an  unin- 
fected wound  of  its  tissue,  which  may  be  left  to  Nature's  pro- 
cesses of  repair. 

The  examination  of  the  fetal  envelopes  after  such  a  delivery 
will  usually  demonstrate  that  that  portion  of  the  aumiotic  sac 
which  had  been  pushed  out  of  the  uterine  laceration  has  not 
been  torn,  there  being  but  the  one  opening,  which  corresponds 
to  the  cervical  canal  through  which  the  delivery  of  the  child  was 
performed. 

The  writer  has  on  a  previous  occasion  called  attention  to  the 
role  played  by  the  fetal  membranes,  and  believes  that  it  should 
be  more  generally  recognized.  For,  if  this  fact  is  borne  in  mind^ 
we  may  be  able  to  feel  a  security  which  will  encourage  us  to  give 
the  patient  the  benefit  of  immunity  from  an  unnecessary  addi- 
tional shock  to  her  system  by  a  cutting  operation.  Prompt  action, 
however,  will  be  always  necessary  in  the  management  above 
described,  for  if  the  case  is  left  too  long  all  of  the  conditions 
favorable  for  such  a  method  may  be  lost.  The  child  may  be 
completely  extruded  and  caused  to  tear  through  into  the  peri- 
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toneal  cavity,  and  the  uterine  rent  he  closed  so  as  to  make  any 
attempt  at  delivery  hy  the  vagina  improper  and  impossible. 

In  a  considerable  number  of  these  cases  a  large  hematoma  will 
form,  usually  beneath  the  peritoneum,  and  the  extravasated  blood 
will  make  its  way  even  out  to  the  abdominal  parietal  tissues,  so 
as  to  give  all  the  discoloration  of  extensive  ecchymoses  on  the 
skin  of  the  side  corresponding  to  the  uterine  wound.  This  blood 
is  in  due  time  gradually  absorbed  and  recovery  is  complete. 

It  is  well  to  lay  some  considerable  stress  on  the  fact  that  this 
subperitoneal  collection  of  blood  makes  a  very  serious  compli- 
cation in  the  operation  of  laparatomy  for  uterine  rupture.  Any 
attempt  to  evacuate  the  effused  blood,  and  to  reach  and  suture 
the  lacerated  tissues,  is  attended  with  great  difficulty  and  risk  to 
the  patient;  whereas  in  those  cases  where  the  laceration  is  so 
situated  that  the  wound  is  within  the  peritoneal  cavity,  the 
abdominal  section  may  be  the  only  proper  method  of  treatment. 
It  will  be  seen,  therefore,  that  a  careful  distinction  should  be 
made  wherever  it  is  possible,  for  our  course  should  be  determined 
by  facts,  and  not  by  sweeping  theories  founded  upon  the  mag- 
nificent records  of  abdominal  surgery. 

In  the  discussion  of  rupture  of  the  uterus  at  a  meeting  of  the 
Xew  York  Obstetrical  Society,  held  February  19th,  1884,  Dr. 
Walter  Gillette  described  a  case  of  extensive  rupture  during 
labor,  in  which  the  child  was  thrust  out  of  the  wound  apparently 
into  the  peritoneal  cavity.  The  doctor  "  proceeded  at  once  to 
seize  the  foot  of  the  child  and  deliver.  .  .  .  The  patient  recovered 
without  an  alarming  symptom."  And  in  commenting  further 
upon  the  case  the  following  language  of  the  report  issigniticant. 
It  says:  "There  was  no  doubt  of  the  complete  rupture  of  the 
uterus,  as  the  hand  was  passed  completely  into  the  abdominal 
cavity;  and  how  recovery  could  take  place  with  the  abdominal 
cavity  full  of  blood,  amniotic  fluid,  vernix  caseosa,  and  what 
not,  was  one  of  those  mysteries  \vhich  must  forever  confront  the 
theories  of  antisepsis  and  drainage.*"  ' 

Suggestions  were  made  in  the  discussion  concerning  the  possi- 
bility of  the  case  being  explained  by  the  fact  that  the  uterine  })eri- 
toneum  may  have  remained  unruptured,  l)eing  simply  lifted  up. 

At  the  same  time  and  place  Dr.  11.  T.  Hanks  reported  a  simi- 
lar case,  as  well  as  one  occurring  in  the  practice  of  Dr.  Barton, 
of  Orange,  Mass. 

'  American  Journal  of  Obstetrics,  October,  1884,  p,  1088. 
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It  seems  to  the  writer  that  serious  reflection  on  our  part  at 
this  day  will  suggest  the  very  great  improbability,  it  not  the 
utter  impossibility,  of  recovery  in  the  event  of  the  contents  of 
the  amniotic  sac  being  poured  into  the  peritoneal  cavity.  We 
must,  therefore,  look  for  some  rational  explanation  of  sucb  a 
phenomenon  as  recovery  under  such  supposed  circumstances. 

The  following  case,  which  the  writer  has  before  reported,  will 
serve  to  throw  light  upon  such  eases  as  are  above  alluded  to. 
Having  been  called  to  see  a  case  of  labor,  in  consultation,  in 
which  all  the  symptoms  of  uterine  rupture  were  present,  the 
hand  was  introduced  in  the  manner  described  in  this  paper,  and 
the  child  was  found  escaped  through  a  rent  in  the  right  anterior 
wall  of  the  uterus,  so  that  only  the  head  and  right  arm  were 
within  the  uterine  cavitv.  In  examining  the  edges  of  the  wound 
it  was  noticed  that  the  surfaces  were  completely  shielded  by  the 
amniotic  sac,  which  was  pushed  through  ahead  of  the  limbs  of 
the  child,  fm^ming  a  hernial  sac  into  the  peritoneal  cavity* 
Without  any  difficulty  the  child  was  drawn  back  into  the  uterus 
and  at  once  delivered  by  the  feet.  The  placenta  with  the  mem- 
branes was  withdrawn,  and  a  considerable  quantity  of  amniotic 
fluid,  etc.,  with  meconium  was  brought  away  in  the  pouch  of 
the  amnion,  which  had  protruded  through  the  rent  in  the  uterus. 

Believing  that  the  peritoneal  cavity,  therefore,  had  not  been 
invaded,  except  by  purely  bloody  extravasation,  the  case  was  left 
to  Nature,  using,  of  course,  antiseptic  douches,  etc. 

The  woman  made  a  good  recovery  after  a  somewhat  tedious 
convalescence,  while  absorbing  a  considerable  hematocele  in  the 
right  side  of  the  abdomen. 

In  one  year  and  a  half  later  the  writer  delivered  the  same 
patient,  by  podalic  version,  of  a  nine-pound  child,  and  the  cica- 
trix of  the  former  rupture  could  be  distinctly  felt  through  her 
very  thin  abdominal  parietes. 

In  conclusion,  let  us  remark  that  there  is  a  distinct  field  for 
the  palliative  treatment  of  rupture  of  the  uterus,  as  there  is  also 
a  field  for  the  operative  interference.  The  conditions  demand- 
ing the  one  mode  of  treatment  are,  as  far  as  possible,  to  be  dis- 
tinguished from  those  which  demand  the  opposite  method ; 
and  on  the  careful  study  of  those  conditions  the  welfare  of  the 
patient  largely  depends.  If  we  fall  into  the  error  of  setting  for 
ourselves  and  others  firm  and  unalterable  rales  to  be  applied  in 
every  case,  we  shall  not  only  injure  our  patients  in  many  instances, 
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but  we  sliall  injure  ourselves  and  our  ])rofession.  In  the  exer- 
cise of  an  un^Miarded  zual  we  will  become  tainted  with  a  sort  of 
surgical  bigotry  which  is  the  bane  of  all  progress  and  healthy 
advancement. 

AVhile,  on  the  other  iiand,  if  we  have  for  our  guidance  broad, 
wholesome,  and  liberal  principles,  we  shall,  in  dealing  with  this 
frightful  casualty  to  unhappy  woman,  as  in  all  other  grave  ques- 
tions which  confront  us,  bring  to  bear  all  that  is  in  us  for  the 
good,  first,  of  our  patients,  and  then  of  our  noble  profession. 
31  East  r2CTii  stueet. 
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Until  within  comparatively  recent  times,  when  labor  became 
seriously  or  insuperably  obstructed,  the  efforts  of  the  obstetrician 
were  directed  toward  saving  the  motlier.  The  rights  of  tlie 
child  received  scant  attention,  and  its  life  was  deliberately  sacri- 
ficed in  order  to  diminish  its  diameters  whenever  the  pelvic 
canal  was  too  contracted  to  permit  the  passage  of  the  normal 
fetus.  This  practice  was  condemned  by  theologians,  more  espe- 
cially the  Koman  Catholics ;  but  was  justified  on  the  ground  of 
expediency,  the  position  taken  being  that,  if  without  the  inter- 
vention of  art  both  mother  and  child  would  die  when  left  to 
the  unaided  forces  of  Nature,  the  physician  was  justified  in 
destroying  the  child  that  the  mother  might  live.  With  the 
revival  of  the  Cesarean  section,  under  the  influence  of  modern 
surgery,  this  ancient  position  has  become  very  materially  altered, 
and  the  present  tendency  is  most  decidedly  to  give  serious  regard 
to  the  rights  of  the  child  in  unnatural  labor.  Three  problems 
have  grown  out  of  this  development  of  the  question.  1.  Is 
embryotomy  upon  the  living  child,  when  deliberately  elected 
over  the  Cesarean  section  and  symphysiotomy,  a  justifiable  ope- 

'  Read  before  tlie  American  Gynecological  Society,  May,  181)4. 
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ration  ?  2.  Is  it  justifiable,  in  labor  in  moderately  contracted 
pelves,  when  the  obstruction  is  considerable  and  yet  not  insupe- 
rable, to  make  such  violent  efforts  at  delivery,  eitlier  by  forceps 
or  version,  as  to  threaten  the  serious  injui-y  of  either  mother  or 
child,  instead  of  resorting  to  symphysiotomy  when  judicious  and 
well  directed  efforts  at  delivery  have  failed  to  accomplish  it? 
3.  In  women  known  to  suffer  from  contraction  of  the  pelvis  of 
moderate  degree,  is  it  better  to  induce  premature  labor  suffi- 
ciently early  to  permit  the  delivery  of  a  living  child,  or  to  allow 
the  pregnancy  to  go  on  to  full  term  and  to  effect  delivery  under 
symphysiotomy,  if  this  proves  to  be  necessary  ? 

The  first  problem,  as  to  the  justifiability  of  embryotomy  done 
upon  the  living  child,  I  take  it  has  been  settled  in  the  negative. 
The  question  no  longer  is,  Shall  both  mother  and  child  be  per- 
mitted to  die  ?  nor  is  it,  Shall  one  be  destroyed  in  order  that  the 
other  may  live?  The  problem  now  is,  Shall  the  effort  be  made 
by  the  Cesarean  section  or  symphysiotomy  to  save  both  mother 
and  child,  thereby  increasing  the  prospective  mortality  of  the 
mothers  from  one  to  three  per  cent  as  contrasted  with  embry- 
otomy ?  Or,  to  put  it  in  aiiother  way,  Shall  one  hundred  children 
be  destroyed  in  order  that  the  lives  of  from  one  to  three  mothers 
shall  not  be  put  in  jeopardy  ?  As  this  question  has  only  a  rela- 
tive bearing  upon  the  subject  under  discussion,  we  shall  not 
consider  it  further  at  this  time. 

The  second  problem  is  one  which  is  now  only  coming  up  for 
solution,  and  has  been  brought  to  the  front  partly  because  of  the 
large  number  of  children  who  perish  as  the  result  of  difficult 
labors,  either  during  birth  or  shortly  thereafter,  and  partly 
because  of  the  very  considerable  number  of  children  who  are 
injured  for  life  from  the  same  cause.  These  are  the  "  spoiled 
babies,"  having  sustained  injuries  to  the  head,  such  as  depres- 
sions or  fractures,  or  great  distortions  of  the  skull,  or  injuries 
to  the  tissue  of  the  brain  itself,  resulting  in  hemorrhages  and 
subsequently  in  localized  palsies,  epilepsy,  or  in  greater  or  less 
impairment  of  mental  vigor. 

The  comparative  safety  of  symphysiotomy  suggests  that  the 
accepted  teachings  of  the  present  be  critically  revised  with 
reference  to  the  conduct  of  labor  in  cases  in  which  the  obstruc- 
tion is  considerable  and  yet  not  insuperable.  I  am  inclined  to 
believe  that  in  the  near  future  these  considerations  will  consider- 
ably alter  the  present  rules  of  practice.     In  the  interests  of  the 
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child,  vorsiou  will  he  less  fre(jucntly  resorted  to.  And  in  eases 
of  moderate  contraction  of  the  pelvis,  in  wliioli  the  nnaided 
efforts  of  the  mother,  assisted  hy  the  judicions  einj)lo}inent  of 
force)  s,  do  not  succeed  in  accomj)lishing  delivery,  instead  of 
•employing  violent  traction  efforts  (which  so  generally  injure  the 
•child  and  which  arc  liahle  to  injure  the  mother)  symphysiotomy 
will  he  done.  These  remarks  are  not  made  in  a  dogmatic  spirit, 
l)ut  simply  indicate  the  drift  of  my  own  opinion  concerning 
this  suhject. 

The  third  prohlem  is  the  one  which  immediately  concerns  us 
to-day,  and  it  is  my  purpose  in  this  paper  to  present  the  advan- 
tages of  symphysiotomy  as  contrasted  with  the  induction  of  i)re- 
mature  labor  in  the  management  of  cases  of  labor  in  women 
having  moderately  contracted  pelves.  The  class  of  cases  more 
•especially  referred  to  is  the  flat  pelvis  with  a  conjugate  dia- 
meter of  three  inches  or  more,  and  the  generally  contracted 
pelvis  with  a  conjugate  diameter  of  three  and  a  quarter  inches 
•or  more,  and  even  flat  ])elve8  with  as  short  a  conjugate  dia- 
meter as  two  and  three  quarter  inches.  It  is  recognized,  of 
course,  that  disproportion  between  the  head  of  the  child  and 
the  pelvis  depends  not  only  upon  the  diameters  of  the  pelvis, 
but  also  upon  those  of  the  head,  and  that  spontaneous  labor,  or 
'labor  assisted  either  by  the  forceps  or  version,  is  quite  possible 
in  this  class  of  cases  when  the  head  of  the  child  is  small  or  more 
than  usually  compressible.  Given  a  woman  in  the  eighth 
month  of  pregnancy,  having  a  pelvis  of  the  class  under  con- 
sideration, what  shall  be  done?  Shall  labor  be  induced  suffi- 
ciently before  full  term  to  permit  the  spontaneous  delivery  of 
the  child,  or  its  delivery  assisted  by  forceps  or  version  ;  or  shall 
the  pregnancy  be  permitted  to  go  on  to  term,  and  then,  if 
necessary,  symphysiotomy  be  performed  ?  This  question,  of 
course,  must  be  studied  from  the  standpoint  both  of  the  mother 
and  child.  From  the  standpoint  of  the  mother  we  have  to  con- 
sider the  mortality  and  morbidity  of  the  operation  of  inducing 
premature  labor  as  contrasted  with  tiiat  of  symphysiotomy. 
The  general  mortality  of  the  induction  of  premature  labor  is 
given  in  the  text  books  as  five  per  cent.  The  general  mortality 
of  symphysiotomy  is  stated  to  be  about  ten  per  cent.  As  a 
matter  of  fact  I  believe  both  these  statements  are  decidedly 
erroneous.  Five  per  cent  is  undoubtedly  too  high  a  mortality 
for  the  induction  of  premature  labor.     I  have  reason  to  believe 
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that  in  good  hands,  when  the  indication  for  its  perfornianee 
is  contraction  of  the  pelvis,  its  mortality  does  not  exceed  one 
per  cent.  The  dangers  to  the  mother  nnder  these  circnmstances 
are  far  less  than  they  are,  for  example,  when  the  indication  is 
puerperal  eclampsia  or  placenta  previa.  On  the  other  hand,  it 
is  quite  as  absurd  to  say  that  the  iniierent  risks  to  the  mother 
from  symphysiotomy  are  so  great  as  indicated  by  a  ten  per  cent 
mortality.  It  is  the  old  story  of  the  fallacy  of  miscellaneous 
statistics.  For  the  sake  of  argnment  it  may  be  admitted  that 
the  general  mortality  of  symphysiotomy  is  ten  per  cent.  This 
represents  the  results  which  have  been  obtained  under  the  con- 
ditions which  exist  in  the  practice  of  the  profession  at  large. 
It  includes  cases  in  which  the  indication  was  proper,  the  opera- 
tion skilfully  done  at  the  right  time  and  after  a  proper  tech- 
nique, by  skilful  men  ;  and  it  also  includes  the  "  too  late"  casee, 
in  which  the  patients  have  been  maltreated  by  midwives  or  by 
careless  or  ignorant  practitioners  before  the  performance  of 
symphysiotomy,  which  conditions  have  nothing  to  do  with  the 
inherent  risks  of  the  operation.  In  order  to  contrast  the  rela- 
tive dangers  to  the  mother  of  symphysiotomy  and  the  induc- 
tion of  premature  labor,  it  will  be  necessary  to  analyze  the 
cases.  It  must  bs  recalled  that  the  induction  of  premature 
labor  is  an  operation  done  at  a  selected  time,  upon  women  in 
good  condition,  almost  invariably  by  an  obstetrician  of  experi- 
ence. For  the  comparison  to  be  just,  onl}' such  symphysiotomies 
should  be  selected  in  which  similar  conditions  prevail.  Under 
these  conditions  I  am  satisfied  that  the  maternal  mortality  will 
not  exceed  one  per  cent  under  either  o]3eration. 

In  support  of  my  judgment  concerning  the  slight  inherent 
risks  connected  with  symphysiotomy,  I  have  to  submit  the 
following  recent  statistics  of  the  operation,  kindly  furnished  me 
by  Dr.  Robert  P.  Harris. 

Since  March  8th,  1893,  there  have  been  31  symphysiotomies  in 
the  United  States,  with  2  women  and  7  children  lost.  In  the 
fatal  cases  one  woman  was  in  labor  three  days  before  operation, 
and  died  of  sepsis  on  the  eleventh  day.  The  other  was  in  labor 
36  hours,  had  a  temperature  of  l(i2°  and  a  pulse  of  140,  vagina 
edematous  and  badly  torn  by  forceps  before  entrance  to  hospital. 
She  died  of  marked  shock  in  twelve  hours.  Three  children 
were  dead  before  operation,  2  were  delivered  by  version  and 
died  under  extraction,  and  2  died  soon  after  extraction. 


54:  Nonr.K  :  symphysiotomy  versus  the 

Prof,  raul  Zweiffl,  of  Leipzig,  lias  operated  23  times  with- 
out the  loss  of  child  or  mother. 

The  Italian  record  is  incomplete.  Since  Jannary  1st,  1886, 
there  have  l)een  55  operations,  with  2  women  and  8  children 
lost.  One  woman  was  in  labor  ninety  six  hours  and  died  of 
septicemia.  The  other  had  a  long  labor,  with  shoulder  presen- 
tation and  prolapsed  cord,  and  died  of  metro-peritonitis  after 
twelve  days. 

These  statistics  strongly  support  my  statements.  The  fatal 
cases  were  in  bad  condition  when  operated  upon,  after  the 
failure  of  other  methods  of  treatment,  and  there  was  no  reason 
in  any  of  the  cases  to  believe  that  the  death  was  in  any  way 
due  to  symphysiotomy.  On  the  contrary,  it  was  due  to  the  con- 
ditions which  were  present  before  its  performance.  These 
statistics  also  include  many  other  cases  which  were  in  bad  con- 
dition at  the  time  of  operation,  yet  which  nevertheless  re- 
covered. 

I  cannot  refrain  from  calling  attention  to  the  large  number  of 
deaths  among  the  children  delivered  by  version  after  symphy- 
siotomy, in  this  country.  It  is  to  be  hoped  that  this  plan  of 
delivery  will  be  abandoned  in  favor  of  the  forceps. 

From  the  standpoint  of  the  child  the  advantages  all  lie  witli 
symphysiotomy.  It  has  been  amply  demonstrated  that  a  large 
percentage  (about  sixty-six  and  two-thirds  per  cent — Winckel) 
of  premature  children  die  within  a  few  months  of  birth.  With 
the  incubator  the  infant  mortality  in  the  hospital  was  eighteen 
percent  in  the  Leipzig  Maternity  and  thirty  percent  in  the  Paris 
Maternite.  "Winckel's  statement  is  explained  by  the  large  mor- 
tality among  premature  infants  during  the  first  year  of  life. 
The  contrast  between  the  prospects  of  a  premature  child  born 
four  or  six  weeks  before  full  term,  and  those  of  a  child  born 
under  symphysiotoniy  at  term,  are  altogether  in  favor  of  the 
latter,  whose  prospects  are  nearly  as  good  as  the  average  of  in- 
fants. This  fact,  and  the  conviction  that  the  dangers  to  the 
mother  are  about  equal,  have  convinced  me  that  symphysiotomy 
at  term  is  to  be  preferred  to  the  induction  of  premature  labor. 

A  paper  of  Dr.  Robert  P.  Harris,  read  before  the  American 
Gynecological  Society  in  1802,  giving  detailed  reports  of  the 
results  of  symphysiotomy  in  Italy,  convinced  me  of  the  slight 
risks  inherent  in  the  operation.  At  that  time  I  had  under  ray 
care  Mrs.  G.,  who  was  seven  months  pregnant  with   her  fifth 
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<}hild.  Slie  had  been  delivered  once  of  a  small  child  (not 
weighed)  by  vigorous  traction  efforts  made  with  the  forceps, 
the  child  being  born  with  its  liead  so  injured  that  it  lived  but 
a  short  time.  The  second  labor  resulted  in  the  spontaneous 
delivery  of  a  very  small  child  (not  weighed).  The  third  labor 
was  a  Cesarean  section  done  by  Dr.  Howard  Kelly,  with  the 
delivery  of  a  child  weighing  six  and  fifteen-sixteenth  pounds. 
The  fourth  labor  was  induced  five  weeks  before  term,  by  Dr. 
Kelly  and  myself,  and  the  baby,  a  girl,  was  delivered  by  me 
with  great  difficulty,  after  the  application  of  the  high  forceps. 
She  weighed  five  and  one-thirty-second  pounds. 

Mrs.    G.'s   pelvic    measurements   are    as   follows:    Anterior 
superior  spines,  24  centimetres ;    cristse  ilii,  26   centimetres ; 
external  conjugate,  16. .5  centimetres ;  conjugata  diagonalis,  8.5 
centimetres ;    conjugata  vera   (estimated),  T  centimetres.     My 
thorough  knowledge  of  the  capacity  of  her  pelvis,  and  my  lively 
recollection  of   the  difficulties   encountered  in    delivering   the 
premature  child  by  forceps,  made  me  hesitate  to  again  induce 
labor.     I  decided  instead  to  permit  the  patient  to  go  to  full 
term  and  then  to  deliver  by  symphysiotomy.     The  patient  was 
informed  that  her  labor  would  be  the  first  in  which  symphysi- 
otomy had  been  done  instead  of  inducing  premature  labor.     My 
conclusion  had  the  indorsement  of   Drs.    Harris    and  Parish. 
Symphysiotomy  was  done  on  December  5th,  1892,  and  was  fol- 
lowed by  the  high  application  of  the  forceps,  and  the  delivery 
of  a  boy  weighing  eight  and  one-eighth  pounds.     The  details  of 
this  symphysiotomy  and  the  reasons  why  it  was  advised  have 
been  reported  in  a  communication  to  the  College  of  Physicians.' 
The  mother  made  a  good  recovery  and  again  became  pregnant. 
She  was  delivered  a  second  time  under  symphysiotomy  and  the 
application  of  the  forceps,  on  March  19th,  1894,  of  a  girl  weigh- 
ing six  and  six-sixteenth  pounds,  and  recovered  without  other 
incident  than  a  mammary  abscess.     She  is  thus  the  first  woman 
in   the   United  States  upon  whom  a  second  symphysiotomy  has 
been  performed,  as  well  as  the  first  woman  in  the  world  upon 
whom  symphysiotomy  has  been  done  in  preference  to  the  induc- 
tion of  premature  labor. 

In  conclusion,  I  submit  this  paper  as  a  contribution  to  modern 
obstetrics,  in  the  hope  that  it  may  aid  in  quickening  the  interest 
of  the  profession  in  the  rights  of  the  unborn  child.     As  the  sub- 
'  Medical  News,  vol.  i.,  1893. 
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ject  is  cH)iii|);u-ativel.v  now,  it  is  probable  tliat  the  general  expe- 
rioiiee  of  the  profession  will  niodifv  our  views  in  certain  par- 
ticulars ;  but,  as  progress  is  ever  forward,  sucli  changes  will 
almost  surel.v  be  in  the  direction  of  adding  to  the  life-saving 
value  of  the  agencies  already  at  our  command. 
2134  Hancock  stueet. 
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Face  presentations  are  frequently  caused  by  some  one  of  the 
other  mechanical  complications  of  labor,  such,  for  instance,  as 
flat  pelves,  or  small  fibroids  in  the  lower  uterine  segment;  or 
may  themselves  be  complicated  by  one  or  more  of  the  accidents 
of  labor,  such  as  ))rolapsed  funis,  hemorrhage,  or  eclampsia. 
But  the  treatment  of  such  cases  should  be  primarily  determined 
by  the  nature  of  the  complication  rather  than  by  the  abnormal 
presentation ;  and  as  the  subject  by  itself  is  quite  sufficiently 
long  and  its  details  quite  sufficiently  intricate  for  the  scope  of 
a  single  paper,  I  propose  to  limit  myself  to  the  treatment  of  face 
presentation  pure  and  simple,  and  the  opinions  I  express  must 
be  interpreted  as  ajjplying  to  uncomplicated  cases  only.  So, 
too,  I  am  addressing  a  paper  to  a  society  of  experts,  and  I  wish 
to  state  at  the  start  that  the  position  I  shall  take  is  that  which  I 
think  will  yield  the  best  results  to  men  whose  previous  expe- 
rience warrants  a  well-grounded  belief  in  their  operative  skill ; 
and  my  position  is,  therefore,  not  open  to  criticism  on  the 
ground  that  it  might  be  dangerous  in  the  hands  of  the  inexpert. 
For  the  same  reasons  I  shall  omit  all  matters  of  technique,  be- 
lieving that  such  details  would  be  only  a  waste  of  time  for  this 
Society.  Even  when  so  simplified  the  subject  is  complicated 
enough  to  make  a  clear  presentation  of  its  details,  in  the  several 
varieties  of  face  labor,  far  from  eas}';  but  I  think  that  the  most 
satisfactory  method  will  be  to  discuss  the  treatment  of  face  pre- 
sentation chronologically — i.e.,  to  take  up  the  progress  of  face 
'  Read  before  the  American  Gynecological  Society,  May,  1894. 
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labor  by  stages,  and  to  fliscnss  the  problems  of  treatment  in  tin; 
order  in  which  thej  would  come  up  in  the  course  of  a  case. 

FiKST  Staok:  with  Uxruptuked  Membkaxes. — At  the  very 
beginning  of  labor,  with  the  membranes  still  iiiirui)tur((l  and  the 
presenting  pai-t  unengaged,  the  temporary  occurrence  of  a  face 
presentation  is  not  extremely  rare,  but,  under  favorable  circum- 
stances, the  vertex  is  spontaneously  re-established,  in  a  large  pro- 
portion of  such  cases,  by  the  occurrence  of  a  spontaneous  Hexion. 
This  phenomenon  is  due  sometimes  to  the  contraction  of  the 
flexor  muscles  of  the  fetal  neck,  sometimes  to  changes  in  the 
woman's  posture  and  corresponding  alterations  in  the  fetal 
axis,  and  sometimes  to  changes  of  pressure  due  to  irregular  con- 
tractions of  the  lower  uterine  segment.  It  is  manifest  that  this 
possibility  ceases  when  the  face  is  once  thoroughly  engaged  or 
when  the  waters  have  drained  away. 

Treatment. — If,  then,  a  face  presentation  is  detected  while 
the  conditions  still  render  a  spontaneous  re-establishment  of 
flexion  possible,  everything  should  be  done  to  promote  this  most 
favorable  result ;  further  vaginal  examinations  should  be  abso- 
lutely interdicted,  on  account  of  the  great  importance  of  pre- 
serving the  membranes,  and  the  obstetrician  should  confine 
himself  to  a  policy  of  watchful  inaction,  or  should,  at  most, 
content  himself  with  the  adoption  of  postural  treatment  and 
attempts  at  furthering  flexion  by  gentle  external  manipula- 
tions. 

The  patient  should  tirst  be  laid  upon  the  side  to  which  the 
abdomen  of  the  child  is  directed,  in  the  hope  that,  as  the  breech 
drops  to  that  side  under  the  influence  of  gravity,  the  relations 
between  the  axis  of  the  child  and  the  condyles  of  the  occiput 
may  be  so  changed  as  to  permit  the  uterine  pains  to  re-establish 
flexion.  If  this  fails  the  woman  should  be  placed  in  the  knee- 
chest  position,  that  the  presenting  part  may  fall  away  from  tJie 
pelvis,  and  should  maintain  this  position  for  the  longest  time 
possible,  in  the  hope  that  flexion  may  occur  under  the  action  of 
the  fetal  muscles.  When  this  expedient  is  unsuccessful,  flexion 
of  the  head  by  external  manipulations  after  the  method  of  Schatz 
should  be  given  a  fair  trial. 

If  the  vertex  becomes  re-established  either  by  the  efforts  of 
Nature  or  by  one  of  these  minor  artificial  procedures,  the  mem- 
branes should  be  ruptured,  the  head  should  be  crowded  into  the 
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hrim  l»y  i)ressuiv  from  al)ove  and  held  there  till  a  firm  engage- 
ment of  the  vertex  has  occurred. 

If  tliese  measures  fail  the  greatest  care  must  still  be  exercised 
to  preserve  the  integrity  of  the  membranes;  for  that  the  os 
should  l)e  raised  to  full  dilatation,  or  at  least  to  a  condition  of 
dilatability,  by  their  activity  is  to  be  desired,  not  only  because 
this  result  offers  perhaps  the  only  chance  for  a  successful 
termination  of  labor  by  the  efforts  of  Nature,  but  because  even 
a  partial  completion  of  tiie  dilatation  by  the  pressure  of  the 
membranes  is  often  sufficient  to  render  the  artificial  completion 
of  the  process  a  safe  and  easy  instead  of  a  difficult  and  some- 
what dangerous  matter.  So  long  as  the  membranes  persist  the 
care  of  the  first  stage  should  be  left  to  Nature;  we  have  left  for 
consideration,  then,  only  the  treatment  of  early  rupture  of  the 
membranes  and  of  the  second  stage. 

First  Stage  :  Early  Rupture  of  the  Membranes. — Dry  face 
labor  is  not  only  extremely  unlikely  to  terminate  naturally,  but, 
in  tiie  small  proportion  of  cases  in  which  Nature  is  efficient,  the 
fetus  is  exposed  to  great  danger  from  tiie  pressure  which  the 
dilating  cervix  necessarily  exerts  against  the  great  vessels  of  its 
neck— a  danger  which  is  increased  by  the  fact  that  the  size  of 
the  small  and  tapering  face  is  insufficient  to  effect  the  complete 
dilatation  of  the  os,  and  that  the  neck  must  therefore  enter  into 
the  cervix  before  it  reaches  its  greatest  size.  If,  then,  the  mem- 
branes rupture  while  the  os  is  still  small  and  rigid,  the  jsrognosis 
for  the  child  under  the  care  of  Nature  is  so  very  unfavorable 
that,  in  my  opinion,  the  expectant  policy  should  be  abandoned 
and  some  form  of  operative  treatment  should  be  resorted  to  at 
once. 

Treatment  of  Early  Rupture  of  the  Membranes. — Two  general 
plans  of  action  are  applicable  to  these  cases.  The  face  presenta- 
tion may  be  changed  into  a  presentation  of  the  breech  by  some 
one  of  the  minor  forms  of  version,  after  which  the  case  may 
usually  i)e  left  to  Nature ;  or  the  os  may  be  manually  dilated  and 
the  hand  passed  into  the  uterus,  with  the  intention  of  either 
restoring  the  vertex  by  a  manual  flexion  of  the  head  or  of  per- 
forming an  internal  podalic  version.  The  choice  between  these 
two  plans  must  depend,  primarily,  upon  the  size  and  condition 
of  the  OS  at  the  time  when  the  membranes  rupture. 

When  the  os  is  but  little  dilated  and  the  cervix  is  l)ut  little,  if 
at  all,  shortened,  or  if  the  cervix,  though  partly  dilated,  is  still 
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SO  rigid  as  to  promise  real  clifticiilty  in  its  iii;iinial  dilatation,  the 
production  of  a  breech  i)reseiitati()n  by  external  or  bipolar 
version  is  a  very  safe  procedure  for  the  mother,  and  will  usually 
be  easy  if  the  attempt  can  be  made  immediately  after  the  escape 
of  the  liquor  aranii  and,  if  necessary,  under  anesthesia;  or,  if 
these  attempts  fail,  a  bipolar  podalic  version  can  always  be  per- 
formed, under  anesthesia  and  in  uncomplicated  cases,  if  the  os 
is  large  enough  to  permit  the  extraction  of  the  foot — i.e.,  when  it 
admits  easily  the  two  fingers  which  are  necessary  to  the  ])erform- 
ance  of  the  operation. 

As  the  production  of  a  pelvic  presentation  by  one  or  the 
other  of  these  methods  is  so  safe  for  the  mother,  their  adoption 
as  a  routine  measure  would  be  the  best  treatment  for  all  cases  of 
early  rupture  of  the  membranes  in  face  presentations,  were  it  not 
that  experience  has  shown  that  even  external  version  has  a 
certain  intrinsic  fetal  mortality,  which  is  probably  due  to  com- 
pression or  tension  of  the  cord,  and  that  to  this  must  be  added 
the  not  inconsiderable  fetal  mortality  inciflental  to  breech  labor. 
This  combined  fetal  mortality  is,  indeed,  likely  to  be  less  than 
that  of  dry  face  labor,  but  is  still  so  considerable  that  I  think 
that  this  form  of  treatment  should  be  reserved  for  cases  in  which 
the  membranes  rupture  before  the  beginning  of  labor,  and  for 
the  few  cases  in  which  the  rigidity  of  the  cervix  is  so  great  that 
a  manual  dilatation  is  likely  to  involve  a  risk  to  the  mother  which 
is  sufficient  to  offset  the  chance  of  a  restoration  of  the  vertex 
wdiich  may  be  gained  by  a  dilatation  of  the  os  to  a  degree  suffi- 
cient to  permit  the  intrauterine  use  of  the  hand.  Extreme 
rigidity  is,  in  my  opinion,  necessary  for  the  production  of  this 
degree  of  danger,  and  the  field  for  the  minor  forms  of  version 
is  therefore,  for  me,  somewhat  limited. 

It  is  probable  that  some  operators  would  prefer  to  use  external 
or  bipolar  version  and  immediate  extraction  in  all  cases  in  which 
version  is  not  unlikely  to  be  ultimately  necessary,  but  my  own 
somewhat  extensive  experience  with  it  leads  me  to  believe  that 
both  laceration  of  the  cervix  and  stillbirth  are  somewhat  more 
frequent  when  these  methods  of  version  are  used  than  even  after 
a  complete  manual  dilatation  and  an  internal  version. 

I  therefore  prefer  to  treat  such  cases  by  a  manual  dilatation  ; 
-and  as  this  operation  never  raises  the  os  to  a  size  which  is  suffi- 
cient to  relieve  the  neck  from  pressure  during  the  descent  of 
the  face,  I  think  that  manually  dilated  cases  should  never  be  left 
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to  Nature,  but  that  thev  slic.uld  always  l)e  immediately  subjected 
to  the  ajipropriate  operative  after-treatment  of  which  I  am 
shortly  to  speak  under  the  head  of  the  treatment  of  the  second 
stage.  The  expedients  of  external  or  bi]>()lar  version  are,  how- 
ever, in  rare  cases  of  great  value,  and  the  possibility  of  their 
performance  should  not  be  forgotten. 

Tkkatmknt  ok  tuk  Skcond  Stage. — When  the  membranes 
have  persisted  till  the  os  is  almost  or  wholly  dilated,  or  when 
a  manual  dilatation  has  been  done,  the  subsecpient  treatment 
should  be  intlueuced  mainly  by  the  position  of  the  chin;  and 
for  the  sake  of  clearness  1  propose  to  discuss  tlie  treatment  of 
mentoanterior  and  posterior  positions  separately  and  as  if  they 
were  separate  abnormalities. 

Menio-anterlor  Positions. — It  is  well  known  that  a  not  small 
proportion  of  face  cases  terminate  rapidly  and  easily,  and  that  in 
favorable  cases  the  prognosis  of  face  labor  is  but  little  if  at  all 
worse  than  that  of  normal  labor,  and  it  is  of  the  first  importance 
to  be  able  to  detect  in  advance  the  conditions  which  determine 
these  favorable  results.  I  think  that  upon  observation  it  will  be 
found  that  in  all  these  cases  the  os  has  been  fully  dilated  b}'  the 
membranes  and  that  the  chin  is  anterior,  or  that,  at  all  events, 
a  posterior  position  is  so  rare  that  the  possibility  of  the  occurrence 
of  a  rapid  and  easy  labor  in  mento-posterior  positions  may  fairly 
be  omitted  in  a  formal  discussion  of  the  subject.  I  think,  too, 
that  it  will  be  found  that  such  favorable  results  are  further 
limited  to  that  class  of  anterior  positions  in  which  the  adaj:)tation 
between  the  child  and  the  pelvis  is  so  easy  that  no  considerable 
degree  of  moulding  of  the  head  is  necessary  to  the  passage  of 
the  brim,  and  that  when  much  moulding  is  necessary  the  results 
will  be,  as  a  rule,  unfavorable  to  the  child. 

The  unfav(jrable  intiuence  of  even  moderately  tight  adaptation 
in  face  labor  is  easily  explainable,  not  only  because  the  delay 
incidental  to  the  moulding  process  necessarily  exposes  the  child 
to  increased  danger  of  distui'bance  of  its  circulation  from  pressure 
on  its  neck,  but  because,  in  face  labor,  the  moulding  processes 
are  directed  against  that  part  of  the  brain  which  is  least  able  to 
withstand  pressure,  so  that  when  moulding  is  necessary  the 
vitality  of  the  child  is  likely  to  be  compromised  early  in  a  large 
proportion  of  the  cases. 

Treatment  of  Anterior  Positions. — If  these  observations  are 
accepted  as  correct,  it  follows  that  when  the  chin  is  anterior  and 
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the  dilatation  has  been  si>ontanc(>usly  accomplislied  by  the  mem- 
branes, the  obstetrician  slionld  content  himself  for  the  time  with 
a  careful  observation  of  the  processes  of  Nature.  If  the  head 
makes  steady  progress  through  the  superior  strait,  there  is  then 
every  probability  of  an  easy  and  rapid  delivery;  but  even  when 
the  head  descends  steadily  and  rapidly  the  fetal  heart  should  be 
watched  with  the  utmost  jealousy,  on  account  of  the  danger  of 
compression  of  tiie  vessels  of  the  neck  which  exists  throughout 
the  whole  of  the  second  stage  of  face  labor,  and  in  the  event  of 
an}'  irregularity  of  the  fetal  circulation  the  expectant  policy 
should  be  at  once  abandoned. 

AYhen  the  face  has  once  passed  the  superior  strait,  in  an 
anterior  position,  its  progress  is  ordinarily  rapid  and  the  diffi- 
culties of  the  case  are  greatly  lessened,  since,  if  interference 
becomes  necessary,  the  application  of  forceps  to  an  anterior 
position  of  the  face  within  the  pelvic  cavity  is  always  a  safe 
and  easy  operation. 

When  the  passage  of  the  superior  strait  is  not  rapid  I  believe 
it  may  be  takeii  for  granted  that  if  the  child  is  to  be  saved  it 
must  be  saved  by  an  operation  in  at  least  a  majority  of  the  cases, 
and  I  think  that  it  is,  in  the  long  run,  better  to  adopt  a  policy 
of  interference  as  soon  as  there  is  any  arrest  of  progress,  and 
without  waiting  for  a  failure  of  the  fetal  heart,  in  all  these 
cases.  This  position  is  to  be  defended  not  only  on  the  ground 
of  the  well-known  advantages  of  operating  while  both  patients 
are  in  good  condition,  but  also  because  in  face  labor  the  mould- 
ing of  the  head  which  is  intended  to  render  the  passage  of  the 
face  easier  makes  all  the  preferable  operative  procedures  more 
difficult  and  dangerous,  and  is  favorable  only  to  the  very  dan- 
gerous operation  of  the  high  application  of  forceps  to  the  face 
as  such. 

When  an  anterior  position  of  the  chin  is  to  be  delivered  by 
operative  means,  the  expedients  at  our  disposal  are  the  applica- 
tion of  forceps  to  the  face  as  such,  internal  podalic  version,  and 
the  restoration  of  flexion  by  the  hand.  Of  these  the  last  named 
is  for  me  the  operation  of  choice. 

The  application  of  forceps  to  the  face  (high)  is  so  difficult, 
and  so  dangerous  to  the  child,  that  it  should  always  be  reserved 
for  a  last  resource.  If  version  is  to  be  performed  it  should 
always  be  preceded  by  a  manual  flexion  of  the  head,  when  this 
is  possible,  because  the  projection  of  the  occiput  which  is  inci- 
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dental  tu  the  attitude  of  the  child  in  face  presentation  not  only 
ivnilers  the  version  more  difficult,  but  exposes  the  uterus  to  an 
unnecessary  degree  of  danger.  We  have  left,  then,  for  con- 
sideration in  uncomplicated  anterior  positions  of  the  chin,  only 
the  operation  of  manual  Hexion,  at  all  events  as  a  primary  re- 
source. 

As  a  preliminary  to  this  or  any  intrauterine  operative  treat- 
ment of  the  face,  the  half-hand  should  be  introduced  into  tlie 
uterus  and  matle  to  palpate  thoroughly  the  pelvic  brim,  the 
walls  of  the  lower  uterine  segment,  and  the  presenting  part,, 
in  the  search  for  any  mechanical  complication  other  than  the 
face  presentation.  If  such  is  found  the  choice  of  operation 
must  be  determined  by  its  nature. 

If  the  case  is  uncomplicated  the  head  should  be  flexed  by  the 
hand,  and  the  vertex  will  then  lie  in  an  occipito-posterior  posi- 
tion. The  case  may  then  be  treated  in  any  one  of  four  ways : 
its  further  progress  may  be  left  to  Nature;  forceps  may  be  ap- 
plied to  the  posterior  occiput ;  the  occiput  may  be  rotated  to 
the  front  and  left  to  Nature,  or  treated  by  forceps;  or,  finally^ 
version  may  be  at  once  performed. 

The  discussion  of  the  appropriate  operative  treatment  of 
occipito-posterior  cases  is  certainly  not  germane  to  the  subject 
of  this  paper,  and  I  do  not  propose  to  enter  into  it,  except  in  so 
far  as  it  is  modified  by  the  fact  that  the  occipito-posterior  posi- 
tion in  question  has  been  produced  by  an  alteration  of  a  face 
presentation,  and  even  this  feature  I  propose  to  discuss  very 
sparingly.  Such  occipito-posterior  positions  should  never,  I 
believe,  be  left  to  Nature,  because  when  the  well  known  ten- 
dency to  extension  which  is  characteristic  of  occipito-posterior 
labor  has  once  produced  a  face  presentation  it  can  usually  be 
relied  upon  to  reproduce  it,  if  left  to  itself.  The  choice  between 
the  application  of  the  forceps  to  the  posterior  occiput,  the  rota- 
tion of  the  occiput  to  the  front,  when  it  may  be  left  to  Nature 
or  treated  by  forceps,  and  the  performance  of  a  version,  will 
tlren  rest  upon  the  p3culiarities  of  the  individual  case  and  upon 
the  ijias  of  the  individual  operator,  my  own  preference  being 
ior  a  rotation  of  the  o3ciput  to  tlia  front  and  the  application  of 
forceps  for  a  first  choice,  and  the  operation  of  version  for  a 
second. 

I  believe,  then,  that  when  the  case  is  operated  on  early,  an 
anterior  position  of  the  chin  is  best  treated  by  a  manual  restora- 
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tion  of  the  vertex  and  a  subsecjueiit  0[)enitive  tleliverj  ;  but,  since 
every  operator  must  expect  to  l)e  called  to  neglected  cases,  my 
paper  would  be  incomplete  if  I  omitted  to  discuss  their  treat- 
ment. 

Treatment  of  Neglected  Cases. — Such  cases  are  likely  to  be 
complicated  by  one  or  both  of  two  unpleasant  factors — marked 
moulding  of  the  head  and  a  tonic  condition  of  the  uterine  mus- 
cle. If  the  head  has  been  delayed  at  the  superior  strait  until 
it  has  become  thoroughly  moulded  to  the  contiguration  charac- 
teristic of  face  labor,  the  restoration  of  the  vertex  is  likely  to 
be  difficult,  while,  even  if  it  is  accomplished,  a  re-extension  is 
almost  certain  to  occur  so  soon  as  the  forceps  is  applied.  This 
maneuvre  should  therefore  be  ruled  out  for  such  cases.  The 
rapid  alteration  of  the  configuration  of  a  much-moulded  face 
presentation,  which  is  likely  to  occur  during  the  extraction  of 
the  after-co.ning  head  after  version,  exposes  the  child  to  great 
danger  of  death  from  intracranial  hemorrhage  ;  but  this  danger 
is,  in  my  experience,  less  than  that  which  attends  the  applica- 
tion of  high  forceps  to  the  face,  and  I  therefore  think  that  ver- 
sion, after  such  flexion  as  can  be  accomplished,  is  the  operation 
of  preference  for  much-moulded  heads. 

When  both  manual  flexion  and  version  are  rendered  impos- 
sible or  dangerous  by  the  existence  of  constriction  rings  in  the 
uterus  or  by  a  thinning  of  the  lower  uterine  segment,  the  appli- 
cation of  forceps  to  the  face  is  justifiable  in  anterior  positions  of 
the  chin,  and  is  occasionally  successful  in  saving  the  child.  The 
fetal  mortality  in  delayed  cases  is,  however,  very  great,  and,  as 
has  been  said,  the  advisability  of  avoiding  it  is  the  chief  argu- 
ment for  an  early  operation. 

Aleiito-postei'ior  Positions. — The  prognosis  of  posterior  posi- 
tions of  the  chin  under  the  care  of  Nature  is  so  nearly  always 
unfavorable  that  I  think  it  is  the  i)est  plan  to  subject  all  poste- 
rior positions  to  an  operative  delivery  ;  and  there  can  be,  in  my 
opinion,  no  question  but  that  it  is  an  inevitable  corollary  to 
this  principle  that  the  operation  should  be  performed  so  soon 
as  the  membranes  have  ruptured  and  while  all  the  conditions 
are  still  favorable. 

If  the  cervix  is  extremely  rigid  we  must  do  an  external  or 
bipolar  version;  but  if  it  is  already  dilated,  or  if  its  condition 
renders  a  manual  dilatation  advisable,  we  have  at  our  disposal 
four   operations— the   application   of    forceps  to    the   posterior 


Gl  KEYXOLDS  :    TKEATMKNT    OF    FACK    PKKSKNTATION. 

position  of  tlie  chin,  rotation  of  tlie  cliin  to  the  front  and  the 
!ii)I)licati)n  of  forcep-i,  immediate  version,  and  the  restoration 
of  the  vertex  h\  flexion. 

There  can  be  no  (jiiestion  of  choice  l)etvveen  these  operations. 
The  apj)Iication  of  forceps  to  posterior  positions  of  the  face  is 
never  justitiahlo.  on  account  of  the  mechanical  difficulties  which 
follow  the  entrance  of  a  posterior  chin  into  the  pelvis;  the  ro- 
tatii^n  of  the  chin,  and  the  application  of  f»)rceps  to  the  face 
anterior,  should  be  reserved  for  a  last  resonrce  ;  and  version,  as 
before,  should  be  preceded  by  flexion  ;  while,  on  the  other  hand, 
in  posterior  positions  of  the  chin,  the  restoration  of  the  vertex 
b}'  flexion  results  in  the  production  of  the  favorable  occipito- 
anterior position  of  the  head,  so  that  this  is,  in  uncomplicated 
cases,  the  operation  of  choice  beyond  question. 

When  an  unmonlded  head  has  been  once  placed  in  a  well- 
flexed  anterior  position  of  the  vertex  there  is  comparatively 
little  likelihood  of  its  re-extension,  and  the  case  may  usually  be 
left  to  Nature.  The  patient  should  be  allowed  to  recover  from 
her  anesthesia,  and  the  head  should  be  held  in  position  by  ex- 
ternal pressure  till  engagement  of  the  vertex  results.  Though 
natural  delivery  will  then  frequently  result,  such  cases  must 
nevertheless  be  watched  carefully  till  the  head  has  fairly  passed 
the  brim,  and  if  re-extension  does  occur  the  patient  should  be 
again  anesthetized,  the  head  reflexed  and  delivered  by  forceps. 
If  for  any  reason  tlie  forceps  operation  fails,  version  can,  of 
course,  be  resorted  to,  but  will  seldom  be  necessary. 

Treatiaent  of  yegleded  Cases. — The  likelihood  of  re  exten- 
sion in  anterior  positions  of  the  occiput  is  comparatively  so 
small  that  flexion  and  the  application  of  forceps  may  be  resorted 
to  in  posterior  j)ositions  of  the  chin  whenever  the  moulding  of 
the  head  is  anything  but  very  excessive  ;  n)uch-moulded  heads 
should  never,  however,  be  left  to  Xature  after  their  flexion, 
but  should  always  be  delivered  by  forceps  immediately  after  the 
restoration  of  the  vertex.  Very  excessively  moulded  heads  are 
so  likely  to  re-extend  during  the  forceps  extraction  that  they 
are  best  delivered  by  version,  unless  the  condition  of  the  uterus 
rules  out  this  operation. 

"Wiien  both  flexion  and  version  are  contraindicated  a  manual 
rotation  of  the  chin  to  the  front,  and  the  application  of  the  for- 
ceps to  the  face  as  such,  is  the  only  remaining  procedure.  That 
even  this  operation  may  occasionally  be  carried  out  with  safety 
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to  the  child  I  know  from  a  case  wliich  I  once  hud  the  pleasure 
of  seeinp;  with  Dr.  C.  M.  Green,  in  which,  by  the  successful 
performance  of  this  maneuvre,  lie  succeeded  in  extracting  a  liv- 
ing child  in  a  long-neglected  hospital  case  in  which  both  manual 
flexion  and  version  were  rendered  impossible  by  the  existence 
of  a  small  libroid  in  the  lower  uterine  segment  and  a  tight 
annular  constriction  of  the  uterus  about  the  chest  of  the  child 
and  just  above  the  occiput. 

The  treatment  of  mento-posterior  positions  wliich  remain  per- 
sistently posterior  after  their  entrance  into  the  pelvis  as  such, 
is  an  interesting  branch  of  the  subject  which  I  am  compelled  to 
pass  over,  not  only  from  lack  of  time  for  its  consideration,  but 
because  I  have  had  no  personal  experience  in  such  cases  and 
am  consequently  ill-qualified  to  discuss  them. 

Craniotomy  vs.  Abdominal  Delivery. — When,  in  any  case  of 
face  presentation,  all  of  the  raaneuvres  which  have  been  already 
recommended  are  found  to  be  impossible,  the  vitality  of  the 
child  will  almost  invariably  have  been  seriously  if  not  hope- 
lessly compromised  ;  and  the  mortality  of  abdominal  operations 
performed  at  such  a  stage  of  labor  has  always  been  so  great  that 
the  risk  to  the  mother  is  greater  than  we  are  justified  in  subject- 
ing her  to  for  the  sake  of  an  exhausted  fetus.  The  disgusting 
alternative  of  craniotomy  to  the  living  fetus  is  then  the  only 
operation  indicated  ;  but  it  may  be  added  that  this  can  only  be 
forced  upon  us  as  the  result  of  bad  obstetrics. 

In  Summary. — The  conclusions  by  which  my  own  manage- 
ment of  face  cases  is  directed,  and  which  I  wish  to  present  to 
you  for  discussion,  are  as  follows  :  When  a  face  presentation  is 
detected  before  the  engagement  of  the  face,  and  before  rupture 
of  the  membranes  occurs,  there  is  always  reason  to  hope  for  a 
spontaneous  restoration  of  flexion.  The  obstetrician  should 
therefore  confine  himself  to  the  adoption  of  postural  treatment 
and  gentle  external  manipulations  till  the  occurrence  of  engage- 
ment or  the  rupture  of  the  membranes  renders  a  spontaneous 
flexion  improbable. 

When  the  membranes  rupture  early  an  external  or  bipolar 
version  should  be  at  once  performed,  in  any  case  in  which  the 
condition  of  the  cervix  renders  a  manual  dilatation  of  the  os 
dangerous ;  but  in  ordinary  conditions  of  the  cervix  a  manual 
dilatation  should  be  undertaken  immediately  after  the  rupture 
of  the  membranes,  the  head  should  be  flexed  by  the  hand,  and 
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the  subsequent  treatment  should  be  operative,  but  its  details 
should  be  dictated  by  the  position. 

When  the  membranes  persist  until  the  cervix  is  completely 
dilated  an  anterior  position  of  the  chin  should  be  left  to  Nature^ 
so  long  as  its  progress  is  rapid  and  the  fetal  heart  is  steady  ;  but 
when  any  irregularity  of  the  fetal  pulse,  or  an  even  moderate 
delay  at  the  brim,  has  been  detected,  the  patient  should  be  anes- 
thetized and  the  head  flexed. 

The  posterior  position  of  the  occiput  so  produced  should  not 
be  left  to  Nature,  but  should  be  either  treated  by  version  or 
preferably  rotated  to  the  front  by  the  hand  ;  it  may  then  be  left 
to  Nature  or  treated  by  forceps. 

Posterior  positions  of  the  chin  should  never  be  left  to  Nature, 
even  though  the  os  has  been  completely  dilated  by  the  mem- 
branes, but  should  always,  in  such  cases,  be  subjected  to  an  im- 
mediate manual  flexion. 

The  anterior  position  of  the  vertex  which  results  may  then  be 
left  to  Nature  or  may  be  delivered  by  forceps. 

In  neoflected  cases  in  which  manual  flexion  is  contraindicated. 
version  should  be  chosen,  if  it  is  practicable,  whatever  the  posi- 
tion of  the  chin  ;  if  version  is  contraindicated  such  cases  should 
be  treated  by  the  immediate  application  of  forceps  to  the  face 
as  such,  but  in  posterior  positions  of  the  chin  this  operation 
should  always  be  preceded  by  a  rotation  of  the  chin  to  the  front. 

In  cases  in  which  the  face  presentation  is  due  to  some  other 
median ioal  obstruction  the  treatment  should  be  determined  by 
the  latter  factor. 

The  abdominal  methods  of  delivery  are  never  indicated  in 
uncomplicated  face  labor. 

130  Marlborough  street. 
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Every  surgeon   is   anxious   to   discover   and    carry   out  any 
measure  which  promises  to  bring  about  the  speedy  healing  of 
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the  wounds  which  he  makes.  Since  the  time  that  Libter  lirst 
brought  forward  his  elaborate  technique  much  has  been  written 
on  the  subject  of  sepsis,  asepsis,  and  antisepsis.  We  must  con- 
fess, however,  that  the  knowledge  of  some  of  the  writers  did  not 
always  equal  their  zeal,  so  that  their  well-meaning  efforts,  far 
from  helping  the  cause  of  which  they  were  such  ardent  sup- 
porters, only  produced  in  the  minds  of  many  of  their  readers  a 
feeling  of  doubt  as  to  whether  any  of  the  procedures  advocated 
were,  after  all,  of  much  value.  For  deliverance  from  this  state 
of  uncertainty  and  doubt  we  have  to  thank  the  bacteriologist. 

It  is  now  agreed  that  in  dealing  with  wounds  cleanliness  is  an 
absolute  necessity,  but  between  ordinary  cieanliness  and  what 
we  term  surgical  cleanliness  there  is  a  wide  difference.  The 
science  of  bacteriology  has  now  existed  long  enough  to  have 
rendered  many  of  its  discoveries  absolutely  beyond  question, 
and  it  is  to  this  science  that  we  must  look  to  decide  when  we 
are  in  the  presence  of  this  absolute  or  surgical  cleanliness ;  and 
from  no  other  source  can  we  hope  for  the  establishment,  on  a 
scientific  basis,  of  a  reliable  technique  to  be  employed  in  surgi- 
cal operations.  A  knife  or  a  hand  may  to  the  naked  eye  look 
perfectly  clean,  and  even  with  the  microscope  we  may  be  unable 
to  detect  the  presence  of  any  pathogenic  substances  ;  but  it  is 
just  here  that  bacteriology  comes  in  and  shows  us  that  minute 
organisms  may  nevertheless  exist  upon  them  which  are  able  to 
produce  severe  disease  and  even  death. 

The  practical,  scientific  application  of  an  aseptic  and  anti- 
septic technique  can,  then,  be  thoroughly  carried  out  only  by 
observing  every,  even  the  most  minute,  detail  the  utility  of 
which  has  been  proven  by  bacteriological  experiment.  In  order 
to  become  familiar  with  these  details,  and  in  order  to  appreciate 
the  importance  of  each  at  its  true  value,  it  would  be  well  if  every 
surgeon  could  have  at  least  an  elementary  training  in  bacteri- 
ology. If,  how^ever,  he  has  been  unable  to  secure  this,  it  remains 
for  him  to  accept  as  his  standard  of  work  the  principles  which 
have  been  laid  down  by  those  who  have  had  the  opportunity  of 
submitting  their  methods  to  the  test  of  bacteriological  criticism. 

Surgical  cleanliness  can  only  be  insured  by  sterilization,  and 
it  is  the  object  of  this  paper  to  show  in  brief  how  the  principles 
of  sterilization  which  have,  as  far  as  our  present  knowledge 
goes,  been  proved  to  be  the  best,  may  in  as  simple  a  form  as 
possible  be  applied  in  order  to  avoid  suppuration  in  wounds  and 
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to  promote  a  speedy  healinj^  of  them.  One  who  has  been 
trained  in  a  bacteriological  laboratory  cannot  fail  to  see  the 
many  inconsistencies  that  occur  during  the  majority  of  opera- 
tions;  and  while  these  inconsistencies  may  to  many  appear 
tritiing,  we  have  learned  that  in  reality  they  are  only  too  often 
responsible  for  the  introduction  of  infectious  material  into  the 
wound.  xVny  one  who  is  thoroughly  conversant  with  the  con- 
ditions which  underlie  suppuration  in  wounds  and  septic  pro- 
cesses generally,  knows  only  too  well  how  many  are  the  loop- 
holes for  infection;  to  him  it  seems  remarkable  that  such  cases 
do  not  occur  more  frequently.  Though  it  may  ])e  true  that 
every  wound  made  by  the  surgeon  contains  micro-organisms, 
it  is  probable  that  under  ordinary  circumstances  the  resisting 
powers  of  the  patient  will  be  sufficient  to  prevent  their  growth 
and  development.  Experience,  however,  has  taught  us  that 
several  kinds  of  bacteria,  under  certain  circumstances,  appear  to 
possess  sufficient  virulence  to  be  capable  of  setting  up  violent 
local  or  general  infection  when  introduced  into  the  tissues  even 
of  a  perfectly  healthy  individual ;  and  although  suppuration 
following  an  operation  is  sometimes  to  be  attributed  to  a 
lowered  systemic  resistance  on  the  part  of  the  jDatient  rather 
than  to  some  fault  on  the  part  of  the  operator,  it  must  be 
insisted  that  this  is  a  very  rare  occurrence,  for  in  nearly  every 
septic  case  a  rigid  analysis  of  the  technique  employed  will  bring 
to  light  some  sin  of  omission  or  of  commission  to  account  for  it. 
That  there  are  surgeons  who  do  not  pay  much  attention  to 
their  technique  and  yet  obtain  good  results  cannot  be  accepted 
as  a  serious  argument,  and  a  careful  investigation  of  their 
statistics  compared  with  those  of  aseptic  surgeons,  if  a  sufficient 
number  of  parallel  cases  be  taken,  will  certainly  show  the 
inferiority  of  the  older  methods.  In  any  case  it  is  our  duty  to 
our  patient  to  reduce  to  a  minimum  the  risk  which  he  incurs 
when  submitting  to  an  operation  at  our  hands. 

Many  bacteria  are  perfectly  harmless  to  the  human  organism, 
others  vary  very  much  in  their  virulence  and  in  their  patho- 
genic properties  ;  and  it  must  be  remembered  that  while,  in  order 
to  produce  infection,  the  presence  of  pathogenic  bacteria — the 
"seed" — is  necessary,  there  must  always  be  a  suitable  "ground  " 
in  which  they  can  be  reproduced  in  sufficient  numbers  to  cause 
serious  results.  Consequently,  while  insisting  upon  the  ne- 
cessity of  surgical  cleanliness,  we  do  not  at  all  underrate  the 
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necessity  for  skilfnlness  on  tlie  part  of  the  surgeon,  and  any 
unnecessary  bruising  or  destruction  of  the  tissues  by  which 
their  resistance  is  impaired  must  be  strenuously  avoided. 

In  order  to  have  a  condition  of  surgical  cleanliness  we  must 
bo  able,  as  we  have  said,  to  insure  the  complete  absence  of 
pathogenic  bacteria  ;  and  this  can  best  be  brought  about  by  that 
process  which  is  termed  sterilization. 

The  application  of  the  actual  flame  in  order  to  destroy  infec- 
tious material  is  naturally  very  much  limited,  and  it  is  fortunate 
that  we  have  other  agents  by  the  use  of  which  we  can  attain  the 
same  results.  Of  these  we  shall  discuss  (1)  heat,  (a)  dry  and 
(h)  moist,  and  (2)  chemical  disinfectants ;  any  or  all  of  these 
methods  may  be  supplemented  by  (3)  mechanical  means — wash- 
ing, brushing,  and  the  like. 

In  proceeding  to  the  sterilization  of  an  article  all  extraneous 
material  is,  as  far  as  possible,  to  be  removed  by  mechanical 
methods. 

Sterilization  by  fire  can  be  employed  for  doing  away  with 
worthless  and  dangerous  objects,  such  as  soiled  dressings  and  the 
like;  and  it  would  afford  a  most  effectual  means  for  sterilizing 
instruments,  were  it  noc  for  the  fact  that  they  are  ruined  in  the 
process. 

Sterilization  by  means  of  dry  heat  is  effective,  but  unfor- 
tunately this  agent  destroys  many  substances  of  vegetable  or 
animal  origin.  Added  to  this,  dry  heat  does  not  permeate  the 
substance  to  be  sterilized  nearly  so  thoroughly  as  steam  heat, 
and  is  therefore  much  more  difficult  to  control.  Even  in  the 
disinfection  of  metal  instruments  it  has  been  supplanted  by 
more  convenient  and  speedy  methods,  but  it  still  finds  an  im- 
portant application  in  the  sterilization  of  glassware. 

In  the  sterilization  by  means  of  moist  heat  one  of  the  quickest 
agents  which  we  possess  is  boiling  water,  but  by  means  of  an 
appropriate  apparatus  steam  can  also  be  employed  for  thi^ 
purpose. 

One  of  the  most  ingenious  methods  of  insuring  complete  dis- 
infection is  that  known  as  fractional  or  discontinuous  steriliza- 
tion. The  substance  to  be  sterilized  is  exposed  to  streaming 
steam  for  a  certain  time  on  several  successive  days,  so  that  if 
after  the  first  day  any  spores  have  escaped  destruction  they  are 
killed  by  a  similar  exposure  after  they  have  had  time  to  grow 
into  vegetative    forms.      Tyndall,   Pasteur,   and    others    have 
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shown  tliat  complete  sterilization  is  practicable  with  the  use  of 
a  temperature  as  low  as  60°  C,  if  the  process  is  repeated  on 
three  or  four  successive  days. 

Steam  heat,  it  is  evident,  cannot  be  used  for  the  disinfection 
of  the  hands  of  the  operator  or  the  skin  of  the  patient,  and 
certain  objects,  such  as  those  made  of  leather  or  rubber,  are 
destroyed  by  it. 

Antiseptic  solutions  are  still  used,  but  to  a  more  limited  ex- 
tent than  formerly  and  with  a  o^rcater  amount  of  mental  reser- 
vation. The  ideal  chemical  disinfectant  is  as  yet  undiscovered. 
It  should  be  easily  soluble  in  water,  should  possess  active  germi- 
cidal power,  and  not.simply  lead  to  the  arrest  of  the  development 
of  bacteria ;  it  should  exert  a  sufficient  action  within  a  reason- 
ably short  space  of  time  ;  it  should  not  injure  the  substances  to 
be  disinfected,  and  should  be  of  such  chemical  composition  that 
it  cannot  readily  be  rendered  inert  by  chemical  combination 
with  them  ;  it  should  not  endanger  the  health  of  those  who 
handle  it,  nor  possess  any  very  unpleasant  odor  ;  and,  finally,  it 
must  be  comparatively  i)iexpensive.  Judged  by  these  standards 
our  ordinary  chemical  disinfectants  will  all  be  found  wanting. 
We  have  no  antiseptics  of  much  power  which  can  with  impunity 
be  poured  into  a  wound.  Carbolic  acid,  although  a  powerful 
antiseptic,  is  dangerous  when  used  in  sufficient  strength  to  exert 
its  germicidal  powers.  Corrosive  sublimate  for  a  long  time 
occupied  a  unique  place  in  the  list  of  disinfecting  agents,  among 
which  it  was  given  the  pre-eminence  by  Koch  and  many  others. 
The  experiments  by  Geppert,  however,  which  have  since  been 
confirmed  by  Abbott  in  this  country,  proved  that  corrosive  sub- 
limate is  not  so  strong  a  germicide  as  was  supposed ;  and  Hal- 
sted  has  shown  that  irrigation  of  fresh  wounds  with  a  solution 
of  bichloride  of  mercury  as  weak  as  one  to  ten  thousand  is 
followed  by  a  distinct  line  of  superficial  necrosis,  which  can 
easily  be  demonstrated  under  the  microscope.  As  an  irrigating 
fluid,  then,  in  the  case  of  fresh  wounds,  it  must  be  discarded. 
Other  chemical  disinfectants,  as  will  be  seen  when  we  treat  of 
the  methods  advised  for  the  practical  disinfection  of  the  skin, 
are  of  doubtful  value ;  and  although  we  still  employ  solutions 
of  permanganate  of  potassium  and  oxalic  acid,  we  do  not  allow 
ourselves  to  lay  too  much  stress  upon  their  efficiency,  consider- 
ing that  they  play  a  very  minor  part  in  the  process. 

Assuming,  then,  the  truth  of  what  bacteriology  has  taught  us 
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— namely,  tliat  infection  of  wounds  occurs  but  rarely  through 
the  air,  and  generally  takes  place  by  contact — the  end  and  aim  of 
our  surgical  technique  is  to  keep  far  from  the  field  of  operation 
everything  which  might  contain  septic  germs.  In  other  words, 
everything  which  can  possibly  come  in  contact  with  the  wound 
must  be  sterile.  We  will  now  proceed  to  show  how  our  theories 
can  be  practically  carried  out  in  the  operating  room. 

Dressings  and  bandages  should  be  sterilized  by  steam  shortly 
before  each  operation.  Exposure  for  three  quarters  of  an  hour 
to  steam  at  100°  C.  serves  to  render  all  these  substances,  if  not 
packed  or  rolled  together  too  tightly,  absolutely  sterile.  Since 
bacteria  do  not  multiply  on  dry  substances,  it  is  better  to  place 
the  dressings,  which  have  been  exposed  to  the  steam, in  a  drying 
chamber  for  a  short  time  before  applying  them.  If  necessary 
they  can  be  kept  for  some  time  in  a  closed  glass  jar  previously 
sterilized. 

Tampons  and  sponges,  which  are  best  made  of  gauze,  can  be 
prepared  in  the  same  way  ;  they  should  never  be  used  twice. 

The  operator  and  his  assistants  should  be  supplied  with  special 
suits  made  of  twilled  muslin,  which  have  been  previously  ster- 
ilized and  allowed  to  become  thoroughly  dry.  When  putting 
them  on,  the  hands  should  be  allowed  to  come  in  contact  with 
the  clothing  as  little  as  possible.  Too  much  attention  cannot 
be  paid  to  the  minor  points  of  personal  cleanliness.  The  hair 
should  be  kept  short  and  as  free  as  possible  from  dandruff.  If 
he  can  avoid  it  a  surgeon  should  never  operate  when  he  is  suf- 
fering froui  coryza  or  from  a  catarrh  accompanied  by  mucous 
secretions  ;  the  handling  of  a  pocket-handkerchief  during  the 
operation  of  course  makes  a  break  in  the  technique. 

All  suture  materials  and  ligatures  should  have  been  previously 
sterilized.  This  is  best  done  by  cutting  them  into  proper 
lengths,  winding  them  on  reels,  and  placing  them  in  glass  tubes, 
which  are  then  plugged  with  cotton  and  sterilized  in  the  steam 
sterilizer  on  two  or  three  successive  days. 

The  operating  room  should  be  kept  scrupulously  clean,  the 
floor  being  frequently  scrubbed  with  soap  and  water,  and  the 
walls  wiped  down  with  a  strong  solution  of  bichloride  of  mer- 
cury. The  furniture  must  be  submitted  to  the  same  process, 
and  any  surface  upon  which  any  sterile  article  is  to  be  laid  must 
be  covered,  for  additional  safety,  with  sterilized  gauze  or  towels. 

Several  methods  have  been  suggested  for  the  sterilization  of 


72  KOUB  :  PRACTICAL  APPLICATION  OF 

the  instruments,  but  tlie  most  practical  and  the  cheapest  is  bj 
boiling  them  in  a  one-per-cent  soda  sohition.  It  is  the  custom 
to  employ  for  this  purpose  an  ordinary  lish  kettle,  in  which  the 
instruments  are  boiled  for  five  minutes.  In  order  to  facilitate 
the  removal  of  the  instruments  a  flat  wire  basket  with  two  han- 
dles, which  fits  into  the  kettle,  will  be  found  very  convenient. 
After  beinr^  lifted  from  the  soda  solution  they  are  dumped  into 
a  basin  containing  sterile  water  which  has  been  prepared  for 
them.  Sucli  basins  must  be  previously  well  scrubbed  with  soap 
and  water,  rinsed  off  with  boiled  water,  and  then  filled  with  a 
one-to-one-thousand  bichloride  solution,  which  is  allowed  to 
remain  in  them  for  an  hour.  This  is  then  poured  out  and  the 
basins  are  washed  out  with  sterilized  water,  and,  being  again 
filled,  are  ready  for  the  reception  of  the  instruments. 

]\Iany  methods  have  been  adopted  for  the  sterilization  of  the 
hands.  In  the  light  of  bacteriological  tests  which  have  been  ap- 
plied to  the  methods  usually  employed,  the  following  must  now 
be  considered  to  be  the  most  reliable.  The  operating  room  suit 
with  the  short  sleeves  having  been  put  on,  the  hands  and  fore- 
arms are  scrubbed  vigorously,  for  ten  minutes  by  the  watch,  with 
a  stiff  brush  which  has  been  previously  sterilized  by  steam,  and 
with  green  soap,  the  water  being  used  as  hot  as  can  be  borne 
and  changed  at  least  ten  times.  In  order  to  avoid  any  possible 
contamination  from  the  necessity  of  turning  the  spigots  on  and 
off  with  the  hands,  I  have  recently  had  constructed  an  arrange- 
ment by  means  of  which  this  can  be  done  equally  well  with  the 
feet.  The  excess  of  soap  is  washed  off  in  hot  water,  and  the 
hands  and  forearms  are  then  immersed  in  a  warm  saturated 
solution  of  permanganate  of  potassium,  which  should  be  rubbed 
into  the  skin  with  the  aid  of  a  sterilized  swab.  After  being 
waslied  in  a  saturated  solution  of  oxalic  acid  until  the  stain  of 
permanganate  has  completely  disappeared,  they  are  rinsed  off  in 
sterilized  lime  water  and  next  in  sterilized  water  or  sterilized 
salt  solution.  Finally  they  are  immersed  in  a  solution  of  bichlo- 
ride of  mercury  (one  to  five  hundred)  for  two  minutes.  Just 
before  beginning  the  operation  the  hands  and  forearms  are  well 
rinsed  in  sterilized  salt  solution  to  remove  any  excess  of  the 
bichloride.  Little  or  nothing  certain  can  be  attained  unless 
each  step  is  conscientiously  carried  out.  An  elaborate  technique 
practised  in  a  slipshod  manner  does  more  harm  than  good  by 
deceiving  us  with   a  security  which  is  unwarranted.     If   the 


THE    PRINCIPLES    OF    STERILIZATION.  73 

hands  now  he  allowed  to  come  in  contact  with  ohjects  which 
are  not  sterile  the  whole  work  will  he  undone.  The  nse  of 
sterile  rubber  gloves  to  protect  the  hands  after  they  have  been 
sterilized  will  often  prove  of  tlie  greatest  advantage,  for  with 
their  aid  we  can,  without  much  fear  of  contamination,  often  ])er- 
form  the  needful  manipulations  about  the  patient  before  the 
operation  begins.  After  she  is  well  arranged  and  all  is  ready 
the  gloves  are  removed,  and,  the  hands  having  been  washed 
once  more  in  the  bichloride  solution  and  again  in  the  salt  solu- 
tion, the  operation  can  be  proceeded  with. 

We  will  now  make  a  short  summary  of  the  steps  which  are  to 
be  taken  to  render  the  field  of  operation  practically  sterile. 
Supposing,  for  the  sake  of  example,  that  we  are  dealing  with  a 
patient  who  is  to  undergo  an  abdominal  section. 

1.  She  should  have  a  daily  bath  of  soap  and  water,  and  a 
vaginal  douche  of  a  one-per-cent  carbolic-acid  solution,  for  three 
days  before  the  operation. 

2.  The  hair  of  the  abdomen  and  pubes  should  be  shaved  on 
the  night  preceding  the  day  of  the  operation. 

3.  The  parts  are  thoroughly  scrubbed  with : 

a.  Soap  and  water,  the  brush  being  used  vigorously; 
l).  Alcohol  and  ether  to  remove  the  fatty  substances; 
c.  Bichloride  of  mercury  (one  to  one  thousand). 

4.  A  thin  poultice  of  green  soap  is  applied  foi-  from  one  to 
three  hours,  according  to  the  susceptibility  of  the  skin. 

5.  A  compress  of  bichloride  (one  to  one  thousand)  is  applied 
and  kept  on  mitil  the  patient  is  brought  to  the  operating  table. 

After  she  has  been  anesthetized  and  placed  upon  the  operating 
table  the  compress  is  removed  and  the  following  additional 
steps  are  carried  out : 

1.  The  field  of  operation  is  scrubbed  with  soap  and  warm 
sterile  water. 

2.  It  is  sponged  with  alcohol  and  ether. 

3.  In  some  cases  it  is  washed  with  solutions  of  permanganate 
of  potassium  and  oxalic  acid,  as  in  the  disinfection  of  the  hands, 
and  subsequently  irrigated  with  warm  sterile  water  or  salt  solu- 
tion, 

4.  It  is  irrigated  with  one  litre  of  a  solution  of  bichloride  of 
mercury  (one  to  one  thousand). 

5.  It  is  irrigated  with  sterilized  salt  solution  to  remove  any 
excess  of  sublimate. 
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Of  the  rules  for  diet  it  is  not  necessary  to  speak  here. 

"We  should  aim  at  as  thorougli  an  aseptic  technique  in  plastic 
work  as  in  abdominal  surgery.  In  the  majority  of  instances,  it 
is  true,  errors  in  technique  are  not  so  often  associated  in  these 
so-called  minor  operations  with  disastrous  consequences  as  when 
the  same  errors  have  been  committed  in  abdominal  sections. 
Yet  there  are  many  instances  on  record  of  deaths  from  sepsis 
following  upon  a  simple  plastic  operation,  and  could  we  properly 
analyze  the  list  of  cases  in  which  the  cause  of  death  has  been 
attributed  to  pneumonia,  to  lesions  of  the  kidneys  or  other 
organs,  their  number  would  undoubtedly  be  much  augmented. 
In  not  a  few  obscure  cases  in  which  death  had  followed  a 
plastic  operation  a  thorough  autopsy,  together  with  a  careful 
bacteriological  examination,  has  demonstrated  that  death  was 
due  to  an  infection  with  pyogenic  bacteria.  Many  of  the  deaths 
which  we  have  been  inclined  to  regard  as  due  to  acute  nephritis 
are  now  known  to  have  been  caused  by  infection  with  associated 
acute  lesions  of  the  kidneys.  The  following  case  is,  I  think, 
worthy  of  mention  in  this  connection.  A  woman,  58  years  of  age, 
six  weeks  after  a  perineorrhaphy  gradually  developed  symptoms 
suggestive  of  nephritis.  The  examination  of  the  urine  showed 
the  presence  of  albumin  and  of  granular  and  hyaline  casts.  She 
gradually  grew  worse,  and  died  a  week  later  in  coma.  At  the 
autopsy  minute  abscesses  were  found  in  the  heart  muscle,  in  the 
liver,  spleen,  kidney,  and  intestines,  and  agar-agar  Esmarch 
tubes  made  from  these  organs  gave  in  every  case  a  pure  culture 
of  the  staphylococcus  pyogenes  aureus.  The  portal  of  entrance 
was  found  to  have  been  the  deep  perineal  tissues,  where,  just 
beneath  the  line  of  the  wound,  small  foci  of  pus  were  found. 

Although  it  is  often  more  dithcult  to  render  the  field  of 
operation  thoroughly  clean  and  to  keep  it  so,  during  these  minor 
operations,  than  when  we  are  dealing  with  an  abdominal  case, 
these  facts  teach  us  that  the  attempt  must  always  be  made.  We 
will  therefore  summarize  the  procedures  which  seem  to  be  the 
most  efficient.  On  the  previous  evening  the  parts  are  carefully 
shaved  and  scrubbed  with  soap  and  water,  washed  off  with  sterile 
water  and  afterward  with  a  one-to-one-thousand  solution  of 
the  bichloride  of  mercury.  After  the  patient  has  been  placed 
upon  the  operating  table  the  vagina,  perineum,  and  external 
genitalia  are  to  be  thoroughly  scrubbed  with  oleine  soap  and 
sterilized  distilled  water.     This  should  take  at  least  from  three 
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to  five  niinntes,  a  liberal  supply  of  soap  being  used  and  l)eing 
well  ru])bed  into  the  skin.  In  order  to  cleanse  the  vagina  a 
small  oblong  piece  of  soap  is  taken  and  introduced  into  the 
cavity,  and  the  suds  are  rubbed  thoroughly  into  the  walls;  or  a 
large  piece  of  absorbent  cotton,  held  with  the  sponge-holder  or 
bullet  forceps,  can  be  used  as  a  swab.  The  excess  of  soap  having 
been  washed  off  with  warm  sterile  M-ater,  the  external  i)arts  are 
rinsed  with  a  litre  of  a  warm  aqueous  solution  of  bichloride  of 
mercury  (one  to  one  thousand)  and  finally  with  sterilized  water 
or  salt  solution.  If  there  are  large,  protruding  hemorrhoids, 
and  a  considerable  surface  of  the  rectal  mucous  membrane  is 
exposed,  the  bichloride  of  mercury  must  be  used  with  caution,  as 
sufficient  may  be  absorbed  to  give  rise  to  toxic  effects.  Under 
these  circumstances  it  is  well  to  wash  out  the  rectum  with  a 
solution  of  permanganate  of  potassium  (one  to  one  thousand) 
morning  and  evening  for  two  days  before  the  operation,  while 
on  the  morning  of  the  operation  soap  and  water  only  are  em- 
ployed and  the  parts  are  finally  rinsed  off  with  sterilized  water. 

Fluids  for  irrigation,  dusting  powders,  and  the  various  kinds 
of  celloidin  used  in  dressings,  all  must  be  sterile. 

It  would  be  impossible  now  to  go  into  a  detailed  account  of 
all  the  possible  emergencies  which  may  arise,  and  which,  if 
they  are  not  properly  met,  may  nullify  in  a  moment  all  our  pre- 
vious efforts.  Sufficient  has,  I  hope,  been  said  to  show  on  what 
principles  every  detail  of  our  technique  must  be  based ;  and  if 
a  surgeon  has  once  learned  to  recognize  hard-and-fast  laws  which 
tell  him  what  he  may  or  may  not  do,  we  can  trust  to  his  common 
sense  to  successfully  overcome  all  diflSculties  which  may  present 
themselves.  We  are  still  in  a  stage  of  transition,  our  surgical 
technique  is  not  yet  perfect,  but  at  least  we  may  feel  assured 
that  we  are  starting  out  with  right  principles,  by  following  which 
we  may  finally  approach  the  end  at  which  we  are  aiming,  namely, 
perfect  asepsis. 

1418  EUTAW   PLACE. 
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A  FEW  years  ago  paroophoron  cysts  embedded  between  tlie 
layers  of  the  broad  ligament  deep  into  the  pelvic  cellular  tissue, 
and  intraligamentous  and  retroperitoneal  myomata  of  the  uterus 
or  its  muscular  processes,  were  not  amenable  to  surgical  treat- 
ment, and  when  such  conditions  were  encountered  in  a  celiotomy 
the  abdomen  was  closed  without  attempting  to  remove  the 
tumor. 

Fortunately  we  now  know  more  about  the  pathology  of  these 
tumors,  and  have  learned  how  they  may  be  removed  with  less 
mortality  than  was  usual  twenty  years  ago  in  ovariotomy. 

Paroophoron  cysts  and  subperitoneal  myomata  have  nothing 
in  common  in  their  etiology,  but,  as  the  technique  of  the  opera- 
tion for  their  successful  removal  is  in  many  particulars  identical, 
I  will  include  both  kinds  of  tumors  in  what  I  will  say  to-day. 

Alban  Doran,  J.  Bland  Sutton,  and  other  authorities  have 
recently  written  so  much  about  the  pathology  of  these  tumors 
that  it  will  not  be  necessary  for  me  to  consider  that  part  of  the 
6ui)ject  further  than  to  make  intelligent  what  I  will  say  about 
the  operative  treatment. 

"With  few  exceptions,  cysts  that  unfold  the  layers  of  the  broad 
ligament  and  burrow  deep  into  the  pelvic  and  retroperitoneal 
connective  tissue,  often  developing  nearly  continuity  in  relation 
to  other  structures,  probably  arise  from  the  remnants  of  the 
mesouephros  in  the  paroophoron.  They  are  both  unilocular 
and  multilocular,  and  at  some  stage  of  their  existence  are  papil- 

'  Read  before  the  American  Gynecological  Society,  May,  1894. 
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lomatoiis.  Ill  rare  instances  cysts  that  arise  in  the  tubules  of 
the  parovarium,  in  the  broad  ligament  between  the  parovarium 
and  tlie  uterus,  in  the  mesosalphix  between  the  parovarium  and 
the  Fallopian  tube,  or  in  the  ovary,  unfold  the  layers  of  the 
broad  ligament  and  become  embedded,  but  seldom  Mrmly  attached 
to  adjacent  tissues.  These  cysts,  except  the  oophoritic  cyst,  arise 
from  the  Wolffian  tubules  or  duct,  and  stray  remnants  of  the 
mesonephros  may  extend  into  the  ovarian  parenchyma.  Ovarian 
cysts  originate  from  Graafian  follicles  undergoing  retrograde 
processes  of  deveh^pment,  are  nearly  always  multilocular,  and 
have  glandular  intracystic  growths,  with  which  papillomata  may 
sometimes  be  associated.  Cysts  that  arise  from  the  remnants  of 
the  mesonephros  do  not  have  intracystic  glandular  growths,  but 
at  some  stage  of  their  existence  warts  develop,  partially  or  com- 
pletely lining  the  internal  surface  of  the  cyst ;  and  sometimes, 
having  filled  the  cyst  cavity  beyond  its  capacity,  they  penetrate 
its  walls  and  present  on  the  external  surface,  forming  adhesions 
to  adjacent  parts.  Cysts  of  any  relic  of  the  mesonephros,  except 
in  the  fibrous  tissue  of  the  paroophoron,  are  nearly  always  uni- 
locular, and  when  they  develop  to  any  considerable  size  generally 
become  pedunculated ;  and  if  they  do  not,  they  are  so  feebly 
connected  to  the  investing  membrane  that  they  may  be  easily 
enucleated  without  encountering  dangerous  complications. 

As  paroophoron  cysts  increase  in  size  the  peritoneum  of  the 
broad  liocameut  and  the  muscle  fibres  between  its  lavers  increase 
in  thickness  and  often  become  very  vascular.  This  vascularity 
is  especially  marked  when  the  cyst  has  separated  the  peritoneum 
from  its  posterior  attachment  and  opened  the  mesorectum,  the 
mesocolon,  or  the  mesentery  of  the  small  intestine.  In  these 
cases  I  have  seen  the  greater  part  of  the  surface  of  the  investing 
membrane  covered  with  veins  larger  than  a  goose  quill — a  con- 
dition similar  to  that  seen  in  intraligamentous  and  retroperi- 
toneal myomata.  These  cysts  are  often  bilateral,  which  greatly 
increases  the  difficulties  and  dangers  in  their  removal ;  and  in 
such  cases  there  may  exist  an  almost  indissoluble  connection 
with  the  uterus,  which  may  necessitate  its  removal  with  the 
cysts,  if  the  operation  can  be  successfully  completed  at  all. 
When  the  tumors  are  small  they  lie  in  the  folds  of  the  broad 
ligament,  and  as  they  increase  in  size  they  unfold  its  layers, 
finally  passing  beneath  Douglas'  sac  into  the  prevertebral 
space.     The  peritoneum  may  be  separated  anteriorly,  so  that  the 
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tumor  may  lie  in  front  of  it,  attached  to  the  bladder  and  to  the 
fascia  and  muscles  of  the  anterior  abdominal  walls,  the  separa- 
tion sometimes  being  so  extensive  that  it  may  be  possible  to 
reach  the  cyst,  and  enucleate  it  through  a  median  incision  be- 
tween the  pubes  and  umbilicus,  without  wounding  the  peri- 
toneum. But  the  peritoneal  separation  is  usually  from  the 
posterior  pelvic  and  abdominal  walls ;  the  tumor,  having  passed 
beneath  Douglas'  sac,  unfolds  the  mesorectum,  mesocolon,  or 
the  mesentery  of  the  small  intestine,  or,  passing  under  the 
appendix,  the  cecum,  or  the  ascending  colon,  lies  between  them 
and  the  abdominal  walls.  In  these  cases  the  muscularis  and 
connective  tissue  of  the  bowel  are  in  immediate  relation  with 
the  cyst  wall,  and  the  union  may  be  so  intimate  as  to  be  nearly 
a  continuity  of  tissue  that  can  hardly  be  separated  without 
destroying  the  integrity  of  the  bowel.  The  same  intimate  and 
firm  connection  may  exist  bet^veen  the  cyst  wall  and  the  ureters, 
deep  pelvic  vessels,  the  uterus,  and  the  bladder. 

As  intraligamentous  and  subperitoneal  myomata  of  the  uterus 
and  its  muscular  processes  sustain  relations  to  the  peritoneum 
and  the  pelvic  and  abdominal  viscera  and  structures  nearly  iden- 
tical with  the  relations  sustained  by  paroophoron  cysts,  a  further 
description  is  not  necessary.  It  must,  however,  be  remembered 
that  the  union  between  a  myoma  and  the  capsule  is  less  firm,  and 
that  enucleation  is  easier  and  less  dangerous  to  the  intestines, 
bladder,  ureters,  and  deep-seated  vessels.  With  either  a  cystic 
or  solid  tumor  the  organs  may  be  so  distorted  and  displaced  as 
to  make  it  difficult  to  correctly  and  practically  appreciate  their 
relations  to  the  tumor.  Several  times  the  ureter  has  been  found 
under  the  capsule  in  front  of  the  tumor,  and  has  been  cut  or 
torn  in  efforts  at  enucleation.  This  abnormal  position  is  more 
frequently  observed  in  myomatous  tumors.  The  venous  sinuses 
coursing  over  the  surface  of  the  investing  membrane  of  the 
retroperitoneal  myomata  are  larger  and  more  abundant  than 
in  paroophoron  cysts. 

In  one  patient  upon  whom  I  operated  the  myoma  had  un- 
folded the  layers  of  the  broad  ligament  on  the  left  «ide,  the  left 
lateral  half  of  Douglas'  sac,  and  the  mesorectum  and  mesocolon. 
In  another  case  the  myoma  appeared  to  have  enlarged  the  ute- 
rus nearly  symmetrically,  unfolding  both  ligaments,  and  was 
held  firmly  in  the  pelvic  cavity.  In  another  case  the  tumor  had 
its  origin  posteriorly  in  the  cervix  and  lower  part  of  the  body, 
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had  lifted  the  peritoneum  from  Douglas'  sac  and  separated  the 
mesorectum  and  mesocolon.  Two  of  these  tumors  I  will  show 
you,  together  with  a  typical  intraligamentous  cyst,  reuioved 
from  the  left  side,  that  contained  sixteen  pints  of  li(piid  and  had 
separated  the  peritoneum  from  Douglas'  sac  and  unfolded  the 
mesorectum  and  mesocolon.  Five  years  ago  I  opened  the  ahdo- 
men,  and,  when  extensive  adliesions  were  separated,  found  an 
intraligamentous  cyst  on  the  right  side  the  size  of  a  large 
orange,  which  was  so  deeply  seated  and  so  intimately  attached 
to  the  uterus  and  bladder  that  I  did  not  attempt  its  removal, 
feeling  that  the  feeble  condition  of  my  patient  did  not  justify 
it.  The  tumor  has  decreased  one-half  in  size,  but  the  uterus  is 
still  nearly  immovably  fixed.  She  frequently  has  much  pelvic 
pain,  and  menstruation  is  excessive. 

In  another  case,  operated  on  two  years  ago,  the  tumor  con- 
tained twelve  pints  of  liquid,  was  on  the  left  side,  had  lifted  the 
peritoneum  from  Douglas'  sac,  separated  the  folds  of  the  meso- 
rectum and  mesocolon,  and  extended  up  under  the  peritoneum 
to  the  left  kidney.  Anteriorly  the  tumor  had  burst  through  its 
capsule  and  extended  upward  and  to  the  right  side  two  inches 
above  the  umbilicus.  The  sac  was  so  fragile  and  tore  so  easily 
that  enucleation  was  impossible;  and,  after  removing  the  pro- 
jecting part,  the  cyst  wall  and  capsule  were  sutured  to  the 
abdominal  incision.  She  recovered  from  the  operation,  but  has 
a  sinus  that  continues  to  discharge  pus.  Intraligamentous  and 
retroperitoneal  myomata  are  relatively  as  infrequent  as  are 
paroophoron  cysts.  They  arise  in  the  cervix  uteri  and  lower 
part  of  the  body,  or  possibly  from  the  muscular  processes  of 
the  uterus — round  ligament,  ovarian  ligament,  ovary,  or  muscle 
fibres  in  the  broad  ligament. 

I  can  find  recorded  but  one  case  of  myoma  of  the  Fallopian 
tube,  but,  as  the  tube  is  composed  of  unstriped  muscle  fibres, 
there  is  no  reason  why  myomata  should  not  develop  in  its  walls. 
Myomata  of  the  round  ligament,  ovarian  ligament,  and  of  the 
ovary  rarely  become  embedded  in  the  connective  tissue  under 
the  peritoneum  ;  and  while  myomata  that  develop  from  the 
muscle  cells  of  the  broad  ligament  may  do  so,  I  suggest  that 
probably  most  of  these  tumors  primarily  have  their  origin  in 
the  uterus,  and  finally  become  broaddigament  myomata  by  being 
extruded  or  forced  from  its  walls.  Uterine  myomata  are  soft  or 
hard,  but,  as  there  is  a  preponderance  of  fibrous  and  connective 
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tissue  ill   the  cervix  and  lower  part  of  tlie  body,  iutraligamen- 
tou>   and    retroperitoneal  soft  invoinata  are  infrequent.     They 
in IV    be  caverni>us  or  tehiniijiectatic,  and  so  vascular  that  the 
danger  from  hemorrhage  in  an  operation   for  their  removal  is 
much  greater  than  in  operations  for  the  removal  of  hard  myo- 
niata  which  are    practically  non-vascular.     The    vascular   cur- 
rents, however,  in  a  soft  myoma  are  sluggish,  and  hemorrhage 
is  therefore  more  easily  controlled.     In  soft  myomata,  and  espe- 
cially in  hard  myomata,  the  blood  vessels  from  which  we  may 
expect  the  most  dangerous  hemorrhage  are  mainly  coulined  to 
the  capsule  and  the  connective  tissue  uniting  the  capsule  to  the 
tumor.     While   developed  myomata  are   usually   encapsulated 
and  practically  live  outside  the  uterus — parasitic,  as  it  were — red, 
soft  myomata,  being  seldom  completely   encapsulated,   sustain 
more  intimate  relations  with  the   uterine   muscle  fibres.     We 
sometimes  encounter  so-called  fibrocystic  subperitoneal  uterine 
tumors  the  result  of  partial  or  complete  mucoid  degeneration  of 
myomata.    No  one  should  attempt  the  removal  of  intraligamen- 
tous or  retroperitoneal  embedded  cystic  or  solid  tumors  who  is 
not  practically  familiar  with  the  normal  relations  of  every  pelvic 
and  abdominal  viscus  and  structure  and  the  relations  that  these 
tumors  may  sustain  to  surrounding  tissues  ;  otherwise  he  is  at 
sea   without   a  compass,  and    the   immediate   and   subsequent 
results  of  his  work  will  be  bad.     As  hemorrhage  is  the  most 
dangerous  complication,  he  must  know  that  these  tumors  and 
the  uterus  are  mainly  supplied  with  blood  by  the  two  spermatic 
and  the  two  uterine  arteries,  and  that  if  these  vessels  are  ligated 
this  danger  is  greatly  lessened,  as  is  also  the  danger  of  injury  to 
the  intestines,  bladder,  ureter,  or  deep-seated  vessels  that  might 
result  in  the  hurry  of  excitement  caused  by  inability  to  control 
bleeding.    When  these  tumors  have  formed  extensive  adhesions 
to  the  omentum,  etc.,  they  may  receive  blood  from  that  source 
also.     The  dangers  of  the  operation  which  we  may  anticipate 
are  : 

1.  Hemorrhage  from  separated  adhesions,  from  the  capsule 
of  the  tumor,  from  the  denuded  surface  of  a  myoma,  from  in- 
jury to  the  spermatic  and  uterine  arteries,  the  iliac  arteries  and 
veins,  and  inferior  vena  cava. 

2.  Wounding  the  ureters,  the  bladder,  and  the  intestines. 
The  causes  of  death  are  hemorrhage,  shock,  and  sepsis. 

While   the  general   princii)les  that  govern  us  in  controlling 
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hem  )rrha_^e,  avoiding  iujuries  to  adjacent  structures,  and  pre- 
venting sep-iis,  are  common  to  all  operations  for  the  removal  of 
those  tumors,  in  a  surgical  sense  they  are,  in  a  degree,  atypical, 
and  no  single  or  special  method  of  treatment  will  be  applicable 
in  every  particular  to  all  cases.     The  results  of  the  operation 
depand   mainly    upon    controlling  hemorrhage    and    successful 
enucleation,  and  this  applies  equally  to  cystic  and  solid  tumors, 
as  the  technique  is  practically  identical.     To  prevent  injury  to 
a  ureter  that  may  be  in  front  of  the  tumor  it  is  best  to  incise 
the  capsule,  and  to  introduce  ligatures,  parallel  to  the  abdo- 
minal wound.     In  opening  the  capsule  avoid  large  vessels,  and, 
if  possible,  make  the  incision  so  as  to  give  two  flaps  of  nearly 
equal  size  that  may  be  evenly  approximated,  and,  if  preferred, 
united  with  a  continuous  suture.     A  cyst  should  be  tapped  be- 
fore enucleation  is  begun  ;  this  causes  the  calibre  of  the  vessels 
in  the  capsule  to  contract.     Hemorrhage  will  be  greatly  lessened 
by  careful  enucleation  close  to  the  cyst  wall  or  the  substance 
of  a  myoma,  thus  pushing  the  vessels  in  the  capsule  and  in  the 
connective  tissue  away  from  the  tumor  without  wounding  them. 
]f  the  spermatic  arteries  have  previously  been  ligated  near  the 
uterus  and  near  the  pelvic  walls,  the  enucleation  may  sometimes 
be  completed  without  wounding  a  vessel  large  enough  to  cause 
troublesome  hemorrhage.     In  fact,  it  may  be  possible  in  some 
cases,  by  enucleating  close  to  the  tumor  and  the  uterus,  to  do 
total  hysterectomy  without  ligating  the  uterine  arteries,  they 
being  pushed  aside  and  left  in  the  pelvis  uninjured.     Enuclea- 
tion is  best  done  with  the  Angers  or  blunt  instruments,  and  not 
with  the  knife  or  scissors.     We  should  not  lose  our  bearings,  and 
should  work  as  rapidly  as  possible  consistent  with  conservative 
and  successful  surgery.     If  it  can  be  avoided  the  capsule  should 
not  be  torn.     Apposition  of  the  raw  surfaces  or  di-ainage  may 
be  better  accomplished  by  keeping  the  sac  entire.     If  an  assist- 
ant will,  with  a  volsella  or  other  forceps,  lift  the  cyst  sac  or 
myoma  firmly  out  of  the  pelvis  or  abdomen,  enucleation  will  be 
facilitated  and  hemorrhage  lessened.     Great  care  must  be  ob- 
served in  separating  the  tumor  from  the  bladder  and  the  intes- 
tines, and  especially  is  this  necessary  in  paroophoron  cysts,  other- 
wise these  organs  may  be  wounded  or  the  coats  so  injured  that 
sloughing  may  result.     When   the  enucleation  has  reached  the 
prevertebral  space  in  the  pelvic  connective  tissue  careful  dis- 
section must  be  made — always  hugging  the  tumor  to  avoid  the 
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uretcns  or  deep-seated  vessels — and,  if  possible,  bring  the  Held 
of  enucleation  into  view. 

Hemorrhage  should  be  controlled  by  forceps,  separate  liga- 
tion, and  ligation  eii  rnasse^  and  a  continuous  suture  may  be  used. 
Where  it  can  be  used  gum  tubing  may  encircle  the  tumor  and 
control  hemorrhage,  but  it  is  not  applicable  in  many  cases.  The 
rope  ecraseur  of  Tait  may  also  be  applied,  but  it  has  no  real 
advantages  over  the  gum  tubing  and  may  injure  the  capsule. 
Hemorrhage  from  the  substance  of  a  soft,  cavernous  myoma  may 
be  controlled  l)y  firm  gauze  pressure  or  by  ligation  en  mas^e, 
the  ligature  being  introduced  dee^)  under  the  bleeding  vessels 


with  a  long,  curved  needle.  Forceps  should  be  so  shaped  as  to 
be  readily  applied  to  any  part  of  the  separated  capsule,  and  the 
surface  of  the  blades  should  be  comparatively  smooth,  and  the 
edges  so  rounded  as  not  to  cause  hemorrhage  by  cutting  through 
the  thin  and  fragile  walls  of  the  vessels.  Here  are  forceps,  two 
of  which  I  have  recently  devised,  which  will  serve  this  purpose. 
Adhesions  to  the  omentum  or  other  abdominal  or  pelvic  struc- 
tures should  be  separated,  if  possible,  before  the  capsule  is  in- 
cised, and  they  should  be  divided  between  forceps  or  ligatures. 
When  enucleation  is  completed  a  paroophoron  cyst  may  have  no 
pedicle,  or  a  pedicle  so  small  that  it  may  be  easily  ligated  ;  the 
same  may  also  be  true  of  myomata  of  the  broad  ligament;  but 
intraligamentous  and  retroperitoneal  myomata  cannot  usually  be 


WATIIEN  :    TUMOKS    OF    THE   UTEKUS    AND    ITS    ADNEXA.  83 

removed  unless  we  do  a  liysterectomy.  In  these  cases,  and  in 
paroophoron  cysts  where  hysterectomy  is  necessary,  total  extir- 
pation is  preferable,  for  we  cannot  get  sero-serons  union  over 
the  uterine  stnmp,  and  unless  this  can  be  done  the  cervix 
ought  to  be  removed.  If  a  myoma  is  small  and  confined  mainly 
to  one  side  of  the  pelvis,  the  uterine  artery  of  the  opposite  side 
may  be  ligated,  the  vagina  entered  through  Douglas'  sac,  the 
other  uterine  artery  ligated,  and  the  vagina  cut  from  tiie 
uterus,  as  practised  by  Krng  and  Pryor,  before  enucleation  is 
begun.  This  method  is  difficult,  not  applicable  to  many  cases, 
and  not  often  necessary,  as  hemorrhage  can  usually  be  con- 
trolled without  it,  and  ligation  is  easier  and  more  rapid  after 
enucleation.  In  total  extirpation  hemorrhage  is  better  con- 
trolled by  dissecting  out  and  separately  ligating  the  uterine  ar- 
teries outside  of  the  ureter  before  they  give  ofi  branches  that 
supply  the  upper  part  of  the  vagina  and  the  cervix  ;  but  this 
may  not  always  be  possible,  and  then  the  ligation  should  be  close 
to  the  cervix,  so  as  to  protect  the  ureters  ;  if  the  vaginal  branches 
bleed  they  may  be  separately  ligated.  If  in  every  case  of  total 
extirpation  strict  prophylactic  antiseptic  measures  are  observed, 
the  results,  as  shown  in  August  Martin's  last  series  of  twenty -six 
cases,  will  be  much  better.  As  suspicious  germs,  and  sometimes 
streptococci,  are  found  in  myomatous  uteri,  thorough  cleansing, 
curetting,  and  antiseptic  irrigation  should  always  be  observed  in 
preparing  for  total  extirpation,  and  the  uterine  cavity  should  be 
tamponed  tightly  with  iodoform  or  bichloride  gauze,  or  the  cer- 
vical canal  closed  by  sutures,  as  practised  by  Martin. 

In  paroophoron  cysts  it  is  not  always  possible  to  enucleate  the 
entire  sac,  and  in  such  cases  the  capsule  and  the  cyst  wall  should 
be  sutured  to  the  abdominal  wound  and  drained.  Prolonged 
suppuration,  and  finally  death,  may  follow  this  treatment,  but  I 
know  of  nothing  better,  and  it  is  preferable  to  suturing  the  cap- 
sule and  draining  through  the  vagina.  In  these  operations  the 
patient  should  be  in  the  Trendelenburg  position,  so  that  the 
diiferent  structures  and  their  relations  may  be  seen  as  we  pro- 
ceed. There  is  no  fixed  opinion  or  uniform  practice  in  the 
treatment  of  the  sac  cavity.  It  is  drained  through  the  vagina  ; 
through  the  abdominal  walls,  with  and  without  suturing  the  cap- 
sule to  the  abdominal  wound  ;  or  it  is  not  drained  at  all.  Drain- 
age in  total  extirpation  should  be  through  the  vagina  ;  but  if 
hemostasis  has  been  nearly  perfect  and  the  operation  aseptic  it 
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is  luit  necessary,  and  then  the  vaginal  vault  should  be  closed 
with  interrupted  catgut  sutures.  If,  after  enucleation  of  a 
tumor  without  performing  hysterectomy,  there  are  no  indica- 
tions of  immediate  or  subsequent  hemorrhage,  drainage  is  not 
indicated.  Martin,  Ilegar,  and  Sanger  do  not  now  use  it  un- 
less they  are  positive  of  excessive  secretions  from  the  denuded 
surface  of  the  sac  cavity.  If  the  capsule  has  been  torn,  all 
irregular  or  lacerated  parts  should  be  cut  away.  In  drainage 
through  the  vagina  a  rul)ber  tube  or  gauze  may  be  used,  and  in 
suprapubic  drainage  a  glass  tube  or  Mikulicz  gauze  drain  may 
be  used.  As  it  is  a  recognized  principle  in  abdominal  surgery 
that  sutures  or  ligatures  should  not  be  left  in  the  peritoneal 
cavity  unless  they  are  positively  necessary,  I  would  advise 
agiinst  uniformly  suturing  the  incision  in  the  capsule.  Drain- 
age through  the  vagina  is  peculiar  to  August  Martin,  but  prob- 
ably the  late  Dr.  Byford  was  the  lirst  to  suture  the  capsule  of 
a  paroophoron  cyst  to  the  abdominal  wound.  His  report  was 
made  to  the  Chicago  Gynecological  Society  in  1881. 

As  George  Granville  Bantock  is  the  recognized  authority 
upon  suprajjubic  drainage,  this  method  of  treating  the  sac 
cavity  may  be  forcibly  presented  by  the  following  extract  from 
a  letter  recently  received.  He  says  :  "...  Finally,  as  regards 
the  treatment  of  the  cavity,  you  should  stitch  the  sac  to  the 
parietes  by  interrupted  sutures — the  tirst,  at  the  lower  angle  of 
the  wound,  should  catch  up  the  sac  just  free  of  its  mouth;  then 
a  double  suture  on  each  side  passing  from  without  inward, 
pursing  the  sac,  and  then  going  back  from  within  outward, 
and  tying  over  a  roll  of  gauze  or  lint  to  prevent  cutting  into 
the  skin  ;  then  another  suture  above,  the  same  as  the  first.  You 
should  not  cut  away  any  of  the  sac  until  you  see  how  much  you 
require  and  you  have  put  in  your  sutures.  Finally  put  a  glass 
drainage  tube  into  tlie  sac.  This  is,  1  am  sure,  much  better 
than  the  iodoform  gauze  drain  as  practised  by  Mikulicz.  Should 
there  be  much  oozing  you  should  not  be  in  a  hurry  to  lemove 
the  drainage  tube,  and,  if  obliged  to  retain  it  until  sup[)uration 
threatens  or  has  actually  taken  place,  you  have  only  to  wash  it 
out  two  or  three  times  a  day  with  sulphurous  acid  (1  :  10),  then 
substitute  india-rubber  tubingfor  the  glass,  and  gradually  shorten 
it  as  the  cavity  contracts.  For  washing  out  the  sinus  the  best 
plan  is  to  have  a  tube  made  of  celluloid  with  a  hole  at  the  end, 
six  inches  long  and  of  the  calibre  of  a  No.  2,  3,  or  4  catheter, 
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attached  to  a  small  syringe  by  means  of  a  piece  of  india-rubber 
tubing.  With  this  you  can  always  insure  clearing  out  tlie  bot- 
tom of  the  sac.  A  sinus  need  never  yield  offensive  diecharge  if 
you  use  the  sulphurous  acid  sour  enough." 

628   FOUUTH   AVENUE. 


THE  CYSTOSCOPE. 


BY 

HOWARD    A.    KELLY,   M.D., 

Professor  of  Gynecology  and  Obstetrics  in  Johns  Hopkins  University, 

Baltimore,  Md. 


(With  eight  illustrations.) 


I  HAVE  found  it  necessary  during  the  past  few  months  to  make 
several  important  additions  and  modifications  in  the  construc- 
tion of  my  cystoscopes,  which  I  wish  briefly  to  describe  in  this 
article  in  response  to  numerous  inquiries  as  to  the  best  model. 

My  cystoscope  is  a  nickel-plated  metal  cylinder  eight  centi- 
metres long,  equal  in  diameter  from  end  to  end,  measuring  in 
the  different  sizes  from  five  up  to  twenty  millimetres.  The 
outer  end  of  the  speculum  has  a  funnel-shaped  orifice.  The 
sides  of  this  funnel-shaped  orifice  are  fifteen  millimetres  long, 
and  are  inclined  at  an  angle  of  sixty  degrees  to  the  straight 
sides  of  the  cylinder. 

The  following  improvements  have  been  made  upon  my  first 
specula : 

In  the  first  place,  the  little  shoulder  (see  Fig.  2)  which  existed 
between  the  lower  end  of  the  speculum  and  its  obturator  has 
been  done  away  with,  making  the  instrument,  when  put  to- 
gether ready  for  introduction,  smooth  from  end  to  end  (see  Fig. 
3).  This  alteration  can  be  made  upon  the  first  specula.  In 
removing  the  shoulder  care  must  be  taken  not  to  taper  the 
lower  end  of  the  speculum  down  to  a  knife  edge  or  a  ragged 
edge,  rendering  it  liable  to  cut  the  wall  of  the  bladder  or  urethra 
at  every  contact.  The  edge  should  for  this  reason  be  slightly 
dulled. 

The  second  point  of  importance  to  be  observed  is  tliat  the 
end  of  the  obturator  should  be  a  well-defined,  well-pointed  cone, 
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and'iiot  sliort  and  obtuse,  manifestly  facilitating  its  introduction 
(see  Fig.  1). 


Thirdly,  I  have  found  that  it  is  an  un- 
necessary sacrifice  of  important  space  to 
make  the  tube  of  the  speculum  two  millimetres 
naiTOwer  at  its  lower  than  at  the  upper  end, 
slightly  funnel-shaped,  as  in  the  Simon  spe- 
cula. The  external  urethral  orifice  is  the  part 
most  contracted  and  most  difficult  to  dilate, 
and  if  the  maximum  calibre  of  the  speculum 
rests  there  then  no  other  reason  can  exist  for 
making  the  inner  end  narrower,  except  it  be 
a  desire  to  use  the  speculum  as  a  dilator, 
but  this  is  rendered  unnecessary'  by  the  series 
of  graduated  dilators  employed  to  enlarge 
the  urethra  before  introducing  the  specu- 
lum. 

Fourthly  and  perhaps  the  most  important 
change  is  to  be  found  in  the  handle  of  the 
present  speculum  (see  Figs,  i  and  5).  I  soon  dis- 
covered, when  a  larger  number  of  cases  came 
to  me  for  treatment  and  I  began  to  consume 
more  time  in  making  minute  examinations  and 
dictating  the  results  of  such  examinations  of 
the  bladder,  as  well  as  in  treating  diseased 
areas,  that  the  small  handles  on  the  first  specula 
became  exceedingly  fatiguing  to  the  fingers 
endeavoring  to  hold  them.  I  therefore  have  had  a  long  handle 
attached,  eight  centimetres  long  by  twelve" millimetres  broad  and 


Fio.   1.  —  Perfected 
cyBtoscope. 
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five  millimetres  in  thickness,  whicli  can  lie  comfortably  frrasped 
by  the  hand;  this  is  now  placed  on  all  the  specula.  Tliis  handle 
can  also  be  readily  placed  on  the  first  set  of  specula  with  short 
handles. 

I  commonly  prefer  for  ordinary  inspection,  treatment,  and 
catheterization  of  the  ureters  the  No.  10  speculum  (ten  milli- 
metres in  diameter).  I  find  some  of  my  friends  express  a 
preference   for  a  higher  number — 12.     I  think,  with  practice 

Fig.  2.  Fig.  3. 


and    after    acquiring 
some  little  skill,  No. 
10  will  be  found  best  adapted 
to  general  use. 
The   correct   method  of  using   the 
speculum  is  this:    The  vulvar  orifice, 
especially  the  urethra,  is  carefully  cleansed 
with  a  warm  boric  aeid  solution  and  cotton, 
to  obviate  any  ri.sk  of  infection  of  the  uri- 
nary tract,  which  might  easily  be  brought 
about    by  successively  introducing   instru- 
ments through  an  unclean  urethral  orifice 
into  the  bladder.     The  calibrator   is   then 
used  to  measure  the  diameter  of  the  mea- 
tus, thus  determining  the  size  of   the  di- 
lator to  be  used  first.     From  this   up  the 
successive  sizes  of   dilators  are  used  until 

ure.    The  lower  figure,  4,  •      ti    i      i  x       at        ■«  n        rni  • 

shows   the  funneishaped   the  Urethra  IS  dilated  up  to  JNo.  10.     iliis 
end  of  the  speculum  with   ^^^  j^g  accomplished  witliout  pain  by  twist- 

the  large  improved  handle.  ^  ^^      ^  j 

ing  absorbent  cotton  on  an  applicator  and 
saturating  it  with  a  five-per-cent  solution  of  cocaine  and  laying 
it  just  within  the  urethra  for  five  minutes  before  dilating.  After 
once  dilating  the  urethra  I  have  been  able  to  introduce  the 
speculum  at  once  at  subsequent  examinations,  without  any  further 


Fig.  4. 
Fig.  2.— The  upper  left 
band  corner  shows  the  end 
of  the  first  speculum  con- 
structed, with  its  obtura- 
tor. The  shoulder  at  s  s  is 
a  fault  in  the  construction, 
corrected  in  the  improved 
cj'stoscope  as  seen  in  i<'ig. 
3,  the  upper  ri^ht  hand 
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preparatory  dilatation.      Quite  often  the  No.  10  can  be  intro- 
duced at  once  with  ease  without  any  dilatation. 

The  hladderis  nowcatheterized,  unless  the  patient  has  urinated 
immediately  before  the  examination.  A  pled^^et  of  sterilized 
cotton  is  now  placed  between  the  labia  over  the  urethra,  to  pro- 
tect the  latter  from  contamination  during  the  change  of  posture, 
and  the  patient  is  placed  in  the  knee-face  position,  which  I  al- 
most invariably  prefer  for  first  examinations.     The  speculum  is 


Fig.  5  shows  a  simi- 
lar   speculum    with    a 


grasped  in  the  right   hand 
while  the  left  holds  the  la- 
bia apart,  and  the  cotton  is  removed,  exposing 
the  urethra.     The  speculum    is  held  between 
the  tips  of  the  fingers  and  the  thumb,  the  ring  and 
middle  fingers  resting  on  the  under  side  of  the  handle 
and  the  index  under  the  opposite  side  of  the  funnel- 
shaped  orifice  (see  Fig.  6),  while  the  thumb  pushes 
the  handle  of  the  obturator  firmly  into  the  specu- 
lum, preventing  the  obturator  from  being  forced  up 
into  the  speculum  as  it  is  pushed  through  the  urethra, 
stouter  handle,  large  Thus  firmly  held,  the   point  of  the  speculum  (ie., 

enough  to  grasp  in  the  .  '  .  /.  t 

full  hand.  obturator)  IS   placed  upon  the  urethral   orifice  and 

the  speculum  pushed  on  through  the  urethra  into 
the  bladder  by  a  movement  in  a  direction  at  first  inward  then 
downward,  thus  describing  a  slight  curve  around  the  under  sur- 
face of  the  symphysis. 

If  the  patient  cannot  well  remain  as  long  as  desired  in  the 
knee-face  position,  its  advantages  may  often  be  secured  by  first 
placing  her  for  a  short  time  in  that  position  until  the  viscera 
gravitate  up  out  of  the  pelvis  toward  the  diaphragm,  and  intro- 
ducing a  catheter  into  the  bladder,  which  at  once  fills  with  air. 
The  catheter  is  now  withdrawn,  and  the  patient  gently  returned 
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i,-M.0^: 


^■"■1" 


Fig.  6  shows  method  of  holding  the  speculum  during  introduction,  the  thumb  prefsing 
upon  the  handle  of  the  obturator  to  prevent  the  end  being  forced  back  into  the  tube  as  it 
is  pushed  up  through  the  urethra. 


Fig.  7  shows  the  patient  in  the  knee-breast  position    the  speculum  introduced  and  the 
long  handle  conveniently  held  for  examination. 
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to  tlie  dorsal  position  with  more  or  less  elevated  hips.  Upon 
introdiu'inir  the  speculum  the  bladder  will  now  be  found  dis- 
tended with  rtir,  and  will  remain  distended  until  the  viscera 
again  irravitate  into  the  pelvis.  This  will  not  occur  for  a  long 
time  in  some  cases,  and  can  be  prevented  as  long  as  desired  by 
further  elevating  the  hips. 

With  the  speculum  introduced,  the  examination  proceeds  as 


Fig.  8.— Electric  head  li°rht. 


described  in  mv  iirst  articles  on  this  subject,  by  means  of  a  head 
mirror  reflecting  an  electric  light,  from  sixteen  to  thirty-two 
candle  power,  in  a  light  room.  Weaker  artificial  lights  can  be 
used  in  a  dark  room,  but  nothing  is  so  serviceable  as  the  electric 
light  close  at  hand,  on  account  of  the  small  angle  at  which  it  can 
be  reflected.  With  a  little  experience  the  examination  will,  as 
I  have  insisted,  proceed  with  as  much  satisfaction  as  the  ana- 
logous examinations  of  throat  or  eyes. 
905  N.  Chakles  street. 
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ULTIMATE  RESULTS  OP  TREATMENT  OF   BACKWARD 
DISPLACEMENTS   OF  THE  UTERUS   BY   PESSARY, 

WITH  ESPECIAL  REFERENCE  TO  THE  ALEXANDER-ADAMS  OPERATION.' 


F.    H.    DAVENPORT,  M.D., 
Boston,  Mass. 


Since  the  demonstration  by  tlie  author  of  this  operation,  and 
the  confirmation  by  numerous  observers,  of  the  possibility  of 
rectifying  backward  displacements  of  the  uterus  and  holding 
the  organ  in  its  normal  position  by  shortening  the  round  liga- 
ments, the  question  of  the  treatment  of  these  misplacements  has 
assumed  a  new  aspect. 

.  Up  to  ten  years  ago  the  only  method  of  treatment  was  by 
pessary.  Where  for  any  reason  one  could  not  be  worn  there 
was  no  radical  method  that  could  be  used.  The  physician  was 
reduced  to  the  necessity  of  palliating  the  symptoms,  and  trying 
by  various  methods  of  local  treatment  to  overcome  the  particu- 
lar obstacle  to  the  use  of  the  instrument.  Now  this  class  of 
cases  can  be  easily  and  effectively  helped  by  various  operations. 

Foremost  among  them,  both  in  priority  of  time  and  in  range 
of  application,  stands  the  Alexander- Adams  operation.  Very 
soon  after  the  publication  of  this  method  and  its  acceptance  by 
the  profession,  various  other  operators,  stimulated,  it  would  al- 
most seem,  by  a  desire  to  exploit  something  novel  and  startling 
rather  than  to  give  anything  of  value  to  the  profession,  suggested 
various  other  operative  procedures.  Schiicking's  method  of 
passing  sutures  through  the  anterior  wall  of  the  uterus  and  bend- 
ing it  into  a  position  of  anteflexion  is  an  example  of  this  class  of 
operations.  Of  it,  and  others  as  extraordinarily  unsurgical,  it  is 
not  necessary  to  speak. 

The  Alexander  and  ventrofixation  are  the  only  ones  which 
have  stood  the  test  of  time,  and  I  only  mention  the  latter  be- 
cause some  operators  seem  to  consider  that  the  indications  for 
the  two  are  identical.  To  define  my  position  on  this  matter  at 
the  outset,  I  consider  the  Alexander  operation  as  only  applicable 
'  Read  before  the  American  Gynecological  Society,  May,  1894. 
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wlien  tlic  utonis  is  freely  movable  and  can  be  replaced  ;  while 
ventrofixation  in  the  vast  majority  of  cases  is  done  secondarily 
in  the  conrse  f»f  ojieratittns  for  other  pelvic  lesions,  or,  if  done 
pi'iniarily,  is  limited  to  tlie  very  rare  cases  where  an  adherent 
retrudisplaccd  nteriis  is  the  sole  cause  of  the  patient's  sufferings. 

Therefore,  to  my  mind,  ventrofixation  and  the  Alexander 
never  need  be  considered  together. 

The  question  which  confronts  us  to-day,  wdien  a  patient  pre- 
sents herself  with  a  simple  case  of  retroversion  or  retroflexion,  is, 
Shall  we  advise  the  use  of  a  pessary,  or  shall  we  recommend  the 
operation  for  shortening  the  round  ligaments?  To  decide  this 
point  certain  facts  must  be  taken  into  consideration.  First,  as 
to  the  objections  which  are  usually  raised  to  the  use  of  the  pes- 
sary. One  of  them  is  the  difRcnlty  of  fitting  a  pessary  that  shall 
be  comfortable.  This,  I  am  confident,  is  a  mueh-overrated  ob- 
jection. In  the  hands  of  the  skilful  gynecologist  the  number  of 
cases  in  which  a  pessary  cannot  be  borne  is  very  few,  not  more 
than  two  or  three  per  cent.  Where  there  is  difficulty  it  is  be- 
cause some  complication  exists  which  would  render  the  case  un- 
suitable for  treatment  by  pessary,  and  would  in  all  jirobability 
rule  out  the  Alexander  operation  as  well.  All  that  is  needed  is 
skill  in  choosing  the  form  of  pessary  best  adapted  to  the  parti- 
cular case,  and  patience  in  so  modifying  it  as  to  overcome  the 
special  obstacle. 

A  second  objection  is  that  a  pessary  is  a  foreign  body,  is  a 
constant  source  of  irritation,  and  is  liable  to  cause  abrasions  and 
ulcerations.  This  objection  can  be  met  by  systematic  care  of 
the  pessary  after  it  has  once  been  properly  fitted. 

A  third  objection  is  that  the  wearing  of  a  pessary  entails  the 
more  or  less  frequent  use  of  douches,  and  occasional  visits  to  the 
physician  while  it  is  being  worn.  This  has  weight  in  the  case 
of  patients  to  whom  any  local  treatment  is  a  source  of  annoy- 
ance, and  who  dislike  the  feeling  that  they  are  wearing  some- 
thing which  they  cannot  attend  to  and  which  requires  the  ser- 
vices of  a  physician  at  regular  intervals. 

The  last  objection  is  that  the  method  of  treatment  by  a  pes- 
sary is  simply  palliative,  not  curative,  and  that  the  patient  is 
practically  doomed  to  wearing  an  instrument  for  life. 

This  is  the  most  important  claim  that  can  be  urged  against 
the  treatment  of  backward  displacements  by  pessaries,  and  upon 
our  ability  to  settle  the  question  involved  will  depend,  in  my 
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opinion,  the  choice  of  method  to  be  adopted.  If  it  is  trne  that 
pessaries  do  not  cure  and  tliat  they  must  be  worn  for  years,  witli 
all  tlie  minor  objections  to  their  use  which  I  have  mentioned 
above,  then  the  claim  for  the  frequent  performance  of  the 
Alexander  operation  will  be  very  much  stronger  than  it  other- 
wise would  be. 

This  is  a  question  which  patients  ask  and  which  we  niust 
answer;  and  I  imagine  that  what  particular  answer  we  give  will 
depend  upon  our  individual  experience  to  some  extent,  influenced 
more  or  less  by  our  training,  and  also  in  some  degree  by  our  j.re- 
judices.  I  think  the  most  of  us  would  feel  justified  in  assuring 
our  patient  tliat  it  is  by  no  means  a  foregone  conclusion  that  the 
pessary  must  be  worn  for  life.  AVe  assure  her  that  after  the 
uterus  has  been  brouglit  forward  into  its  normal  position  and 
held  there  for  a  time  it  will  tend  to  remain  in  its  appropriate 
place  ;  that  when  she  has  gained  strength  and  the  ligaments 
have  grown  stronger  she  will  be  able  to  go  without  the  sup- 
port;  that  the  womb,  having  been  out  of  position  so  long,  has 
become  congested  and  heavy,  and  if  it  is  held  in  its  normal 
position  the  congestion  will  be  relieved  and  the  organ  will 
become  lighter. 

Tliese  theories  are  all  very  beautiful,  but  what  are  the  facts 
in  the  matter?  What  proportion  of  cases  of  simple  retrover- 
sion is  cured  by  the  use  of  a  pessary  ?  1  think  that  rather 
erroneous  ideas  are  prevalent  on  this  point,  partly  from  the 
tendency  to  blindly  accept  a  statement  of  some  authority  as  true 
without  sufficient  proof,  and  partly  from  the  natural  desire  to 
encourage  our  patients  to  believe  that  what  we  proj)Ose  to  do  is 
going  to  have  the  effect  Ave  desire.  It  is  the  old  story— the 
wish  is  father  to  the  thought.  Until  we  can,  by  following  up 
our  cases  and  studying  them,  get  facts  on  these  points,  we  can- 
not either  think  the  case  out  intelligently  to  ourselves  or  answer 
our  patients'  questions  satisfactorily.  To  this  end  I  have  looked 
up  the  statements  of  others  in  this  matter,  and  have  also  tried 
to  deduce  some  facts  of  value  from  my  own  cases. 

There  are  two  sets  of  opinions  on  this  subject.  The  first  are 
of  tliose  who,  from  a  general  idea  of  the  ordinary  run  of  tlieir 
cases,  and  the  present  condition  of  their  patients,  and  their  vague 
remembrance  of  the  statements  of  text  books  and  articles  <jn 
this  topic,  formulate  their  ideas  accordingly.  Schultze,  for  in- 
stance, says    in  answer    to    the  question    how  long  a   pessary 
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must  1)0  worn  :  "  Until  the  folds  in  Doiioflas'  pouch  can  again 
support  the  uterus."  Fritsch  says  that  definite  cure  can  only 
take  place  in  recent  cases.  Ilildebrandt  thinks  that  a  complete 
restiliitio  ml  int^'rirum  can  be  attained  in  scarce  half  of  the  cases. 
Gehrunir,'  of  St.  Louis,  says:  "  Pessaries  seldom  etfect  a  lasting 
cure.  but.  worn  constantly  at  first  and  interruptedly'  at  a  later 
period,  may  render  the  patient  perfectly  comfortable  for  life- 
tin)e,  almost  equal  to  a  cure." 

Trenholme's^  convictions  are  expressed  as  follows:  "The 
vices  of  flexion  and  position  being  overcome,  a  permanent 
recovery  may  be  looked  for  with  certainty  in  from  six  months 
to  a  year  from  the  commencement  of  treatment." 

These  views  represent  fairly  well  those  held  by  the  first  class 
— the  men  who  speak  from  general  impressions  and  not  from  a 
close  analysis  of  facts. 

"When  we  look  for  records  of  observations  based  on  a  close 
analysis  of  cases,  we  are  struck  by  the  fact  that  they  are  com- 
paratively few.  However,  the  conclusions  arrived  at  are  so 
nearly  uniform  that  I  think  the  results  may  be  accepted  as 
practically  embodying  the  real  facts. 

Munde^  has  gone  into  the  statistics  of  his  own  cases  quite 
elaborately.  His  results  are  that,  of  one  hundred  and  twenty- 
seven  cases  of  backward  displacement,  he  can  find  but  two  of 
positive  cure  of  sharp  retroflexion  and  five  of  retroversion, 
making  seven  in  all.  Of  course  a  few  more  cases  may  have 
found  themselves  benefited  by  the  support,  and  removed  it 
themselves,  and  remained  cured. 

Ldhlein"  gives  some  very  careful  statistics  on  this  subject 
from  his  own  practice,  and  concludes  as  follows  :  "  Of  fifty-six 
cases  of  chronic  backward  displacement,  only  four  were  com- 
pletely cured  in  the  sense  that  after  months  the  uterus  was 
found  in  a  normal  position.  In  fifteen  the  position  was  some- 
what improved  anatomically,  but  was  not  normal." 

Frankel,'  out  of  two  hundred  and  ninety-four  cases  of  retro 
-versions  and  -tiexions,  reports  twenty-four  complete  and  lasting 
cures,  or  about  eight  per  cent.     The  length  of  time  of  wearing 

•  St.  Louis  Cour.  Med.,  1882. 

'  Obstet.  Jour,  of  Great  Britain,  1879. 
'  "  Minor  Surgical  Gynecology,"  p.  392. 

*  Zeitschrift  fur  Geb.  und  Gyn.,  1882. 
'  Cent,  flir  Gyn.,  No.  42,  1885. 
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the  pessary  varied  from  two  and  a  half  or  tliree  inontlis  to  two 
and  a  quarter  years. 

Siinger '  reports  seven  cases  of  cure  out  of  lifty-seven  cases  of 
chronic  backward  displacement,  which  ecjuals  a  little  more  than 
twelve  and  one-half  per  cent. 

In  sharp  contrast  with  these,  to  say  the  least,  rather  discour- 
aging figures  are  some  quoted  by  Dr.  Munde  from  an  article  by 
Dr.  F.  B.  "NValkins  in  the  Virginia  Medical  Montldij  of  No- 
vember, 1875.  He  reports  one  hundred  and  thirty-nine  cases  of 
retroversion,  of  which  one  hundred  and  fourteen  resulted  in 
complete  recovery  and  nine  were  partially  relieved,  only  twelve 
showing  no  improvement. 

These  five  authors  give  the  only  accurate  statistics  which  I 
have  been  able  to  find  on  this  subject. 

It  will  be  seen  from  their  study  that  where  the  number  of 
cases  treated  and  the  definite  cures  effected,  as  shown  by  re- 
peated examinations,  have  been  compared,  the  number  of  this 
latter  is  very  small.  The  only  exception  to  this  rule  is  in  the 
case  of  Dr.  Walkins'  statistics,  which  vary  so  markedly  from 
those  of  all  other  observers  that  I  am  forced  to  the  conclusion 
that  his  standard  of  cure  is  not  so  strict  as  in  the  case  of  the 
other  observers. 

In  fact,  after  a  careful  study  of  his  original  article,  I  cannot 
anywhere  find  that  he  exactly  defines  what  he  means  by  com- 
plete recovery ;  at  least  he  nowhere  states  anything  with  regard 
to  the  removal  of  the  pessary  and  the  ability  of  the  uterus  to 
maintain  its  normal  position  without  any  artificial  support. 

It  is  therefore  fair  to  infer  that  by  "complete  cure"  he 
means  the  rectification  of  the  malposition  and  the  maintenance 
of  the  uterus  by  a  pessary  which  relieves  symptoms  and  is  com- 
fortably borne. 

I  have  therefore,  felt  justified  in  disregarding  his  figures  in 
the  conclusions  which  I  draw  in  this  paper. 

To  satisfy  myself  in  regard  to  the  percentage  of  cures  in  my 
own  cases,  I  have  gone  over  my  records  and  taken  the  last  fifty- 
five  cases  of  simple  retro  -version  or  -flexion  of  the  uterus  which 
I  have  treated  with  a  pessary.  I  have  of  course  excluded  all 
cases  with  adhesions,  and  cases  which  remained  under  treatment 
too  short  a  time  to  enable  me  to  form  any  opinion  as  to  cure.  I 
have  also  thrown  out  of  the  consideration  five  recent  cases,  still 
'  Cent,  fur  Gyn.,  No.  42,  1886. 
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wearinoj  pessaries,  but  in  wliose  case  no  attempt  lias  been  made 
to  dispense  with  the  support.  That  leaves  fifty  cases  wliich 
may  properly  be  considered. 

Of  these  fifty  cases  there  are  ten  which  are  cured  in  the  sense 
that  the  uterus  remains  in  its  normal  position  without  a  support, 
as  has  been  demonstrated  by  frequent  examinations.  There  is 
one  nuire  in  whicli  I  am  confident  that  the  uterus  would  remain 
forward  without  a  support — in  fact,  the  pessary  has  been  out 
for  a  short  time,  but  the  patient  feels  safer  with  it  in,  and  it  is 
allowed  to  remain. 

There  are  nine  other  patients  who  liave  worn  a  pessary  for 
a  while  with  benefit;  it  has  then  been  removed  for  various 
reasons,  and  though  the  disjilacement  has  returned  and  persists, 
yet  the  patients  are  practically  well  of  the  symptoms  which  led 
them  to  consult  me.  These  I  call  symptomatically  cured  ;  and 
I  desire  to  call  especial  attention  to  this  class,  because  it  empha- 
sizes the  fact,  which  I  am  inclined  to  think  is  often  lost  sight 
of,  tliat  a  retroversion  may  exist  without  symptoms  whicli  are 
of  sufficient  gravity  to  lead  the  patient  to  seek  advice. 

The  remaining  thirty-one  are  unable  to  give  up  the  use  of 
their  supports  without  a  return  of  the  displacement  with  its 
symptoms,  and  have  been  wearing  pessaries  for  a  length  of  time 
varying  from  one  to  ten  years. 

My  statistics  give  twenty  per  cent  of  absolute  cures.  This  is 
a  rather  better  showing  than  the  other  statistics  reported,  but  is, 
I  imagine,  less  than  would  generally  be  supposed  to  be  the  case. 

To  sum  up  the  results  of  the  several  observers,  as  far  as  they 
have  been  accurately  given,  we  have : 


Author. 

Cases  treated. 

Cured. 

Miinde 

127 

56  • 
294 

57 

50 

584 

7 

Lohlein 

4 

Frilnkel    

24 

SiiDger 

7 

Davenport 

10 

Total 

52 

That  is,  a  little  over  eleven  per  cent  of  all  cases  treated  were 
cured. 

If  our  interpretation  of  cure  is  not  so  strict,  and  if,  as  I  think 
we  have   a  right,  we  are  willing  to  include  in   our  favorable 
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judgment  of  tlie  value  of  the  pessary  those  cases  wliere  symp- 
toms have  been  relieved  by  the  use  of  the  pessary,  though  the 
displacement  has  returned,  our  results  will  be  more  favorable. 
Thus,  in  my  cases,  nine,  or  eighteen  per  cent,  are  practically  well, 
though  the  uterus  is  still  retroverted  ;  these  should,  I  think,  be 
added  to  the  credit  of  the  pessary.  Very  likely  a  somewhat 
similar  proportion  of  relative  cures  would  be  found  l)y  other 
observers. 

But  even  with  the  most  favorable  interpretation  there  re- 
mains the  fact  that  at  least  seventy-five  per  cent  of  backward 
displacements  are  dependent  upon  the  pessary  for  relief  of 
symptoms,  and  patients  are  obliged  to  wear  it  continuously  or 
suffer. 

It  is  interesting  to  inquire  how  long  in  the  cured  cases  the 
pessary  was  worn.  One  patient  wore  her  pessary  for  nine 
years,  one  attempt  having  been  made  within  that  time  to  go 
without  it  and  failed  ;  one  was  cured  only  at  the  end  of  three 
years  ;  one  at  two  and  one-half  years  ;  one  in  one  and  one-half 
years;  four  after  wearing  it  a  year ;  and  two  for  a  period  of  less 
than  a  year. 

Of  the  cases  which  were  symptomatically  cured,  one  wore  her 
pessary  six  years  ;  two,  four  years ;  one,  three  years  ;  one,  two 
and  one-half  years  ;  one,  one  and  one-half  years  ;  two,  eight 
months  ;  and  one,  six  months. 

These  tigures  seem  to  show  that,  as  a  rule,  if  a  cure  is  to  be 
expected  it  will  occur  after  a  comparatively  short  use  of  the 
pessary.  Thus  of  the  ten  absolutely  cured  cases,  seven  wore  the 
support  a  year  and  a  half  or  less  ;  of  the  nine  symptomatically 
cured,  four. 

There  is,  I  think,  an  opinion  among  gynecologists  that  if  a 
retro  -version  or  -flexion  is  associated  with  a  laceration  of  the 
cervix  or  perineum,  or  both,  the  repair  of  these  lesions  will 
favor  a  restoration  of  the  uterus  to  its  normal  position  and  will 
do  away  with  the  necessity  of  a  pessary.  Eight  of  my  cases  had 
trachelorrhaphy  and  perineorrhaphy  done ;  in  one  there  was  a 
complete  cure,  in  three  symptomatic  cure,  and  in  four  the  pes- 
sary has  still  to  be  worn.  In  one  case  where  trachelorrhaphy 
alone  was  done  complete  cure  resulted.  The  influence  of  opera- 
tion is  therefore  slight. 

It  would  be  interesting  to  know  whether  the  length  of  time 
which  the  displacement  has  existed  has  any  bearing  on  the  pos- 
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sibility  of  cure,  l)ut  that  is  obviously  impossible  to  find  out. 
Such  displacements  occur  so  insidiously,  and  probably  often  are 
present  so  long  without  causing  symptoms,  that  no  reliable  de- 
ductions can  be  drawn. 

My  opinion,  however,  reasoning  on  general  principles,  and 
from  my  general  impression  of  the  history  of  the  cases,  is  that 
the  shorter  time  a  displacement  has  lasted  the  more  sure  and 
quicker  is  the  cure,  other  things  being  equal. 

In  the  light  of  these  figures,  which,  in  view  of  the  variety  of 
observers  and  the  careful  analysis  of  the  cases,  may  be  considered 
as  substantially  representing  the  results  of  the  treatment  of 
backward  displacements  by  a  pessary,  the  question  arises,  In 
what  way  are  we  to  modify,  if  at  all,  our  prognosis  and  treat- 
ment { 

As  regards  the  former,  we  certainly  cannot  hold  out  any  very 
flattering  prospects  of  certain  or  speedy  cure.  The  best  that  we 
can  soy  to  our  patients  is  that  the  use  of  a  pessary  is  followed  by 
complete  or  partial  cure  in  not  more  than  a  quarter  of  the  cases ; 
that  there  is  every  probability  that  the  pessary,  while  Avorn,  will 
relieve  symptoms ;  that  if  a  cure  is  effected  it  will  probably  be 
within  a  year  or  a  year  and  a  half,  and  that  if  then  there  is  no 
prospect  of  their  being  able  to  go  without  support  the  choice  will 
lie  between  a  continuous  wearing  of  the  pessary  and  the  Alexan- 
der operation. 

In  view  of  this  statement  of  the  ultimate  results  of  the  use  of 
pessaries  in  backward  displacements,  what  field  does  it  leave  for 
the  operation  of  shortening  the  round  ligaments?  In  my  opinion 
a  very  small  one. 

The  twenty-live  per  cent  in  which  we  may  confidently  expect 
a  cure  will  certainly  not  prefer  an  operation  which  is  itself  not 
sure  in  its  results.  Of  the  remaining  seventy-five  per  cent,  at 
least  five-sixths  will  be  able  to  wear  a  pessary  comfortably ;  and 
in  my  experience  very  few  women  who  can  be  made  comfortable 
with  a  support  will  choose  to  undergo  an  operation,  even  though 
they  realize  that  they  may  have  to  wear  the  pessary  indefinitely. 
I  say  "  choose  an  operation,"  because  I  do  not  think  that  there  are 
any  such  radical  objections  to  the  use  of  a  pessary  as  would  justify 
us  in  advising  or  urging  the  operation.  Should  we  do  so  our 
patients  would  undoubtedly  submit,  such  is  their  confidence 
in  our  judgment.  Bat  I  believe  it  is  right  to  give  them  the 
choice. 
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There  remain,  then,  as  appropriate  cases  for  tiie  Alexander- 
Adams  operation  the  very  few  cases  which  cannot  tolerate  a 
support;  a  fraction  of  those  who  can,  hut  who  prefer  an  opera- 
tion; the  occasional  case  of  a  virgin  with  an  intact  hymen  who 
is  suffering  from  an  uncomplicated  hackward  displacement,  and 
where  no  vaginal  treatment  should  be  attempted  ;  and  as  a  sup- 
plemsntary  operation  to  trachelorrhaphy  and  perineorrhaphy  in 
cases  of  lacerations  accompanied  with  retroversion  and  prolapse. 

If  these  various  indications  are  strictly  adhered  to,  I  do  not 
believe  that  the  percentage  of  cases  of  backward  displacements 
of  the  uterus  for  which  the  Alexander  operation  should  be  ad- 
vised would  reach  ten  per  cent,  perhaps  not  be  more  than  live. 

I  would  sum  the  matter  up  in  the  following  propositions,  viz.: 

1.  In  cases  of  uncomplicated  retroversion  or  retroflexion  of 
the  uterus  the  choice  of  treatment  lies  between  shortening  the 
round  ligaments  and  the  wearing  of  a  pessary. 

2.  A  cure,  either  anatomical  and  symptomatic,  or  symptomatic 
alone,  may  be  confidently  expected  from  the  use  of  a  pessary  in 
about  twenty-five  per  cent  of  all  cases. 

3.  "Where  a  cure  is  effected  it  is  usually  within  a  year  or  a 
year  and  a  half  after  the  beginning  of  treatment. 

4.  A  large  proportion  of  those  not  cured  can  wear  a  pessary 
without  discomfort  and  do  not  wish  an  operation. 

5.  The  operation  for  shortening  the  round  ligaments  should 
be  limited  to  those  cases  where  a  pessary  cannot  be  worn,  to 
those  who  prefer  it  to  wearing  a  support  for  years,  to  cases 
where  vaginal  treatment  is  inappropriate,  and  as  supplementary 
to  other  operations. 
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Meeting  of  April  20th,  189i. 
The  President,  Febnand  Henrotin,  M.D.,  in  the  Chair. 

IN   MEMORIAM, 
CHARLES  WARRINGTON  EARLE,   A.M.,   M.D. 

Boryi  1845  ;  died  1893. 
ABSTRACT    OF   ADDRESS   BY    DR.    HENRY'   T.    BYFORD. 

Charles  Warrington  Earle  was  born  April  2d,  1845,  at  West- 
ford,  Vermont.     At  the  age   of  16   he  enlisted  in  the  Union 
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army  in  the  "War  of  tlie  Rchellion  as  a  common  soldier.  He 
was,  however,  soon  disabled  and  sent  home.  AVhen  scarcely 
recovered  from  his  illness  he  organized  a  company  of  recruits, 
but  upon  presenting  his  company  to  the  recruiting  officers  the 
boy  was  rejected  as  physically  unlit  for  the  campaign.  Upon 
the  urgent  solicitation  of  his  comrades,  however,  he  was  per- 
mitted to  accompany  them  as  orderly  sergeant,  and  was  soon 
made  lieutenant.  In  the  battle  of  Chickamauga,  Lieutenant 
Earle  was  in  coinmand  of  Company  C  of  his  regiment.  He 
led  forty-five  men  into  battle,  and  came  out  with  only  ten.  It 
statuls  recorded  of  him  in  this  engagement  that  '*  he  stood  by 
the  colors  throughout  the  light,  and  though  all  but  two  of  the 
color  guard  were  killed  or  wounded  and  the  colors  cut  to 
pieces,  he  faltered  not  an  instant."  He  was  taken  prisoner 
soon  afterward,  and  spent  four  mouths  in  Libbey  prison.  He 
escaped  through  the  famous  underground  tunnel,  and  wandered 
six  winter  niglits  through  the  swamps  until  he  finally  reached 
the  Union  lines  in  an  , exhausted  and  starving  condition,  almost 
carrving  a  friend  whose  mind  had  already  begun  to  show  signs 
of  serious  derangement.  He  then  made  a  flying  trip  home,  but 
hastened  back  to  engage  with  the  remnant  of  his  faithful  com- 
pany in  mau}^  battles.  He  was  made  captain,  as  a  reward  for 
personal  bravery,  at  the  age  of  only  20.  At  the  close  of  the  war 
he  entered  Beloit  College,  and  in  four  years  completed  a  six 
years'  course  of  study. 

He  then  entered  the  Chicago  Medical  College,  and  graduated 
with  honors  in  1870.  He  commenced  practice  at  once  in  Chi- 
cago, and  always  served  his  profession  with  the  energy  which 
characterized  his  military  life.  He  was  married  in  1871  to  Miss 
Fanu}"  L.  Bundy,  of  Beloit,  Wisconsin,  who  with  two  children 
survives  him.  He  at  once  became  a  member  and  devoted  much 
of  his  time  to  the  local  medical  societies,  most  of  which  he 
served  as  secretary  or  president.  For  seventeen  years  he  was 
attending  physician  to  the  Wasiiingtonian  Home,  and  latterly 
was  attending  physician  to  the  "Wesley  Hospital.  He  was  one 
of  the  founders  of  the  Woman's  Medical  College  and  the  College 
of  Physicians  and  Surgeons  of  Chicago.  At  the  time  of  his 
death  he  was  dean  and  professor  of  diseases  of  children  in  the 
former,  and  president,  treasurer,  and  professor  of  obstetrics  in 
the  latter.  He  was  also  professor  of  obstetrics  in  the  Post- 
Gradiuite  ^fedical  School,  and  president  of  the  Chicago  Medical 
Society.  He  was  a  charter  member  of  the  American  Pediatric 
Society  and  of  the  Chicago  Medico-Legal  Society,  member  of 
the  British  Medical  Association,  Illinois  State  Medical  Society, 
and  Chicago  Pathological  Society.  He  was  one  of  the  founders 
and  former  presidents  of  this  Society. 

Dr.  Earle  was  a  prolific  writer.  He  wrote  much  for  medical 
journals,  and  was  one  of  the  authors  in  Keating's  "  Cyclopedia 
of  Diseases  of  Children."     "When  seized  with  his  fatal  illness  he 
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was  preparinoj  a  section  for  the  "  Aiuericaii  Text  Book  of  Dis- 
eases of  Ciiildreii,"  and  had  promised  to  write  for  the  "American 
Text  Book  of  Obstetrics." 

Outside  of  his  profession  lie  was  popular  and  prominent.  He 
was  a  member  of  the  Loyal  Legion,  the  Illinois  Club,  the  Lin- 
coln Club,  and  the  Irving  Literary  Society,  Dr.  Earle  wrote 
notable  essays  on  temperance,  education,  military  themes,  and 
other  general  topics.  He  was  passionately  fond  of  music  and  a 
good  singer.  He  was  a  favorite  after-dinner  orator.  He  ])0S- 
sessed  a  ccjmmanding,  almost  colossal  iigure,  a  handsome  face, 
a  powerful  intellect,  a  magnetic  temperament,  and  a  voice  whose 
sonorous  and  sjnnpathetic  vibrations  commanded  attention  and 
made  friends.  He  took  no  vacations,  and  worked  almost  inces- 
santly, notwithstanding  the  urgent  and  constant  appeals  made 
by  his  wife  and  friends.  But  the  limit  of  physical  endurance 
was  reached  on  October  20th,  1893,  when  he  was  taken  ill  with 
spinal  meningitis.  Cerebral  symptoms  soon  developed,  and  he 
died  on  JSTovember  lOtli.  He  seemed  to  be  always  cheerful  and 
happy.  He  often  gave  money  to  poor  patients.  He  also  gave 
freely  to  all  charitable  institutions.  He  had  hoped  to  establish 
a  hospital  for  children,  and  had  in  preparation  a  book  on  dis- 
eases of  children. 

Dr.  a,  H.  Foster. — I  desire  to  touch  upon  a  few  salient 
points  in  the  professional  life  of  Dr.  Earle,  illustrating  his  zeal, 
labor,  and  success.  In  the  medical  societies  he  encouraged 
cordial,  fraternal  relations  among  their  members  and  the  dis- 
semination of  practical  knowledge  in  the  profession,  and  appre- 
ciated the  power  of  societies  for  public  good,  either  through 
individual  effort  or  by  united  influence  upon  special  legislation. 

My  acquaintance  with  Dr.  Earle  dates  from  his  graduation. 
During  his  entire  professional  career  he  was  aggressively  active, 
never  daunted,  always  hopeful.  He  had  an  exceptionally  large 
circle  of  friends,  and  few  enemies  notwithstanding  his  pro- 
nounced and  outspoken  opinions.  He  was  a  horn  fighter  of 
disease,  and  was  as  anxious  and  determined  to  exterminate  it  as 
he  was  to  overcome  any  other  obstacle.  He  was  the  ideal  rep- 
resentative family  physician.  Dr.  Earle  was  thoroughly  prac- 
tical in  his  teaching  ;  he  practised  what  he  taught,  and  taught 
what  he  practised.  He  did  not  pretend  to  be  a  classical  and 
learned  professor,  but  he  instilled  into  his  students  all  that  he 
knew  of  the  subject  he  was  teaching.  He  was  seen  at  his  best 
in  the  treatment  of  diseases  of  children. 

Our  lamented  friend  was  taken  from  us  in  the  full  vigor  of 
mental  and  physical  activity.  With  a  slower  pace  we  can  but 
believe  that  the  possibilities  of  his  future  would  have  been  more 
full  and  more  complete. 

Dr.  John  Bartlett.— "  This  man  was  of  a  remarkably  vigor- 
ous constitution.  He  was  the  talk  of  the  whole  country.  He 
had  a  very  great  extent  of  medical  practice.     Called  up  all  the 
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nights  in  the  week  attending  midwifery  cases,  and  riding  more 
miles  in  a  day  tlian  a  ]>ost-boy,  and  never  did  anything  appear 
to  make  liini  siek  or  sorry  till  he  arrived  at  the  age  of  about  50 
years.  Then  he  seemed  to  be  ill.  But  he  still  went  on  in  his 
old  habits  and  active  employment  till  he  was  seized  with  [a  fatal 
illness].'"  These,  Mr.  President,  are  not  the  words  of  one  of 
our  colleagues  referring  to  our  lamented  Fellow.  They  were 
uttered  nearly  a  century  ago,  concerning  a  medical  friend  of  his, 
by  John  Abernethy.  Yet  when  my  eye  first  fell  upon  these 
lines,  some  years  since,  I  felt  for  that  medical  friend  of  the 
great  English  surgeon  an  admiration  and  a  kind  of  sym])athy. 
For  the  wonderfully  enduring  physician  so  graphically  pictured 
struck  me  at  once  as  but  the  archetype  of  a  colleague  then 
working  with  us.  The  noble  worker  described  by  Abernethy 
was  but  a  prototype  of  our  Charles  Warrington  Earle. 

It  was  the  force,  the  energy,  the  zeal,  the  tireless  industry  of 
this  powerful  man  that  attracted  our  attention ;  it  was  his  genial 
nature  and  his  kindly  spirit  that  aroused  our  esteem  ;  it  was  his 
devoted  friendship  that  won  our  affection. 

In  the  life  of  mankind  the  one  most  dreadful  circumstance  is 
the  death  of  our  friends.  Apart  from  the  hope  that  we  shall 
meet  again,  there  is  this  cheering  consideration  :  for  us,  for 
our  individualities,  the  departed  have  not  lived  in  vain.  We 
have  in  some  sort  become  one  in  spirit  with  them.  By  a 
species  of  what  one  might  call  j)Si/chic  inchiction  their  virtues, 
their  excellencies,  have  permanently  impressed  us.  Their  lives 
have  in  a  manner  indelibly  marked  our  own.  We  have  all,  as 
I  tirmly  believe,  more  strength,  more  ardor,  more  kindliness 
because  of  the  association  with  which  we  have  been  favored  in 
our  relation  to  our  late  colleague,  of  whom  memorial  words 
have  been  so  sadly  spoken  to-night. 

Dr.  D.  It.  Brower  (present  by  invitation). — One  feature  of 
Dr.  Earle's  life  has  always  intensely  impressed  me — that  is, 
while  he  was  a  man  of  tremendous  physique,  strong  as  a  lion, 
yet  he  was  as  gentle  as  a  lamb.  He  certainly  equalled  or  sur- 
passed in  the  immensity  of  his  labors  and  the  unreasonableness 
of  his  work  Abernethy's  friend,  to  whom  Dr.  Bartlett  has 
referred.  He  was  most  unkind,  most  ungenerous  to  himself. 
The  large  number  of  recent  deaths  amoni;  the  medical  men  of 
this  city  from  overwork  should  admonish  us  to  take  needed  rest 
and  recreation.  The  loss  to  this  community  of  a  man  so  able 
and  so  rich  in  experience  as  Dr.  Earle  is  irreparable. 

Dr.  E.  J.  DoKRiNG. — I  can  indorse  most  earnestly  the  senti- 
ments uttered  to-night.  I  certainly  never  knew  a  more  gene- 
rous, gentle,  and  kind-hearted  man  than  Dr.  Earle.  His  very 
presence  was  an  inspiration,  his  genial  and  cordial  greeting 
made  us  all  feel  at  home,  and  I  feel  that  in  his  death  we 
have  sustained  a  loss  we  never  can  fill,  and  that  we  shall 
always  treasure  and  cherish  his  memory  as  long  as  life  lasts. 
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Dr.  H.  p.  Kewman. — Dr.  Earle  was  an  indefatii^ablc  worker. 
He  was  a  master  of  detail,  and  there  was  seemingly  no  limit  to 
the  work  which  he  did.  He  was  a  phenomenon  of  physical 
endurance,  but  even  his  notable  physique  and  magnificent  con- 
stitution could  not  always  withstand  the  tax  he  put  ujion  them. 
Many  times,  when  urged  to  take  a  vacation,  he  replied  that  he 
could  not  conscientiously  leave  his  practice,  and  it  is  generally 
conceded  that  persistent  and  unremitting  labor  hastened  his 
death. 

Carlyle  said :  "  All  true  work  is  sacred.  In  all  true  work, 
were  it  but  true  hard  labor,  there  is  something  of  divineness." 
Then  Dr.  Earle  lived  truly,  and,  dying  in  the  midst  of  his  labors, 
made  a  fitting  close  to  his  active  and  unselfish  life. 

"  He  was  a  large  man.  When  he  came  among  us  the  view 
enlarged;  the  very  streets  seemed  broader  and  the  houses 
bigger ;  the  horizon  widened  and  the  stars  shone  with  a  fuller 
lustre." 

His  cheerfulness  was  contagious,  and  his  hopefulness  made 
one  feel  that  life  and  its  problems  might,  after  all,  be  less  hard 
than  some  would  have  us  believe. 

The  President. — I  knew  Dr.  Earle  well.  When  we  recall 
the  recent  deaths  of  five  men  who  have  been  presidents  of  this 
Society — Byford,  Parkes,  Knox,  Jackson,  and  Earle— three  of 
whom  virtually  died  from  overwork,  we  can  realize  the  caution 
just  given  by  Dr.  Brower.  No  one  who  knew  Dr.  Earle  could 
fail  to  indorse  the  great  regard  all  had  for  his  personal  charac- 
teristics. There  are  few  men  whose  geniality  and  personality 
inspired  such  confidence  and  affection  as  did  these  (pialities  in 
him  who  has  gone  from  us.  I  naver  can  cease  to  admire  the 
great  care  he  took  of  his  poor  patients.  He  was  a  true  man  in 
his  allegiance  to  the  poor. 
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SECTION  ON  OBSTETRICS  AND  GYNECOLOGY. 


Stated  Meeting,  21ay  Uth,  1894. 
Malcolm  McLean,  M.D.,  Chairman. 

DECAPITATION    BY    TRACTION    UPON   THE    BODY    OF    THE    CHILD. 

Dr.  E.  a.  Ayers  presented  a  decapitated  infant,  the  decapita- 
tion having  been  the  result  of  traction  upon  the  body.  He  was 
not  present  at  the  case  himself,  but  his  assistant  was  called  in 
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Lis  absence  and  extracted  the  head.  He  was  told  by  the  phy- 
sician in  attendance  that  the  mother,  24  years  old,  had  been 
delivered  of  a  still-born  child,  weighino:  seventeen  pounds  and  a 
half,  about  eiujhteen  nioiitlis  before.  Iler  last  labor  had  lasted 
twenty-four  hours,  and  the  doctor  in  attendance,  iinding  a  trans- 
verse jireseiitation,  the  rijrht  arm  ])resentin<2:,  performed  podalic 
version  and  manaij;ed  to  extract  the  breech,  dorsum  anterior ;  but, 
bein«2:  unable  to  brin^  the  head  down,  he  made  traction  on  the 
shoulders ;  and  still  not  succeedintr,  called  in  the  assistance  of  the 
husl)and,  with  the  result  that  the  body  was  extracted  and  the  head 
left  beliind.  The  woman  lost  considerable  blood,  but  was  resusci- 
tated, wlien  his  assistant  arrived,  by  saline  infusion,  after  which 
the  head  was  turned,  perforated,  and  extracted  l)y  forceps.  Dr. 
Ayers  tliou<iht  the  case  was  of  some  interest  in  showing  that 
there  were  limitations  to  safety  in  traction  by  the  breech,  and 
said  the  proper  thing  to  have  done  in  the  case  would  have  been 
to  apply  the  forcejis  to  the  after-coming  head. 

MALFORMATION    OF   THE   FEMALE   GENITAL    ORGANS. 

Dr.  Ayers  also  presented  a  specimen,  belonging  to  the  Syra- 
cuse University,  of  arrested  development  of  tlie  female  genital 
organs.  It  showed  double  and  very  incomplete  formation  of 
the  uterus,  double  vagina,  and  lack  of  fusion  of  Miiller's  ducts 
to  the  fundus.  He  believed  there  had  also  been  imperforate 
anus. 

The  Chairman  (Dr.  McLean)  did  not  agree  with  the  remark 
made  by  Dr.  Ayers  in  relation  to  the  case  of  decapitation,  that 
of  course  the  proper  tiling  would  have  been  to  apply  the  for- 
ceps to  the  after-coming  head.  He  had  never  yet  found  it 
necessary  to  apply  the  forceps  in  this  class  of  cases,  but  brought 
the  arms  down  while  making  no  traction  whatever,  then  con- 
trolled flexion  of  the  head  and  delivered.  Out  of  thirty-three 
cases  there  had  been  no  deaths. 

fibroid    TUMOR   OF   THE    UTERUS ;    HYSTERECTOMY    BY   THE 
author's   METHOD. 

Dr.  J.  R.  GoFFE  presented  a  round  fibroid  tumor  of  the  ute- 
rus, weighing  five  pounds,  which  he  had  removed  the  day  be- 
fore l)y  the  method  described  by  liim  about  six  years  ago  and 
modified  since,  treating  the  stump  intrapelvic  but  extraperi- 
toneal. He  had  operated  seven  times  by  the  original  method, 
four  by  the  modified  method.  The  modified  method  trans- 
ferred the  ligature  from  the  cervix,  as  he  had  originally  applied 
it,  to  the  uterine  arteries  in  the  broad  ligaments.  This  he  re- 
garded as  an  improvement,  and  he  had  adopted  it ;  but  he  did 
not  think  it  justified  the  claim  of  a  new  operation.  Done  in 
that  way  the  operation  was  almost  l)loodless,  this  patient  having 
lost  less  than  an  ounce.     The  broad  ligament  was  ligated  twice 
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on  both  sides,  then  cut  down  to  that  point;  then  elliptical  in- 
cisions were  made  over  the  anterior  and  posterior  faces  of  the 
tumor  ;  the  peritoneum  was  stripped  down  for  flaps  ;  the  ute- 
rine arteries  felt  inside  the  flap  were  lio;ated  ;  the  tumor  was  cut 
away  at  the  internal  os  ;  the  two  flaps  were  brou<,dit  to<;cther 
and  stitched  across  the  top  of  tlie  stunij).  In  his  later  cases  he 
had  tirst  curetted  the  cervix,  packed  it  with  iodoform  gauze  into 
the  uterus,  and,  after  the  latter  had  been  removed  with  the 
tumor,  he  applied  pure  carbolic  acid  to  the  interior  of  the  cervix. 
This  obviated  suppuration,  and  the  patients  went  on  to  make  a 
perfectly  smooth  recovery. 

Dr.  Janvrin  said  he  had  performed  this  operation  and  assisted 
Dr.  Goiie  several  times,  and  thought  it  was  easier  than  total 
extirpation  of  the  uterus,  although  in  certain  conditions  total 
extirpation  was  necessary.  The  essential  point  in  the  operation 
as  originally  performed,  and  as  modified  by  placing  the  ligature 
•upon  the  broad  ligament,  consisted  in  its  being  an  intrapelvic 
procedure,  and  therefore  credit  for  priority  rested  with  Dr. 
Goffe,  who  first  reported  a  case  in  1888. 

Dr.  Jarman  made  some  remarks,  expressing  preference  for 
total  extirpation,  to  which  Dr.  Goffe  briefly  replied. 

lymphosarcoma    of    the    UTERUS. 

Dr.  J.  E.  Janvkin  presented  a  uterus,  the  seat  of  lympho- 
sarcoma, which,  notwithstanding  its  large  size,  he  had  removed 
by  vaginal  hysterectomy  a  week  ago.  It  measured  six  and  a 
fourth  by  four  and  an  eighth  by  three  and  a  fourth  inches.  He 
had  first  seen  the  patient  three  years  before,  when  excessive 
menstruation  was  attributed  to  fibroids.  The  uterus  was  cu- 
retted from  time  to  time  until  last  November,  when  he  urged 
more  strongly  hysterectomy,  as  the  jjathologist  pronounced  the 
disease  to  be  on  the  border  line  of  sarcoma.  Consent  was  ob- 
tained, however,  only  recently,  after  a  very  severe  hemorrhage. 
The  pelvis  was  very  large,  hence  vaginal  hysterectomy  instead  of 
fiuj^rapubic  hysterectomy  was  undertaken,  and  was  carried  out 
without  difficulty.  One  mishap  occurred  which  nearly  cost  the 
patient's  life.  While  making  traction  upon  the  tumor  the  liga- 
tures on  the  right  broad  ligament  slipped,  although  they  had 
been  tied  tightly,  and  a  large  quantity  of  blood  escaped  during 
the  short  time  Dr.  Goflie,  "who  was  assisting  him,  required^  to 
grasp  the  structures  in  his  fingers.  Forceps  were  then  apjilied. 
The  patient  was  making  a  satisfactory  recovery.  The  specimen 
was  an  adenosarcoma  degenerating  into  lymphosarcoma,  the 
degeneration  having  been  going  on,  he  thought,  at  least  a  year. 

Dr.  W.  Evelyn  Porter  thought  that  in  cases  of  uterine 
growths,  with  recurrent  hemorrhages  not  checked  by  curette- 
ment,  the  uterus  should  be  removed,  even  though  the  patho- 
logist's report  did  not  point  distinctly  to  malignancy. 
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Dr.  W.  E.  Ayers  described  the  ligature  fastener  wliicb  he  had  1 

invented  and  found  so  nseful  in  tightening  ligatures   around  ' 

pedicles  and  vessels  inaccessible  to  the  fingers.  No  doubt  it 
would  have  prevented  the  accident  in  Dr.  Janvrin's  case,  which 
came  so  near  costing  the  patient's  life. 

Dr.  Bernard  Gordon  exhibited  a  pair  of  scissors  which  he 
had  devised  for  use  in  stenosis  of  the  cervix  causing  sterility. 

SLOUGHING   OF   THE   VAGINA    FROM    USE    OF    TINCTURE   OF   CHLORIDE 

OF    IRON. 

Dr.  Nammack  related  a  case  of  dangerous  sloughing  of  the 
vagina  which  had  been  caused  by  a  doctor  introducing  four 
ounces  of  the  tincture  of  chloride  of  iron  on  cotton  to  check 
hemorrhage  in  abortion.  The  case  showed  that,  notwithstanding 
so  general  condemnation  of  iron  preparations  by  good  practi- 
tioners in  the  control  of  uterine  hemorrhage,  they  continued  to 
be  used  by  those  not  acquainted  with  their  danger. 

CONGENITAL   ANNULAR   STENOSIS    OF   THE   VAGINA;    IMPROVED 
METHOD   OF   OPERATING. 

Dr.  II.  X.  YiNEBERG  read  a  paper  upon  this  subject.  The 
total  number  of  cases  of  congenital  annular  stenosis  of  the  va- 
gina which  he  had  found  recorded  was  only  six,  and,  adding  the 
two  cases  which  he  had  to  report,  the  number  was  brought  up 
to  eight.  lie  believed,  however,  that  the  condition  occurred 
oftener  than  these  figures  would  indicate.  It  was  found  usually 
when  examining  for  other  conditions — for  difficult  coitus,  or 
during  labor. 

His  first  case  was  in  an  unmarried  girl  of  17,  seen  in  March, 
1893,  who  gave  a  history  of  a  vaginal  discharge  at  the  age  of  5, 
again  at  7  and  at  12  years.  The  physician  made  light  of  it,  and 
it  disappeared.  Menstruation  1)egan  at  l-I  and  was  regular  and 
painless.  The  past  six  months  she  had  complained  of  backache, 
pains  in  the  groins,  etc.,  and  on  examination  Dr.  Vineberg  found 
the  annular  ring  in  the  vagina  about  two-thirds  up  and  admitting 
a  finger.  There  was  no  evidence  of  cicatricial  tissue.  There 
was  retrodisplacement  of  the  uterus.  He  performed  the  cus- 
tomary operation  in  this  case,  cutting  into  the  ring  and  dilating 
it,  and  packing  with  gauze. 

The  second  patient  was  22  years  of  age,  married.  Intercourse 
painful  to  wife  and  unsatisfactory  to  husband  because  of  an 
obstacle  in  the  way.  In  this  patient  and  the  former  the  external 
genitals  were  normal.  Examination  revealed  a  circular  constric- 
tion at  the  upper  third  of  the  vagina,  large  enough  to  admit  the 
index  finger.  In  this  case  Dr.  Vineberg  excised  the  ring  two- 
thirds  it^  circumference  with  the  scissors,  and  introduced  stitches 
of  catgut.     The  small  portion  anteriorly,  which  was  found  not 
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excised,  disappeared  spontaneously.     Intercourse  ceased   to   he 
painful. 

Dr.  Vineberg  would  recommend  in  similar  cases  excision  of 
the  circular  membrane  and  running  suture  of  the  cut  surface 
along  the  mucous  membrane,  in  jireforence  to  the  crucial  in- 
cision. He  thought  that  in  both  of  iiis  cases  the  condition  was 
congenital,  and  not  due  to  diphtlieritic  or  ulcerative  process. 

In  the  discussion  which  followed  Drs.  Janvrin  and  W.  E. 
Porter  thought  the  operation  suggested  by  Dr.  Vineberg  a  good 
one.  Dr.  Collyer  would  use  an  interrupted  instead  of  con- 
tinuous suture  around  the  vagina,  as  less  likely  to  cause  constric- 
tion. Dr.  Ayers  regarded  the  annular  stenosis  as  due  to  ar- 
rested development  in  utero.  Tue  CnAiRMAN  (Dr,  McLean) 
described  a  case,  reported  by  him  about  eight  years  ago,  in 
which  the  annular  stenosis  of  the  vagina,  which  was  situated  at 
least  half-way  up,  would  admit  only  a  lead  pencil.  Dr.  Gordon 
thought  there  was  likely  to  be  some  accompanying  malposition 
or  malformation  of  the  uterus.  Dr.  Yinebkrg  had  not  seen  the 
account  of  Dr.  McLean's  case.  He  saw  no  reason  why  a  con- 
tinuous suture  should  be  more  apt  to  cause  constriction  of  the 
vagina  than  an  interrupted  one. 
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Meeting  of  March  29th,  1894. 
The  President^  Wm.  H.  Taylor,  M.D.,  in  the  Chair. 

Dr.  Eufus  R.  Hall  presented  the 

REPORT  of  a  case  OF  EXTRAUTERINE  PREGNANCY. 

Mrs.  H.,  aged  25  years,  mother  of  one  child  3^  years  old,  for 
the  past  two  years  has  suffered  more  or  less  constantly  from 
some  uterine  difficulty.  During  this  same  period  her  menstru- 
ation was  profuse,  lasting  six  to  seven  days,  while  formerly  it 
lasted  from  three  to  four  days.  For  a  year  or  more  the  men- 
strual period  came  irregularly  as  to  time,  usually  coming  three 
to  live  days  too  soon,  and  occasionally  deferred  that  many  days. 
She  had  been  annoyed  by  a  vaginal  discharge  for  two  years  or 
more,  but  had  never  given  it  much  serious  thought  or  attention. 

November  17th  to  24th  she  menstruated  profusely  as  usual. 
December  17th  she  had  a  slight  discharge  of  menstrual  blood  for 
an  hour  or  so,  accompanied  with  some  pain  ;  for  the  entire  week, 
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every  day,  she  had  just  a  show.  This  slie  could  not  understand, 
and  felt  uneasy  reo^arding  her  welfare.  She  suffered  no  pain 
until  January  'id.  While  arising  from  bed  she  was  seized  with 
severe  j)ain  lasting  for  one  hour.  This  pain  was  located  in  the 
left  ovarian  region  and  extended  over  tlie  abdomen,  also  down 
her  leg  <mi  that  side.  After  the  pain  subsided  she  dressed  her- 
self and  looked  after  her  household  duties  until  the  morning  of 
-January  4th  ;  while  arising  she  had  a  recurrence  of  the  pain,  but 
8till  more  severe.  That  paroxysm  lasted  one  and  a  half  hours; 
it  was  accompanied  by  a  bloody  discharge  from  the  vagina  for 
four  or  live  days.  Dr.  C.  13.  A^an  Zant  was  called,  and  saw  her 
daily  for  three  or  four  days.  She  then  had  a  few  days  of  com- 
parative comfort  followed  by  a  recurrence  of  pain.  He  then 
suspected  ectopic  pregnancy.  On  January  17th  I  saw  the  case 
in  consultation  with  him.  At  that  time  there  could  be  distinctly 
outlined  to  the  left  of  the  uterus  a  small  mass  about  two  inches 
in  diameter,  moderately  sensitive  to  pressure.  The  uterus  was 
slightly  enlarged,  the  cervix  soft.  The  symptoms  at  this  time 
were  so  suggestive  of  ectopic  j^regnancy  that  an  operation  M'as 
thoroughly  discussed  and  the  husband  apprised  of  the  serious 
condition  of  his  wife.  At  the  second  consultation  the  following 
day  the  patient  was  so  much  better  that  we  did  not  suggest  an 
operation  ;  at  the  same  time  we  did  not  discard  from  our  own 
minds  the  probability  of  a  tubal  pregnancy.  The  patient  im- 
proved rapidly,  and  by  February  4th  she  was  able  to  he  up  and 
superintend  her  household  duties  every  day  until  the  11th,  when 
she  was  seized  with  what  she  described  as  labor  pains,  and  says 
she  passed  an  afterbirth.  She  describes  it  as  being  one-half 
inch  thick,  one  and  a  half  inches  wide,  and  about  two  and  a  half 
inches  long.  My  presumption  is  that  what  she  took  to  be  an 
afterbirth  was  a  blood  clot.  She  had  passed  the  decidua  several 
days  before.  She  lost  some  blood  for  two  or  three  days,  but, 
feeling  that  she  was  relieved  of  her  trouble,  did  not  send  for 
her  physician  until  she  was  again  seized  with  severe  pain  in  the 
left  ovarian  region.  On  February  19th  this  pain  was  still  more 
severe  than  either  of  the  former  attacks,  but  lasted  only  a  half- 
hour,  leaving  the  abdomen  sore  and  tender. 

A  few  days  after  I  again  saw  her  in  consultation  with  Dr.  Van 
Zant.  She  was  sent  to  the  Presbyterian  Hospital  for  operation. 
It  was  performed  Tuesday,  February  27th,  and  one  of  the  most 
perfect  specimens  of  tubal  pregnancy  removed  that  it  has  ever 
been  my  fortune  to  see.  AVhen  it  was  removed  the  specimen 
was  about  two  inches  long,  one  and  a  half  inches  in  diameter, 
and  somewhat  the  shape  of  a  lemon.  The  ovary  is  attached  to 
the  side  of  the  specimen,  yet  separate  and  distinct  from  the  tube. 
The  uterine  end  of  the  tube  is  "fully  a  half-inch  in  length  and 
about  normal  in  size  where  it  disappears  to  be  distended  to  form 
the  sac.  It  again  appears  at  the  fimbriated  extremity  as  a  per- 
fectly normal  tube.     Rupture  had  taken  place  some  time  before 
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the  operation,  and  the  blood  was  emptied  into  the  aI)donien. 
Evidently  the  fetus  had  died  about  the  time  of  the  first  paroxytm 
of  pain.  We  base  our  opinion  upon  the  fact  that  the  fetus  is 
about  the  size  of  three  or  four  weeks'  i^jestation,  and  if  we  jrrant 
that  she  had  a  normal  menstrual  period  in  November  and  the 
iirst  paroxysm  of  pain  caused  tlie  death  of  the  fetus,  it  would 
correspond  with  these  facts.  I  have  cut  the  specimen  open,  and 
the  membrane  and  blood  clot  in  it  show  distinctly.  Inside  them 
is  a  small  cavity  not  larger  than  a  thimble,  which  contained 
liuid  at  the  time  it  was  cut  open.  In  this  you  see  the  small 
fetus,  attached  to  the  specimen  by  the  umbilical  cord.  When  it 
was  removed  the  specimen  was  much  more  perfect  than  it  is 
now.  ^  The  case  is  interesting,  not  only  as  illustrating  the  dif- 
ficulties attending  correct  diagnosis  in  the  early  weeks  of  ectopic 
pregnancy  in  some  cases,  but  on  account  of  the  specimen  exhi- 
bited. The  patient  made  an  easy  recovery. 
Dr.  Bonifield  reported  a  case  of 

TUBAL   ABSCESS. 

I  operated  upon  this  patient  at  Christ  Hospital  two  weeks 
ago  Friday,  and  when  I  got  down  on  the  mass  the  only  thing  I 
could  see  was  two  or  three  little  cysts  filled  with  broken-down 
blood  ;  they  were  not  thicker  than  tissue  paper.  I  knew,  of 
course,  there  was  pus  somewhere,  and  expected  it  to  break  into 
the  pelvic  cavity,  and  packed  sponges  around  it  as  well  as  pos- 
sible. I  could  not  differentiate  the  ovary  and  tube,  and  so  I 
began  at  the  point  easiest,  and  much  to  my  surprise  the  whole 
mass  came  out.  The  patient  was  in  the  Trendelenburg  position. 
The  hemorrhage  was  rather  severe  for  a  time,  and  the  tissues 
were  so  friable  that  it  was  difficult  to  get  anything  to  tie.  I 
packed  with  iodoform  gauze  to  control  the  hemorrhage,  brought 
the  strips  out  through  the  lower  end  of  the  incision,  and  closed 
the  abdomen.  Her  temperature  went  down  to  99°  in  twenty- 
four  hours,  and  she  did  not  have  any  temperature  at  all  until 
the  stitches  were  removed.  On  the  fifth  day  the  gauze  was  re- 
moved. The  day  following  the  removal  of  the  stitches  there 
was  a  slight  collection  of  pus  where  the  gauze  had  been  brought 
out.  Dr.  Pool  has  examined  the  specimen,  and  states  that  it  is 
an  abscess  of  the  ovary.  The  sac  contained  fully  half  a  j^int  of 
pus,  of  a  vile  odor  from  its  proximity  to  the  rectum.  The  point 
I  want  to  make  is  that  in  these  cases,  where  one  unavoidably  rup- 
tures an  abscess  into  the  i^eritoneal  cavity,  I  am  very  much  in 
favor  of  simply  sponging  it  out  as  much  as  possible,  and  not 
pouring  water  in  to  carry  the  infection  throughout  the  cavity. 

Dr.  Giles  S.  Mitchell. — I  heartily  congratulate  Dr.  Boni- 
field on  the  successful  issue  of  his  case.  I  am  also  pleased  with 
his  remarks  on  the  in  judiciousness,  in  such  cases,  of  irrigating  the 
peritoneal  cavity  with  large   quantities   of   water.     Martin,  of 
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BtM-lin,  has  made  it  plain  that  in  any  case  where  you  have  only 
a  circuniscrihed  peritonitis,  even  though  you  are  so  unfortunate 
in  your  nianii>ulations  as  to  rupture  an  abscess  or  pus  tube  into 
the  cavity,  it  is  far  safer  to  simply  clean  it  out  with  sponges 
than  to  irrigate  the  entire  cavity,  thereby  carrying  the  infecting 
material  to  every  portion  of  tlie  peritoneum  and  in  this  way 
inviting  a  general  peritonitis.  Tlie  uninterrupted  recovery  of 
this  case  speaks  volumes  in  favor  of  the  soundness  of  the  prac- 
tice. I  dare  say  that  Dr.  Bonitield,  before  he  had  completed 
his  operation,  almost  wished  he  had  drained  the  abscess  through 
the  vagina.  That  method  of  treatment,  however,  in  this  case 
would  not  have  resulted  in  a  complete  cure. 

Dk.  Zinkk. — I  would  like  to  ask  the  doctor  if  the  abscess 
cavity  was  ruptured,  and  if  the  pus  was  in  the  peritoneal  cavity. 

Dr.  Bonifield. — It  was  not  in  the  cavity,  but  outside  ;  there 
was  some  coagulated  blood,  as  if  there  had  been  some  rupture 
before. 

Dk.  Hall. — You  ruptured  the  abscess  cavity  before  you  suc- 
ceeded in  getting  it  out,  and  emptied  the  pus  into  the  cavity? 

Dk.  Bonifield. — Yes;  it  came  out  on  my  hand  and  ran  up 
my  wrist. 

'Dr.  Zixke. — I  am  interested  in  the  report  of  this  specimen 
simply  because  of  a  remark  by  the  reporter  as  to  advisability  of 
irrigating  the  abdomen  when  we  operate  on  cases  with  pus  in 
the  peritoneal  cavity.  The  view  that  he  takes  of  the  case  may 
answer  in  cases  of  this  kind,  w^here  the  abscess  cavity  is  rup- 
tured in  the  operation  and  not  much  of  the  fluid  has  a  chance  to 
get  into  the  general  peritoneal  cavity.  If  you  take  ordinary 
care  under  those  circumstances  sponging  may  answer  the  pur- 
pose, but  even  then  I  should  doubt  if  it  is  not  better  to  irrigate 
the  cavity  with  sterilized  water.  Yesterday  afternoon  I  had 
occasion  to  operate  upon  a  case  of  peritoneal  abscess,  the  result 
of  septic  infection  as  caused  by  criminal  interference  with  the 
progress  of  pregnancy.  The  patient,  a  young  woman  about  20 
years  of  age,  single,  had  an  al)ortion  performed  upon  her 
person  some  two  weeks  ago.  Whether  the  uterine  cavity  had 
been  perforated  during  the  operation,  or  whether  it  was  sim- 
ply a  case  of  sepsis  through  the  lymphatic  channel,  I  could 
not  tell.  The  probabilities  are  that  the  uterus  was  perforated. 
The  abdomen  in  this  case  was  never  distended  to  any  great  ex- 
tent. Tlie  uterus  was  small,  but  still  contained  some  secundines, 
which  were  removed  by  the  curette  forty-eight  hours  before  the 
abdomen  was  opened.  I  preferred  to  do  the  curetting,  because 
the  abdomen  was  not  greatly  distended,  and  all  the  symptoms 
might  have  been  produced  by  septic  infection  from  absorption  in 
the  ordinary  way.  I  reasoned  this  way :  If  after  the  curetting 
the  symptoms  should  subside,  no  other  interference  would  be 
necessary  ;  if  not,  there  was  pus  in  the  cavity  to  a  certainty, 
and  opening  of  the  abdomen  was  justitiable.     As  the  patient  did. 
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grow  worse  notvvitlistandin<i;  the  curetteiiieiit,  I  opened  the  abdo- 
men forty-eiglit  hours  later.  The  ahduuien  at  this  time  was  not 
markedly  distended;  pulse  150,  teni])eratnre  Hnl)norinal.  As 
soon  as  the  abdomen  had  been  opened  very  olfensive  ])us  issued 
freely  from  the  wound.  1  made  a  very  large  incision,  fully  four 
inches  in  length,  in  order  to  be  able  to  empty  the  cavity  well. 
Pitcherfuls  of  warm,  boiled  water  were  poured  in  to  clean  the 
peritoneal  cavity  out  thoroughly.  It  is  my  opinion  that  under 
such  circumstances  we  can  do  no  harm  by  irrigation.  Sponging 
would  hardly  do  much  good.  This  patient  died,  eight  hours 
after  the  operation,  of  exhaustion. 

Dr.  Mitchell. — Dr.  Bonifield  is  to  be  congratulated  upon  the 
clever  result  obtained  in  this  case,  and  1  am  very  glad  he 
remarked  about  irrigating  the  peritoneal  cavity  in  cases  of  this 
kind. 

Dr.  Bonifield. — I  thoroughly  agree  with  Dr.  Zinke's  remarks 
about  washing  out  the  cavity.  In  the  case  he  describes  it  should 
be  washed  out;  but  when  the  pus  is  localized,  and  you  can  pre- 
vent any  but  a  very  small  portion  of  the  cavity  becoming  con- 
taminated, it  is  worse  than  useless  to  scatter  tliis  throughout  the 
cavity.  If  you  simply  sponge  it  out  as  carefully  as  you  can,  you 
can  have  only  a  localized  peritonitis.  I  think  the  water  not  only 
scatters  the  infection,  but  to  a  certain  extent  the  water  is  an 
irritant  to  the  cavity,  and  to  a  certain  extent  it  destroys  the 
power  the  peritoneum  has  of  digesting  and  destroying  germs 
and  other  foreign  substances  in  it. 

Dr.  Stark. — I  do  not  intend  saying  much  in  the  report  of 
this  case,  but  a  remark  made  by  one  of  the  previous  speakers 
forces  me  to  say  something  in  connection  with  it.  I  refer  to  the 
advisability  of  puncturing  this  sac  through  the  posterior  vaginal 
fornix.  An  inspection  would  show  it  to  be  a  true  tubo-ovarian 
abscess,  and  not  a  simple  abscess  of  the  ovary,  and  it  really  is 
being  fed  by  the  tube.  This  I  take  to  be  the  distended  tube, 
and  here  you  can  see  a  connection  with  the  tube.  And  so,  if 
you  satisfied  yourself  with  puncturing  the  abscess  of  the  ovary, 
it  would  be  only  a  short  time  when  the  abscess  would  fill  up 
again  and  you  would  have  to  resort  to  the  pi'ocedure  again. 
Therefore  I  think  the  only  thing  was  the  operation  as  per- 
formed for  the  purpose  of  getting  an  absolute  cure,  I  concur 
with  the  reporter  in  regard  to  the  irrigation  of  the  peritoneal 
cavity.  I  also  think  it  is  a  poor  plan  to  do  so  in  cases  of  this 
kind.  I  believe,  though,  for  the  purposes  of  irrigation  plain 
water  should  not  be  used,  for  the  reason  the  reporter  has  men- 
tioned, that  plain  water  is  an  irritant  to  the  peritoneal  cavity, 
and  I  am  in  the  habit  of  using  the  sterilized  salt  solution,  which 
is  perfectly  innocuous  and  does  no  harm  whatever. 
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Nineteenth  Annual  Meeting,  held  at  Washington,  May  29Tn,  30th, 

AND  31st,  1894. 


The  President^  William  T.  Lusk,  M.D.,  in  the  Chair. 

ADDRESS    OF   WELCOME. 

Dr.  II.  D.  Fry,  of  Washington,  read  a  brief  address,  extend- 
ing a  warm  welcome  to  the  Society  from  the  members  resident  in 
AVashington.  The  capital,  he  said,  was  rapidly  becomino;  a  cen- 
tral meeting  ground  for  scientific  bodies,  and  none  of  these  pos- 
sessed so  much  attraction  for  the  local  medical  profession  as  the 
Congress  of  American  Physicians  and  Surgeons,  the  different 
sections  of  which  afforded  opportunity  for  gratifying  the  tastes 
fur  every  variety  of  medical  learning.  Second  to  none  for  the 
original  and  progressive  character  of  its  contributions  was  the 
section  presided  over  by  the  American  G-yiiecological  Society. 
As  the  members  were  no  longer  strangers  to  Washington,  Dr. 
Fry  said  he  would  omit  details  of  its  attractions,  and  closed  with 
again  assuring  his  hearers  of  a  hearty  welcome. 

EXTIRPATION   OF   THE   UTERUS   IN    DISEASE   OF   THE   ADNEXA. 

The  opening  paper  upon  this  subject  was  read  by  Dr.  Baldt.^ 

Dr.  Florian  Krug,  of  New  York,  continuing  the  discussion, 
referred  to  the  abuse  of  the  Hegar-Battey  operation  after  its 
first  introduction,  the  improved  results  obtained  later  by  more 
careful  selection  of  cases,  and  said  that  while  we  are  not  content 
with  these  ultimate  results,  yet  we  must  consider  them  glorious 
when  compared  with  the  treatment  of  neglect  based  upon  the 
cellulitis  theory  of  the  cause  of  the  lesions.  Life  has  been  saved, 
to  be  sure,  but  not  so  often  has  health  been  restored  as  we  had 
expected,  the  cause  of  failure  to  symptomatically  cure  the  pa- 
tients lying  in  an  extension  of  the  intlammatory  conditions  be- 
yond the  grosser  lesions  made  manifest  by  laparatomy.  Did 
the  removal  of  these  gross  but  secondary  lesions  cut  short  the 
symptoms,  or  did  we  not,  by  limiting  our  operation  to  their  re- 
moval, leave  the  essential  and  primary  cause  of  all  the  trouble, 
the  intiaraed  uterus  and  its  nerve  centres  ?  He  unhesitatingly 
answered-,  yes. 

Careful  observation  through  some  time  showed  that  by  the  old 

'  See  original  article,  p.  28. 
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•operation  of  removal  of  tlie  appeiidafjjes  for  purulent  disea.so  few 
patients  were  cured  symptoiiiatically,  the  failure  being  due  to 
the  fact  that  we  left  the  original  and  persistent  source  of  infec- 
tion— the  uterus.  Either  the  cases  operated  upon  by  those  who 
claimed  that  the  uterus,  when  left,  was  not  a  cause  of  further 
symptoms  and  might  be  rendered  innocuous  by  mild  treatment, 
were  not  thus  cured,  or  else  the  gentlemen  making  tiiese  state- 
ments had  submitted  to  their  skill  the  most  simple  cases  as  a 
rule,  and  in  the  severe  ones  had  failed  to  observe  the  results  of 
their  work.  The  cause  of  continuance  of  distressing  symptoms 
was  the  primary  lesion  in  the  diseased  uterus ;  the  effect  of  the 
premature  and  artificial  menopause  upon  the  sympathetics ;  the 
irregular  and  delayed  involution  of  the  uterus  ;  adhesions  ;  pos- 
sibility of  repeated  infections  of  the  uterus  ;  possibility  of  ven- 
tral hernia,  owing  to  the  different  methods  of  drainage  ;  and 
many  other  lesser  lesions,  together  with  malpositions  natural  to 
the  uterus  repeatedly  inflamed  and  deprived  of  its  natural  sup- 
ports. 

Dr.  Krug's  experience  with  removal  of  the  uterus  in  cancer 
having  been  so  much  more  favorable,  so  far  as  concerned  symp- 
tomatic cure,  than  had  removal  of  the  appendages  alone  in  puru- 
lent disease,  led  him  to  consider  the  question,  why  not  do 
hysterectomy  in  all  cases  where  it  became  necessary  to  take  out 
the  adnexa?  Before  having  made  up  his  mind  as  to  the  uniform 
application  of  this  idea  he  operated  once  in  1890,  not  again 
until  1892,  and  afterward  operated  in  some  cases  by  the  old 
method,  in  others  by  the  more  radical  one.  He  was  thus  en- 
abled to  compare  the  results  in  the  two  classes  of  cases,  and 
found  the  advantage  so  strikingly  in  favor  of  the  radical  method 
that  he  now  applied  it  in  all  cases. 

The  following  facts,  he  said,  ai>pealed  to  him  as  reasons  why 
the  uterus  should  be  removed  where  it  was  necessary  to  remove 
the  adnexa  :  The  uterus  without  the  adnexa  is  a  useless  organ 
and  devoid  of  physiological  function. 

It  is  not  innocuous  ;  it  is,  on  the  contrary,  a  diseased  and 
therefore  harmful  organ. 

Histologically  the  tubes  are  but  parts  of  the  uterus,  and  their 
removal  is  partial  amputation  of  the  uterus  ;  therefore  why 
should  we  not  go  a  step  further  and  remove  the  rest  of  the 
diseased  organ  ?  Is  it  conceivable — clinically  is  it  a  fact — that 
those  projections  of  uterine  tissue  which  we  call  the  tubes  are 
alone  diseased,  and  not  the  rest  of  the  uterus? 

Did  the  radical  operation  involve  increased  danger,  some  ob- 
jection might  be  made  to  it.  But  it  did  not,  he  said.  On  the 
contrary,  it  lessened  the  mortality  in  the  lian.h-  of  tliosc  familiar 
with  the  technique  of  hysterectomy. 

Dr.  H.  T.  Hanks,  of  New  York,  next  read  a  paper  upon  the 
affirmative  side  of  the  subject.     Whether  the  uterus  shall  be  left 
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in  or  removed  in  any  ^iven  ease  of  disease  of  tlie  adnexa,  lie 
said,  can  only  ho  determined  when  the  eharacter  of  the  disease 
as  u'ell  as  the  condition  of  the  nteriis  is  considered,  lie  helieved 
that,  with  our  present  knowledge  and  experience,  there  were 
certain  pathological  conditions  of  the  pelvic  organs,  other  than 
fibroids  and  cancer  of  the  uterus,  which  urged  the  expert  and 
judicious  operator  to  remove  the  uterus  as  well  as  the  appen- 
dages. In  discussing  Dr.  folk's  paper  in  1898  he  had  said  that 
he  could  recall  a  number  of  patients,  from  whom  he  had  removed 
the  adnexa,  who  still  continued  to  be  invalids,  who  continued  to 
have  periodical  discharges  of  blood  or  pus,  <>r  severe  and  fre- 
quently recurring  attacks  of  pelvic  pain.  He  had  thought  these 
symptoms  might  be  due  to  some  faulty  technique  in  the  opera- 
tion. But  several  cases  were  referred  to  in  which  the  technique 
could  not  have  been  criticised,  yet  the  patients  continued  to 
suflFer.  The  author  had  concluded,  therefore,  that  in  condin<  ns 
which  did  not  demand  exceptionally  raj^id  work  the  skilful 
abdominal  surgeon  could  remove  the  tubes  and  ovaries  plus  the 
uterus  with  little  shock,  and  with  better  prospect  of  uncompli- 
cated convalescence  and  perfect  future  health  than  there  would 
be  with  removal  of  the  adnexa  alone. 

There  were  three  conditions  in  wiiich  he  would  advocate 
entire  extirpation  of  the  uterus  in  addition  to  the  appendages, 
where  formerly  we  had  only  removed  the  latter.  "  AVheii  tlie 
condition  of  the  patient  will  allow  an  operation  of  forty  five 
minutes,  we  are  justified  in  doing  a  su])rapubic  hysterectomy  : 
(1)  for  pyosalpinx,  when  there  is  possil)ly  a  purulent  or  chronic 
endometritis ;  (2)  for  a  puerperal  metritis  or  perimetritis  of  a 
purulent  character;  (3)  for  chronic  salj)ingitis,  when  the  uterus, 
tubes,  and  ovaries  are  diseased  and  displaced,  and  embedded  in 
]ilasti«  exudation.  There  are  other  conditions,  undoubtedly,  in 
which  I  would  advocate  extirpation  of  the  uterus,  but  in  these 
three  classes  I  have  had  actual  experience,  and  the  results  have 
justified  these  conclusions." 

Dii.  Bachk  McE.  Emmet,  of  New  York,  read  the  first  paper 
upon  the  negative  side  of  the  question.  The  topic,  he  said,  had 
been  before  the  profession  for  six  months,  or  since  Dr.  Polk  had 
read  his  paper  before  the  New  York  Obstetrical  Society  last 
fall.  Were  we  to  include  in  the  discussion  hysterectomy  for 
suppuration  in  the  pelvis,  it  could  be  answered  that  the  pro- 
cedure had  been  placed  on  firm  ground  by  work  being  done  in 
France  and  Belgium.  Kesti-icting  the  question,  however,  to 
the  limited  area,  that  of  removing  the  uterus  whenever  on  open- 
ing tlie  abdomen  it  was  found  necescary  to  remove  the  appen- 
dages. Dr.  Emmet  would  decidedly  give  a  negative  answer. 
He  did  not  regard  it  sufficient  reason  to  remove  the  uterus  that 
thereby  more  thorough  drainage  could  be  obtained.  If  neces- 
sary, after  ablation  of  the  appendages,  drainage  could  be  carried 
downward  through  the  cul-de-sac.     It  had  also  been  argued  that 
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where  the  adnexa  alone  were  removed  some  diseased  tishiie  was 
likely  to  remain  at  the  uterine  attachment  of  the  tubes  ;  but  this 
could  be  obviated,  Dr.  Ennnet  said,  by  cutting  or  burning  uut  the 
tubal  entrance.  AVas  it  possible  that  new  disease  might  spring 
up  in  the  uterus  deprived  of  its  adnexa,  through  change  in  its 
circulation  i  He  presumed  no  one  could  say  no,  yet  who  could 
say  that  more  than  atrophy  would  take  place  'i  He  believed 
it  must  be  a  very  small  percentage  of  the  cases  in  which  special 
trouble  sprang  up  subsequently  in  the  uterus  which  had  been 
allowed  to  remain.  Certainly,  in  his  experience,  the  cases  were 
few,  provided  curetting  and  drainage  had  been  practised. 
Where  trouble  had  arisen  subsequently  to  removal  of  the  ad- 
nexa, he  was  disposed  to  suspect  there  had  either  been  faulty 
technique,  incomplete  removal,  error  in  diagnosis,  or  failure  to 
treat  the  uterus. 

Dr.  Emmet  thought  those  who  advocated  removal  o<"  the  ute- 
rus in  all  cases  of  removal  of  the  adnexa  underestimated  the 
increased  danger  from  shock,  and  as  many  of  these  patients  suf- 
fered from  reduced  health,  heart  and  kidney  complications, 
there  was  not  a  little  danger  of  their  succumbing  to  the  greater  de- 
mand upon  their  vitality  implied  in  the  more  radical  operation. 

Dr.  W.  Gill  Wylie,  of  New  York,  asked,  when  we  remove 
the  Fallopian  tubes  and  ovaries  should  we  remove  the  uterus 
also  in  all  eases?  If  he  must  answer  this  question  hy  yes  or  no, 
he  would  say  no. 

In  what  cases  should  the  uterus  be  removed  when  it  is  neces- 
sary to  remove  the  tubes  and  ovaries  i  When  there  are  indi- 
cations of  cancerous  or  malignant  disease  of  the  uterus,  when 
there  are  fibromata  in  the  uterns,  when  there  are  indications  of 
intractable  disease  of  the  uterus,  when  there  are  indications  of 
septic  disease  in  the  uterus,  and,  as  a  rule,  when  the  patient  is 
over  35  years  of  age.  It  is  true  that  in  many  cases  where  the 
tubes  and  ovaries  have  been  removed  the  patients  have  suffered 
from  incomplete  removal  of  all  ovarian  or  tubal  tissues,  espe- 
cially when  menstruation  keeps  up.  and  from  existing  or  sub- 
sequent disease  of  the  uterus,  or  from  su]")puration  about  the 
stump  which  is  prolonged  by  the  presence  of  the  ligatui'e  ;  but 
in  the  large  majority  of  eases  where  the  tubes  and  ovaries  have 
been  carefully  and  completely  removed  by  operation  the  subse- 
quent suffering  has  been  slight  and  a  complete  cure  effected. 
Most  of  those  who  do  suffer  after  removal  of  the  appendages 
would  have  escaped  any  unusual  pain  had  the  uterus  been  di- 
vulsed,  curetted,  and  drained  before  the  tubes  and  ovaries  were 
removed;  or.  where  this  is  not  practicable  before  the  laparatomy, 
if  the  divulsion,  curetting,  and  draining,  or  other  proper  treat- 
ment, is  carried  out  after  the  patient  has  fidly  recovered  from 
the  laparatomy,  there  will  be  no  unusual  suffering.  Where  the 
uterus  is  removed  together  with  the  tubes  and  ovaries  there  is 
less  reflex  disturbance,  such  as  is  common  in  women  at  the  meno- 
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pause,   tliiiti   there   is   in   .similar   cases  where  the  uterus  is  uot 
removed. 

Because  we  can  now,  with  our  <5reater  exi)erieuce  and  im- 
proved methods,  do  a  complete  hysterectomy  witli  very  little 
more  risk  to  life  than  we  could  formerly  remove  the  tubes 
and  ovaries,  we  should  not  be  so  carried  away  by  cur  success 
as  to  lay  down  an  absolute  law  that,  in  all  cases  where  the 
tubes  and  ovaries  are  removed,  we  must  or  should  rtmove 
the  uterus,  but  we  should  make  a  careful  study  of  the  effects, 
iiumcdldte  aniJ  remote^  of  removal  of  the  uterus,  before  we  go 
ahead  and  remove  the  uterus,  rejj^ardless  of  its  condition,  merely 
because  we  must  remove  the  tubes  and  ovaries.  It  is  generally 
recognized  as  a  fact  that  removal  of  the  ovaries  in  a  full-grown 
woman  does  not  change  her  character,  but  brings  on,  as  a  rule, 
the  menopause.  Dr.  Wylie  was  not  willing  to  say  that  it  does  not 
in  some  cases,  after  a  few  years'  time,  remove  all  sexual  desire, 
or  at  least  prevent  consummation  of  the  complete  act  of  sexual 
intercourse.  He  had  noticed  that,  as  a  rule,  the  younger  the 
woman  the  more  marked  is  the  tendency  of  the  uterus  and  va- 
gina to  atrophy,  to  lose  their  normal  elasticity  and  healthy  tone ; 
and  in  many  cases  under  30,  especially  in  young  women  who 
have  never  had  children,  the  vagina  and  the  tissue  abcHit  the 
vagina  and  vulva  atrophy,  grow  smoother,  lose  tiieir  normal 
elasticity,  and  become  so  hyperesthetic  that  the  approach  of  the 
husl)and  not  only  fails  to  give  pleasure,  but  the  introduction 
gives  great  pain  and  intercourse  may  become  impossible;  be- 
sides, the  parts  in  some  cases  become  the  seat  of  intractable 
erosions  about  the  ostium  vaginae  and  urethra. 

After  35  years  of  age  such  conditions  appear  to  be  rare,  and  he 
had  not  noticed  it  in  women  over  40  any  more  than  what  is  ob- 
served after  the  natural  menopause.  Hernia  or  troublesome 
prolapse  may  occur  where  we  remove  the  uterus  and  broad  liga- 
ments and  are  a  little  careless  as  to  how  much  we  may  destroy 
what  Hart  and  Barbour  call  the  anterior  segment  of  the  tissues 
of  the  pelvis.  Hysterectomy  must  always  be  considered,  to 
some  extent  at  least,  a  more  dangerous  operation  than  removal 
of  the  tubes  and  ovaries,  especially  in  those  cases  where  the 
tubes  and  ovaries  are  badly  diseased  and  the  uterus  is  small  and 
healthy,  or  where  we  feel  the  urgent  necessity  of  saving  the 
patient  from  a  more  extended  operation  than  is  absolutely  neces- 
sary, on  account  of  a  bad  general  condition. 

Dk.  W.  H.  Wathkx,  of  Louisville,  said  tliat,  since  this  is 
comparatively  a  new  question  which  has  arisen,  it  ought  to  be 
very  carefully  considered  i>efore  a  positive  decision  is  given  in 
favor  of  or  against  total  extirpation  of  the  uterus  and  adnexa  in 
disease  of  the  latter.  He  was  opposed  to  hysterectomy  for  dis- 
ease of  the  appendages  in  nearly  every  case.  AYhere  there  is 
maliffnant  disease  of  the  uterus,  or  myoma,  or  great  enlarge- 
ment of  the  uterus,  hysterectomy  may  be  done  if  the  woman's 
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condition  is  snch,  after  enucleation  of  the  ai)i)enda<;-eR,  that  her 
life  is  not,  because  of  the  liysterectuinj,  iireatly  endangered. 
But  where  these  conditions  did  not  exist  ne  was  o|)|)osed  to 
removal  of  the  uterus  at  ail.  It  could  not  be  <ijainsaid  that  its 
removal  added  immensely  to  the  mortality.  Tlie  majority  of 
women  recovered  permanently  after  removal  of  the  ovaries  and 
tubes.  Those  cases  which  did  not  recover  symptomatically 
were  so  markedly  in  the  minority  that  if  hysterectomy  sliould 
become  necessary  at  any  time  it  could  be  performed  thron<j;h 
the  vagina  witli  much  better  results  to  the  patient  than  if  it 
were  performed  in  all  cases.  He  did  not  believe  that  there  was 
one  case  in  twenty  of  diseased  appendages  which  could  not  be 
cured  without  removal  of  the  uterus,  and  for  the  twentieth  case 
vaginal  hysterectomy  could  be  done  afterward.  The  argument 
that  better  drainage  was  obtained  by  hysterectomy  amounted  to 
nothing,  for  we  could  drain  through  Douglas'  pouch  any  way,  if 
it  were  desired. 

Dr.  Henry  T.  Byford,  of  Chicago,  thought  that  while  little 
remained  to  be  said  in  addition  to  the  discussion  which  had 
already  taken  place,  yet  objection  should  be  made  to  taking 
extreme  views.  It  seemed  to  him  somewhat  al)surd  to  say  that 
the  uterus  should  be  removed  in  all  conditions  calling  for 
removal  of  the  adnexa.  He  would  make  tlie  operation  tit  the 
woman,  instead  of  fitting  the  woman  to  the  operation. 

The  whole  question,  he  thought,  could  be  put  into  a  nutshell 
by  giving  two  reasons  for  removing  the  uterus:  1.  Where  it 
was  safer  to  remove  the  uterus  with  the  adnexa  than  to  remove 
the  latter  alone.  2.  "Where  the  uterus  could  not  be  cured  with- 
out removing  it. 

A  great  many  failures  to  cure  patients  symptomatically  by 
removing  the  adnexa  were  due  to  the  fact  that  the  patients  had 
not  been  treated  properly  in  other  regards.  It  was  not  suffi- 
cient justification  for  removal  of  the  uterus  that  it  was  of  no 
further  use  for  bearing  children. 

Dr.  George  M.  Edebohls,  of  Kew  York,  thought  it  was  a 
mistake  to  place  the  question  in  the  form  of  a  debate,  com- 
pelling members  to  take  the  negative  or  affirmative  side.  The 
question  should  have  been,  he  thought.  In  what  cases  of  sal- 
pingo-oophorectomy  was  it  advisable  also  to  remove  the  uterus? 
He  would  answer  that  there  were  two  conditions:  1.  Where 
in  removing  the  adnexa  it  was  desirable  to  obtain  absolute 
drainage  downward  through  the  vagina,  as  in  some  bad  pus 
cases.  2.  In  cases  in  which  the  uterus  itself  was  so  diseased 
that  curettage  and  ventral  fixation  for  prolapsus  were  not  suffi- 
cient to  restore  it  to  health. 

To  remove  the  healthy  uterus  in  order  to  forestall  future  dis- 
ease would  be  equivalent  to  removing  the  vermiform  appendix 
in  all  cases  in  which  the  abdomen  was  opened,  in  order  to  forestall 
appendicitis.     If,  however,  it  was  decided  to  sacrifice  the  ute- 
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nis,  he  would  object  to  the  suf^orestioii  of  Dr.  Baldy  to  leave  the 
cervix,  for  the  reason  that  it  would  interfere  with  thorough 
drainage.  Moreover,  the  cervix  was  just  as  liable,  or  more 
liable,  to  disease  than  the  corpus  uteri. 

Dk.  E.  W.  CusniNG,  of  Boston,  also  thought  the  question  was 
hardly  one  on  which  we  could  be  ex|)ected  to  take  either  an  af- 
tinnative  or  negative  side.  It  seemed  to  him  our  views  were  not 
so  far  apart,  when  we  considered  the  limitations  put  U])on  the 
perlormance  of  the  operation  by  those  who  had  introduced  tlie 
discussion.  The  two  great  conditions  Avere  whether  the  radical 
operation  could  be  safely  done,  and  the  state  of  the  patient 
— assuming  skill  on  the  part  of  the  operator.  But  there  were 
many  cases  in  which  many  men  could  take  out  the  tubes  and 
ovaries  with  safety,  when  to  remove  the  uterus  in  addition 
would  greatly  prolong  the  operation  and  increase  the  dangers  of 
shock.  lie  had  seen  a  very  good  operator  take  two  hours  to 
remove  the  uterus  in  a  simple  case  of  fibroid.  Some  men  could 
do  hysterectomy  in  the  very  short  time  of  twenty  minutes,  but 
they  were  the  exceptiou.  So  far  as  drainage  was  concerned,  he 
believed  the  glass  drainage  tube,  properly  used,  would  drain  the 
pelvic  cavity.  Besides,  it  could  not  be  claimed  for  vaginal 
<ii-ainage  that  it  reached  the  lowest  part  of  the  pelvic  cavity. 
Then  tliere  were  cases  in  which,  owing  to  the  exhausted  state 
of  the  patient,  it  would  not  do  to  add  the  shock  of  an  increased 
loss  of  blood  from  hysterectomy,  even  if  the  operation  were 
done  as  quickly  as  removal  of  the  adnexa  alone.  The  speaker, 
however,  had  had  some  cases  in  which,  owing  to  the  weight  of 
the  enlarged  uterus  and  its  tendency  to  prolapse,  it  would  have 
been  l)etter  to  remove  it  with  the  adnexa. 

Dk.  Kollock  said,  with  regard  to  the  dangers  of  hysterec- 
tomy, that  these  were  not  very  great,  if  he  should  judge  by  his 
own  experience,  as  all  of  the  patients  operated  upon  by  him  for 
whatever  trouble  had  recovered. 

Dr.  Joseph  E.  Janvkix,  of  New  York,  thought  the  two  par- 
ties in  this  debate  had  come  so  closely  together  that  there  was 
little  to  be  said.  It  seemed  to  him  the  only  point  for  considera- 
tion was,  what  diseases  of  the  uterus,  and  how  much  disease, 
demanded  removal  of  that  organ  when  the  appendages  were 
removed  ?  He  would  take  the  same  ground  to-day  which  he 
took  at  the  discussion  before  the  New  York  Obstetrical  Society 
last  fall  :  that  when,  in  removal  of  the  appendages,  the  uterus 
was  so  injured  as  to  make  it  unsafe  to  leave  it,  and  where  there 
wa<  r:'ason  to  suspect  malignant  disease  or  other  disease  incom- 
patible with  complete  cure  of  the  patient,  hysterectomy  should 
be  done.  Regarding  the  fatality  of  the  two  methods,  he  thought 
there  was  little  difference  in  the  hands  of  the  more  experienced 
operators.  He  did  not  think  the  uterus  should  be  taken  out,  if 
the  surgeon  felt  that  any  disease  within  it  was  of  such  minor 
importance  that  it  could  be  cured  by  curettage  and  drainage. 
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Dr.  S.  C.  Gordon,  of  Maine,  did  not  tliink  it  necessary  to  re- 
move the  uterus  in  all  cases  of  extirpation  of  tlie  adiiexa.  For 
instance,  tlie  ovaries  niiolit  he  so  diseased  as  to  require  removal, 
wliile  the  tubes,  l)ein<^  healthy,  were  taken  out  only  in  connec- 
tion with  the  ovaries.  In  such  a  case  he  thonfjht  it  improper 
to  do  hysterectomy.  If,  however,  the  uterus  were  the  seat  of 
libroids,  thou^j;!!  small,  or  were  irremediably  displaced  or  dis- 
eased, he  would  not  hesitate  to  remove  it  wdiilc  takinij  out  the 
adnexa. 

Dr.  Charles  P.  Nohlk,  of  Philadeli)hia,  said  he  had  had  oc- 
casion to  discuss  this  question  twice  before,  and  had  not  found 
reason  to  change  the  opinion  first  expressed  — namely,  that  the 
uterus  should  not  be  removed  with  the  adnexa  unless  one  had 
some  definite  reason  for  it.  In  looking  over  his  records  of  cases 
of  removal  of  the  adnexa  in  which  two  years  or  more  had 
elapsed,  between  seventy-live  and  eighty  in  number,  he  had 
found  only  three  or  four  in  which  the  uterus  had  given  any 
serious  trouble  after  the  operation.  Therefore  he  did  not  accept 
the  proposition  that  in  these  cases  the  uterus,  even  though  dis- 
eased at  the  time  of  removal  of  the  adnexa,  often  gave  serious 
trouble  afterward.  He  agreed  fully,  however,  that  the  uterus 
should  be  sacrificed  if  there  were  definite  reasons  for  it — for 
instance,  if  it  were  a  case  of  tubercular  or  malignant  disease. 
There  were,  too,  some  cases  in  which  its  removal  was  demanded 
in  order  to  control  hemorrhage  attending  the  operation,  etc.  In 
the  class  of  cases  to  which  the  discussion  was  properly  applica- 
ble, he  could  say  in  a  general  way  that  he  was  opposed  to  remov- 
ing the  uterus. 

Dr.  W,  E.  Pryor,  of  New  York,  read  some  remarks  express- 
ing his  views  upon  the  subject.  It  was  certain  that  those  women 
who  came  to  him  anrl  had  had  their  adnexa  removed  expressed 
themselves  as  suffering  more  and  in  a  more  demoralizing  way 
than  previously,  while  those  who  had  had  the  uterus  removed 
WMth  the  adnexa  were  satisfied.  He  firmly  believed  that  we  got 
just  as  good  results  by  palliative  measures,  curettage,  tapping 
abscesses,  etc.,  as  by  celiotomy,  unless  the  uterus  were  also  re- 
moved. Both  were  incomplete  pieces  of  work,  but  the  advan- 
tage lay  in  favor  of  the  palliative  treatment  over  removal  of  the 
adnexa  alone,  for  some  physiological  function  was  thus  main- 
tained and  there  was  no  artificial  menopause.  Dr.  Pryor  had 
therefore  adopted  the  method  of  taking  out  the  uterus  in  every 
case  requiring  removal  of  the  adnexa.  The  uterus  without  the 
adnexa  was  a  useless  organ.^  likely  to  take  on  diseased  processes, 
and  sure  to  cause  nervous  disturbances.  He  made  the  ablation 
as  complete  as  if  the  ease  w^ere  one  of  cancer,  and  was  opposed 
to  the  suggestion  of  Dr.  Baldy  that  the  cervix  could  be  left  if 
desired. 

Dr.  a.  Palmer  Dudley,  of  New  York,  thought  the  only 
question  for  discussion  w^as  whether  the  uterus  should  be  re- 


120  TRANSACTIONS    OF   THE 

moved  when  we  removed  tlie  adnexa,  when  tliat  organ  was,  as 
far  as  the  snrcreon  could  determine,  the  seat  only  of  intrauterine 
catarrhal  condition  or  of  liyi>ertro]>hy.  It  was  well  known  that 
he  l>elieved  in  conservatism,  hut  there  were  conditions  where  lie 
certaiidy  would  advocate  removal  of  the  uterus,  such  as  puerperal 
infection,  where  the  operation  had  to  i)e  done  hastii}'  to  prevent 
general  peritonitis  ;  extensive  pyosalpinx,  where  the  portion  of 
the  tul>e  entering  the  uterus  was  involved  and  there  were  snch 
adhesions  as  made  it  necessary  to  interfere  with  the  peritoneum  ; 
cases  where  the  uterus  had  been  so  long  adherent  in  the  pelvis 
that  to  break  up  the  adiiesions  would  destroy  the  tissues  tliere. 
lie  did  not  believe,  however,  that  it  had  yet  become  necessary 
to  remove  the  uterus  for  catarrhal  endometritis.  Pie  believed 
the  womb  had  a  function  in  the  pelvis  aside  from  holding  the 
fetus  during  pregnancy.  "When  one  studied  the  functions  of 
the  diapliragm  in  relation  to  breathing,  and  the  functions  of  the 
pelvic  viscera  in  relation  to  the  same  act,  it  would  l)e  seen  that 
the  reflexion  of  the  peritonenm  over  the  uterus,  bladder,  and 
rectum  had  an  office,  liemoval  of  the  uterus  destroyed  this 
completely. 

Dr.  Dudley  was  not  convinced  that  the  passion  proper  to 
woman  was  located  entirely  in  the  ovaries,  for  it  seemed  to  him 
that  the  women  from  whom  he  had  removed  the  uterus  as  well  as 
the  adnexa  had  retained  less  of  the  sexual  feeling  than  those 
who  had  had  the  adnexa  alone  removed.  He  thought  it  was 
an  admission,  on  the  part  of  those  who  were  now  advocating 
the  radical  operation,  that  the  results  of  their  operations  upon 
diseased  ovaries  and  tubes  in  the  past  were  not  so  satisfactory 
as  had  been  claimed. 

Dr.  Ba.ldy  said  he  had  no  use  for  drainage  in  these  cases, 
and  considered  a  procedure  which  called  for  it  a  faulty  one. 
He  thought  some  of  the  speakers  had  wandered  from  the  f^ub- 
ject.  Dr.  Dudley,  for  instance,  had  said  hysterectomy  should 
not  be  done  for  catarrhal  endometritis,  a  condition  which  those 
speaking  upon  the  affirmative  side  had  themselves  excluded  from 
the  cases  calling  for  the  radical  operation.  This  was  recom- 
mended in  suppurative  disease,  where  the  walls  of  the  uterus 
were  intiltrated  and  the  disease  had  passed  on  to  the  tubes  be- 
yond the  reach  of  local  treatment  made  to  the  uterus.  Cases  of 
simple  ovaritis,  simple  salpingitis,  or  endometritis  were  excluded. 

While  tubercular  disease  of  the  body  of  the  uterus  was  not 
rare,  the  cervix  itself  was  seldom  affected  and  therefore  need 
not  be  removed.  If  the  ground  were  taken  that  the  tubes 
should  be  removed  in  pustular  disease  because  of  their  walls 
being  intiltrated.  for  the  same  reason  the  uterus  should  be  re- 
moved. Rijgarding  the  vaginal  and  abdominal  metliods  of  ope- 
rating, he  thought  those  who  had  practised  both  would  admit 
that  the  abdominal  was  far  the  safest  and  easiest. 

Dk.  Krug  emphasized  the   fact  that  if  the  uterus  was  once 
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infected,  leadino;  to  disease  of  the  adnexa  wliieli  re(inired  their 
removal,  there  wouhl  be  istill  (greater  dan<rer  of  reinfection  after 
the  operation,  for  the  reason  that  tlie  same  exposures  would  be 
repeated,  and  the  womb,  becoming  more  or  less  displaced,  would 
drain  itself  with  disadvantai^e  and  take  on  inHammation,  It 
was  gratifyino;,  he  said,  to  find  tiiat  so  many  who  had  apparently 
been  opposed  to  the  operation  were  in  reality  in  acc<jrd  with 
himself,  in  saying  that  they  were  only  opposed  to  taking  out 
the  healthy  uterus,  they  were  quite  in  accord  with  himself. 
Indeed,  he  was  more  conservative  than  they,  for  where  the  ute- 
rus was  healthy  he  was  opposed  to  the  Ilegar-Battey  operation 
at  all.  holding  that  with  a  healthy  uterus  there  could  not  be 
such  disease  of  the  adnexa  as  denumded  their  removal. 

Dr.  Bauhe  Emmrt  supported  his  position  l)y  referring  to  the 
original  paper  of  Dr.  Polk  and  the  discussion  thereon  by  Dr. 
Krug,  when  it  was  held  that  the  uterus  should  be  removed,  not 
alone  when  it  was  diseased,  but  in  all  cases  in  which  it  was  neces- 
sary to  take  out  the  adnexa,  the  reason  assigned  being  the  pre- 
vention of  possible  subsequent  disease. 

THE    MANAGEMENT   OF    FACE   PKESENTATION. 

Papers  were  presented  upon  this  subject  by  Drs.  Edwaud 
Reynolds/  Charles  Jewktt,  Charles  P.  Noble,  and  Edward 
P.  Davis. 

Dr.  Charles  Jewett,  of  Brooklyn,  said  his  views  of  the 
treatment  of  face  presentation  assumed  two  things: 

1.  The  mechanism  of  face  birth  is  abnormal  and  may  of  itself 
constitute  a  serious  complication  of  labor. 

2.  Presentation  by  the  face  is  more  frequently  associated 
with  other  complicating  conditions  than  are  vertex  births— <^.</., 
small  pelvis,  large  child,  prolapse  of  small  parts. 

One  of  the  iirst  essentials  in  deciding  the  course  to  be  pursued 
is  an  exact  knowledge  of  the  relative  size  of  head  and  pelvis. 
When  this  question  cannot  be  satisfactorily  settled  by  the  usual 
external  and  internal  methods,  after  sufficient  dilatation  the 
j)atient  should  be  placed  under  an  anesthetic,  and  the  hand  car- 
ried into  the  passages  alongside  the  head  for  more  accurate 
exploration.  Other  conditions  which  may  have  an  important 
bearing  on  the  treatment  of  the  case,  and  which  might  otiierwise 
escape  detection,  may  at  the  same  time  be  discovered  with  twa 
fingers  or  the  entire  hand  in  the  uterus. 

In  cases  where  the  head  is  movable  at  the  brim,  or  can  l)e 
made  so  by  pushing  it  up,  when  the  chin  ccmfronts  the  ante- 
rior portion  of  the  pelvis,  interference  is  not,  as  a  rule,  rc(piired 
in  the  absence  of  disproportion  between  head  and  pelvis  and 
prolapse  of  small  parts.  Tae  case  can  be  trusted  to  go  on  as  a 
face  birth.  Should  the  pains  fail,  a  forceps  delivery  will  pre- 
sent no  special  difficulty.  Head  relatively  large,  the  cord  or  an 
'  See  original  article,  p.  56. 
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iiriii  pr.)Iap?ed,  version  will,  as  a  rule,  best  serve  the  interests  of 
the  child.  When  the  chin  is  turned  toward  the  posterior  half 
of  the  pelvis,  with  all  other  conditions  favorable,  spontaneous 
birth  is  still  generally  possible.  It  cannot  be  denied,  however, 
th'it  the  child  is  more  exposed  to  injurious  pressure  than  in 
vertex  births;  unforeseen  complications  may  arise  m  the  cavity, 
and,  at  the  best,  labor  is  more  prolonged  and  difficult.  lie 
preferred,  therefore,  in  practically  all  cases  of  niento-posterior 
position,  to  reduce  the  presentation,  if  possible,  to  a  simpler 
one.  The  iirst  choice  is,  as  a  rule,  to  bring  down  the  occiput. 
The  operation  while  the  head  is  freely  movable  at  the  brim  is 
not  usually  difficult,  and,  if  judiciously  managed,  should  result  in 
no  increased  risk  to  the  mother — certainly  none  to  the  child. 
On  the  other  hand,  if  the  attempt  succeeds  it  converts  a  diiticult 
or  impossible  into  a  comparatively  easy  labor.  Anesthesia  is  of 
course  necessary.  Attempts  at  correction  failing  or  re  extension 
occurring,  the  trunk  may  in  most  cases  be  rotated  by  backward 
pressure  upon  the  anterior  shoulder,  aided  by  external  manipu- 
lation till  the  chin  sweeps  to  the  front,  and  the  case  delivered  as 
a  mento-anterior  face  birth. 

Conversion  from  face  to  vertex  may  i)e  tried  even  after  the 
face  has  sunk  to  some  distance  into  the  pelvic  cavity,  if  the  labor 
is  arrjitsl.  Witii  the  aid  of  postural  measures,  under  anesthesia, 
it  is  sometimes  possible  to  lift  the  head  out  of  the  pelvis  after  it 
has  become  moderately  fixed  in  the  excavation.  In  dispropor- 
tion, or  in  prolapse  of  fetal  members,  the  same  rules  ap])ly  as  in 
mento  anterior  positions.  When  an  expectant  management  is 
adopted  by  choice  or  necessity,  rotation  is  promoted  by  keeping 
the  i^atient  on  the  side  which  the  chin  confronts.  During  dila- 
tation a  colpeurynter  may  do  important  service  in  preserving 
the  membranes,  if  they  have  not  already  been  ruptured. 

In  cases  where  the  face  has  become  too  firmly  fixed  in  the 
pelvis  to  be  disengaged  no  active  interference  is  to  be  practised 
except:  for  cause.  In  the  absence  of  other  complications  spon- 
taneous evoluti(jn  takes  place  with  few  exceptions.  Rotation 
is  to  be  favored  by  placing  the  patient  on  the  side  to  which  the 
chin  points,  and,  by  upward  pressure  on  the  forehead  or  down- 
ward traction  on  the  chin  during  pains,  to  promote  extension. 

The  most  rational  and  effective  procedure  in  the  cavity  is 
that  of  Penrose.  The  hand  passed  behind  the  chin  and  pressed 
firmly  forward  during  the  pains  acts  as  an  artificial  pelvic  floor,  or 
rather  as  one-half  of  it,  and  frequently  by  this  simple  means  the 
chin  may  be  made  to  sweep  promptly  forward  under  the  pubic 
arch.  The  vectis  has  no  advantage  over  the  hand.  Here,  as  in 
general,  manual  measures  are  better  than  instrumental.  When 
the  hand  fails,  forceps  as  a  rotator  will  seldom  succeed,  and  then 
only  at  great  risk  to  the  maternal  soft  parts.  When  forceps 
must  be  used  to  bring  down  the  face,  rotation  should  be  favored 
rather  than  forced.     The  forceps  operation  in    posterior  face 
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<?ases  is  one  of  the  most  (liffieiilt  and  dan^jjerous  of  instrnniontal 
deliveries,  especially  for  the  child.  With  the  ti])S  of  the  hiades 
well  forward,  the  traction  force  is  expended  mainly  npon  the 
occiput,  the  occipital  pole  is  drawn  down,  and  the  lon^;;  diameter 
of  tlie  head  mav  hecome  fixed  in  the  pelvis  by  partial  flexion. 
On  the  other  hand,  with  the  hiades  further  back  the  neck  of 
the  child  and  ])ossibly  the  cord  are  exjiosed  to  injurious  ])res- 
sure.  When  the  lon^i;  diameter  of  the  head  lies  in  the  trans- 
verse of  the  pelvis,  the  prospect  for  the  child  under  forceps 
delivery  is  still  more  unfavorable  than  in  ordinary  positions. 

Symphysiotomy  may  justly  be  given  the  preference  where 
forceps  extraction  is  possible  only  with  extreme  difficulty.  The 
child  being  feeble,  and  particularly  if  the  condition  of  the 
mother  is  nnfavorable  for  opening  the  sym|>hysis,  craniotomy 
may  be  performed. 

Of  operative  methods  for  correction,  the  combination  of  the 
Schatz  procedure  with  the  first  of  Baudelocque,  with  the  aid  of 
an  assistant  as  practised  by  Ziegenspeck,  or  in  two  separate  acts 
as  done  by  Thorn,  increases  the  chances  of  success  with  no  addi- 
tional risk  to  the  mother. 

When  it  is  deemed  advisable  to  attempt  correction  after  the 
head  is  partially  fixed  in  the  excavation,  advantage  may  be 
gained  by  placing  the  patient  on  the  back  with  the  hips  in  ex- 
treme elevation.  The  head  may  thus  be  pushed  out  of  the  pel- 
vic basin  witli  much  less  difficulty  than  in  the  usual  obstetric 
position.  The  genu-pectoral  posture,  while  perhaps  more  effec- 
tual, is  less  manageable. 

For  either  correction  after  engagement  or  for  forceps  extrac- 
tion Walcher's  position  may  lend  important  help.  AVith  the 
hips  at  the  edge  of  the  table  and  the  thighs  hanging  in  extreme 
extension,  the  saero-pubic  diameter  at  the  brim  gains  from  live 
to  thirteen  millimetres. 

Dr.  C.  p.  Xoble,  of  Philadelphia,  called  attention  to  two 
points  in  Dr.  Peynolds'  paper:  1.  In  neglected  anterior  positions 
where  the  head  had  become  arrested  when  already  engaged,  ver- 
sion was  recommended  after  the  escape  of  the  waters.  He  would 
suggest  that  such  cases  offered  a  proper  field  for  the  use  of  sym- 
physiotomy. 2.  In  cases  of  posterior  position,  rather  than  do  cra- 
niotomy oil  the  child  with  the  head  arrested  in  the  cavity  of  the 
pelvis.  If  the  child  was  still  alive  symphysiotomy  should  be  tried. 

Dr.  E.  p.  Davis,  of  Philadelphia,  thought  the  reason  for  the 
apparent  greater  frequency  of  face  presentation  among  German 
patients  than  among  the  British  was  due  to  the  fact  that  in  Ger- 
many they  took  more  pains  in  diagnosis.  The  greater  number  of 
spontaneous  deliveries  and  lower  mortality  reported  by  .some  of 
tlie  Continental  writers  was  to  be  accounted  for  by  earlier  dia- 
gnosis, he  thought.  At  any  rate,  the  best  methods  adapted  to 
secure  favorable  results  seemed  to  be  based  upon  an  early  dia- 
gnosis and  knowledge  of  our  patients.     To  induce  spontaneous 


124  TRANSACTIONS    OF    THE 

(leliverv  tlie  menibraiies  sliould  1)0  ]>ro?C'rviMl  iuibi'(»kc'ii  until  tlie 
pro])(.'r  moment,  the  patient'.^  stren<i;tli  sliuiild  Ije  maintained,  ;nd 
slie  tilionld  I>e  placed  in  the  position  to  favor  ivjtation  of  the  chin 
anteriorly.  When  the  face  looked  toward  the  left  side  she  tfhould 
lie  upon  the  left  side,  the  thighs  flexed,  the  lon^  axis  of  the  uterus 
corresponding];  as  nearly  as  possible  with  1  he  long  axis  of  the  bod}'. 
If  the  face  of  the  fetus  was  to  the  right  the  mother  should  lie 
u[)on  the  right  side.  It  was  (juite  ])ossible  for  a  face  presentation 
to  spontaneously  change  into  an  occipital  one,  and  the  occiput  to 
rotate  to  the  front,  if  these  precautions  were  taken.  The  cases 
which  were  not  likely  to  proceed  satisfactorily  were  those  in 
wliich  there  was  disproportion  between  the  pelvis  and  the  size 
of  the  fetal  head.  The  case  might  proceed  to  that  point  where 
one  would  be  compelled  to  choose  between  completely  changing 
the  face  presentation  by  i)odalic  version  under  an  anesthetic  and 
enlarging  the  pelvis  by  symphysiotomy.  Podalic  version  was, 
in  selected  cases,  jirompt  and  useful  treatment.  As  yet  he  had 
not  resorted  to  symphysiotomy  for  face  presentation  ;  but  having 
observed  in  other  cases  the  extent  to  which  it  permitted  of 
enlargement  of  the  diameters  of  the  pelvis  most  requiring 
eidargement  in  face  presentations,  he  was  led  to  believe  tliat  it 
would  be  preferable  to  podalic  version. 

Dk.  R.  a.  l\ruKKAY,  of  New  York,  thought  it  a  vital  point  in 
the  discussion  to  look  upon  face  presentation  as  an  abnormality. 
The  first  thing  to  do  was  to  learn  whether  that  abnormal  state 
existed  in  the  given  case.  He  thought  it  resulted,  not  as  a  mere 
accident  from  the  position  of  the  uterus,  but  from  disproportion 
l)etween  the  size  of  the  head  and  pelvis — a  point  which  could  not 
be  determined  except  by  examination  of  the  pelvis  and  of  the 
head.  In  order  to  determine  these  relations  satisfactoiily  he 
believed  in  anesthetizing  the  patient  and  introducing  the  hand,, 
which  could  then  also  be  employed  for  correcting  the  presentation 
in  the  manner  to  be  decided  upon  according  to  the  conditions 
found.  Rectification  by  flexion  was  not  always  best,  for  where 
disproportion  existed  between  pelvis  and  head  it  was  better  to 
proceed  at  once  to  version.  He  was  of  impression  that  spon- 
taneous delivery  was  only  possible  where  the  cervix  dilated  itself. 

In  cases  which  had  been  mismanaged  he  thought  Dr.  Davis 
was  right  in  the  belief  that  often  the  child  could  be  saved  by 
symphysiotomy.  In  many  of  them  version  was  absolutely  im- 
possible, while  symphysiotomy  would  so  eidarge  the  diameter 
as  to  permit  of  extraction  of  the  child.  While  he  thought  face 
presentations  were  less  common  here  than  had  been  reported  in 
Germany,  yet  he  believed  they  were  often  overlooked,  and  the 
mortality  was  higher  on  account  of  failure  to  diagnosticate  the 
Condition  early. 

Dr.  H.  D.  Fry,  of  Washington,  remarked  upon  the  frequency 
with  which  it  was  necessary  to  make  manual  or  instrumental  in- 
terference in  face  presentations,  and  suggested,  therefore,  that 
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advantaije  be  more  conimGiily  taken  of  i)(>stiiral  luetlicxU.  All 
knew  what  assistance  was  derived  in  turning  hy  placing  the 
patient  in  the  genu-peetoral  position;  tlie  head  of  the  child, 
even  after  having  descended  into  the  pelvis,  could  be  pushed  up 
above  the  superior  strait  and  manipulations  be  carried  out  which 
could  not  be  otherwise.  Now,  the  great  objection  to  the  genu- 
pectoral  position  in  obstetrical  work  was  the  necessity  tor  so 
many  assistants  in  order  to  ap])ly  it  in  a  patient  under  anesthesia. 
He  therefore  suggested  in  place  of  the  genu-pectoral  position 
that  of  Trendelenburg,  which  could  be  applied  in  the  lying-in 
chamber  by  drawing  the  legs  of  the  woman  up  over  the  back  of 
a  reversed  chair. 

Regarding  symphysiotomy,  he  could  hardly  see  what  advan- 
tage could  be  derived  from  it  in  niento-posterior  position,  but 
granted  that  it  might  be  useful  in  mento-anterior  position. 

The  President  responded  to  a  request  from  Di'.  Hanks  to 
make  some  remarks,  and  said  he  wished  gynecologists,  who,  he 
believed,  often  went  to  difficult  labors  when  called  in  consulta- 
tion, would  show  more  general  interest  in  obstetrics.  Perhaps 
not  all  knew  that  it  was  not  an  easy  matter  to  Hex  the  head 
or  rotate  the  chin  anteriorly  when  it  presented  posteriorly,  or 
that  application  of  the  forceps  and  extraction  under  these  cir- 
cumstances was  likely  to  fail. 

The  only  case  in  which  he  had  performed  symphysiotomy  was 
one  of  face  presentation  in  which  the  doctors  had,  before  he 
arrived,  used  forceps,  broken  the  child's  jaw,  cut  deep  gashes  in 
its  head,  torn  the  lower  uterine  segment,  cut  with  the  forceps  a 
hole  into  the  bladder  and  one  into  the  rectum,  and  then  sent  the 
patient  to  the  Emergency  Hospital  in  a  dying  condition.  Dr. 
Lusk  found  version  out  of  the  question,  he  could  not  extract 
with  the  forceps,  and,  although  the  patient's  temperature  was 
about  106°  F.,  he  concluded  to  do  symphysiotomy.  All  difficul- 
ties to  delivery  disappeared  as  soon  as  the  symphysis  separated 
an  inch ;  the  head  could  be  tlexed,  the  forceps  applied,  and  the 
child  extracted  without  difficulty.  Of  course  it  could  hardly  be 
expscted  that  symphysiotomy  would  save  a  dying  woman,  and 
it  did  not  in  this  case,  but  it  showed  the  mechanical  advantages 
of  the  procedure. 

Dk.  M.  D.  Mann,  of  Buffalo,  had  seen  a  great  many  cases  of 
face  presentation,  usually  bad  ones  because  called  in  consulta- 
tion, but  his  experience'convinced  him  that  nearly  all  could  be 
treated  best  by  reposition  of  the  head.  He  saw  no  reason  why 
every  case  should  not  be  managed  in  that  way,  for  it  was  ad- 
mitted that  face  presentation  was  abnormal,  there  being  greater 
danger  to  both  mother  and  child  than  in  ordinary  ])resentation. 
Prejudice  against  correcting  the  position  had  come  down  from 
preantiseptic  days,  when  they  feared  introduction  of  the  hand 
into  the  uterus.  Dr.  Mann  did  not  believe  that  at  present  intro- 
duction of  the  hand  into  the  vagina  or  uterus  should  carry  with 
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it  atij  danger;  at  any  rate  it  should  be  far  less  than  hy  allowiiig^ 
the  face  presentation  to  go  on.  lie  had  practised  reposition  a 
great  many  times,  meeting  with  no  trouble.  The  only  ease  in 
which  he  had  failed  was  one  in  which  for  three  days  after  birth 
of  the  child  the  head  was  drawn  spasmodically  l)ack,  the  cause 
of  which  he  was  unable  to  account  for. 

Kegarding  postural  position,  due  credit  should  be  given  Dr. 
Ilowenstein,  of  Buffalo,  who  read  a  paper  upon  it  fifteen  years 
ago.  Dr.  ^lann  thought,  however,  that  the  same  thing  could  1)6 
ace  )mplislied  (relaxation  of  the  muscles  and  easy  repliicement)  by 
general  anesthesia,  for  it  was  very  difficult  to  apply  the  genu- 
pectoral  position  in  these  cases. 

Dk.  liEYXoi.Ds  said  he  had  not  mentioned  symphysiotomy  for 
the  reason  that  he  had  not  considered  the  treatment  of  face  pre- 
sentation in  deformed  pelves.  He  did  not  think  symphysiotomy 
called  for  in  uncom])licated  cases.  It  had  not  yet  proven  a  suffi- 
ciently innocuous  operation  to  justify  resort  to  it  for  the  pur- 
pose of  possibly  saving  the  life  of  a  child  which  had  already 
been  seriously  compromised  in  a  neglected  face  presentation. 
He  thought  Dr.  Mann  had  misunderstood  him  with  regard  to 
occipito-posterior  positions.  He  had  said  that  the  chin  anterior 
should  never  be  left  to  Nature,  but  should  be  rotated  by  forceps 
or  version.  He  was  glad  t(j  find  general  agreement  with  his 
statement  that  manual  flexion  of  the  head  was  a  trifling  opei'a- 
tion,  and  that  the  maternal  mortality  had  been  entirely  too  high 
on  account  of  too  mucli  expectant  treatment  and  ultimate  major 
operations.  He  believed  heartily  in  the  view  that  it  would  be 
better  to  adopt  manual  flexion  in  every  case  of  face  presenta- 
tion than  to  wait  too  long.  Still,  as  stated  in  his  paper,  he  be- 
lieved there  were  many  cases  treated  better  by  the  expectant 
plan,  and  the  obstetrician  should  be  able  to  distinguish  such,  and 
to  always  make  the  diagnosis  early  enough  to  do  manual  flex- 
ion, if  this  were  demanded. 

Dr.  Noblk  remarked  that  the  last  case  in  which  he  had  per- 
formed symphysiotomy  was  one  almost  a  face  case,  in  which  for- 
ceps had  failed,  version  had  been  attempted,  yet  extraction  was 
extremely  easy  after  symphysiotomy. 

Dk.  Davis  said  Dr.  Harris  had  told  him  that  symphysiotomy 
had  n(jt  been  done  as  an  elective  operative  procedure  in  a  face 
presentation;  it  had  been  done  only  in  neglected  cases.  The 
point  brought  out  in  his  paper  was  that  it  was  much  better  to 
elect  symphysiotomy  in  cases  in  which  there  was  disproportion 
between  the  head  and  the  pelvis. 

THE    ABUSE    OF   TRACHEI.ORRHAPnY. 

Dh.  W.  R.  Pryor,  of  New  York,  read  a  paper  with  this  title. 
It  was  not  his  intention,  he  said,  to  discuss  the  question  of  im- 
mediate closure  of  torn  cervices,  but  to  deal  only  with  the  opera- 
tion as  applied  to  conditions  which  had   existed   for  some  time. 
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Among  tliese  he  Hrst  considered  erosions,  wliicli  he  said  were 
not  present  in  lacerations  of  the  cervix  unless  there  were  puru- 
lent endometritis  or  endocervicitis.  Filthy  as  the  vngina 
usually  was,  if  the  supply  of  pyogenic  cocci  were  cut  otl'  f'roni 
above  the  simplest  treatment  would  suffice  to  subdue  the  erosion 
without  trachelorrhaphy.  Next  came  hypertrophied  cervix. 
This,  he  believed,  led  more  often  to  pronounced  laceration  and 
subsequent  persistent  enlargement,  while  less  freciuently  did 
the  normal  cervix  liy|)ertrophy  simply  because  torn.  It  was 
inconceivable  why  the  cervical  tissue  should  take  on  new 
growth  merely  because  certain  of  its  fibres  had  been  separated 
during  labor,  when  the  very  opposite  followed  clean  incisions. 
Sterility  was  next  named,  x^n  interesting  form  of  scientific 
mind  seemed  to  be  possessed  by  those  who  sewed  up  the  cervix 
for  acquired  sterility,  inasmuch  as  commonly  the  same  gentle- 
men cut  open  the  cervix  for  sterility  in  young  women.  Every 
woman  had  her  cervix  torn  at  the  first  labor. 

For  no  condition  was  trachelorrhaphy  more  often  performed 
than  for  subinvolution,  but  retarded  involution  seemed  to  Dr. 
Pryor  to  result  from  causes  other  than  a  torn  cervix — especially 
from  fatigue  of  the  uterine  muscle  during  the  first  stage,  to- 
gether with  a  poor  general  condition.  It  was  not  fou'nd  to 
follow  Diihrssen's  incision. 

Cystic  degeneration  or  interstitial  folliculitis  was  more  apt  to 
occur  in  a  torn  cervix,  it  was  true,  but  cervices  the  seat  of  this 
degenerative  conditiun  required  a  more  I'adical  procedure  than 
trachelorrhaphy — thorough  removal  of  all  the  affected  tissue. 
Also,  where  a  neuritis  arose  from  a  cystic  cervix,  the  affected 
tissue  should  be  removed. 

Dr.  Pryor  did  not  attribute  cancer  to  laceration  of  the  cervix, 
or  consider  that  trachelorrhaphy  would  prevent  it,  for  during 
the  past  decade  thousands  of  women  had  been  operated  upon, 
yet  the  statistics  of  the  Health  Department  of  Xew  "i  ork 
showed  a  marked  increase  in  the  number  of  cases  of  cancer. 
He  believed  the  phenomena  of  development  and  involution 
incident  to  pregnancy  were  much  more  prominent  in  the  causa- 
tion of  cancer  of  the  cervix  than  were  tears  which  invariably 
followed  labor.  At  any  rate,  if  we  opei-ated  to  prevent  it  in 
those  with  hereditary  tendency,  sui-ely  something  more  radical 
than  trachelorrhaphy  was  indicated. 

A  pathological  laceration  of  the  cervix  re(]uiring  trachelor- 
rhaphy he  would  define  as  any  laceration  vvliich  was  of  such 
severity  and  degree  as  to  implicate  the  circular  fibres  of  the 
cervix  sufficiently  to  cause  a  modification  in  shape  or  position  of 
the  uterus.  To  do  this  most  of  the  sphincter  fibres  had  to  be 
severed  at  some  point.  The  ordinary  tear  was  not  the  result  of 
misguided  Nature,  but  one  of  her  beneficent  acts.  A  patho- 
logical tear  was  due  usually  to  an  unnatural  life,  based  on  faulty 
hygiene,  dress,  exercise,  etc.,  which  had   brought  on  a  hyper- 
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tropliie*!  (Condition  of  the  cervix  prior  to  a  late  marriage. 
Ilv|)ortrui)liy  in  the  parous  woman  required  the  operation 
applicable  to  liypertrophy  in  the  nnlliparour;,  and  the  other  ooii- 
(lition?  which  followed  it  required  i-emoval  t)f  more  tissue  than 
was  involved  in  trachelorrhaphy. 

Dr.  H.  T.  livFOKD,  of  Chicago,  agreed  with  the  reader  that  the 
•ordinary  cervical  laceration  should  not  be  united.  If  operation 
were  required  for  disease,  it  should  be  cut  out.  Cutting  out  the 
angle  did  not  cut  out  the  disease,  for  the  disease  was  under  the 
niucDUS  membrane.  In  three  cases  out  of  four  he  found  it 
necessary  to  perform  Schroder's  airq^utation.  Small  lacerations 
reijuired  no  operation  ;  deep  ones  into  the  connective  tissue 
should  be  united  just  after  labor. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  believed  that  the  ordinary 
cervical  tear  no  more  called  for  operative  interference  than  a 
tear  of  the  ear  from  wearing  a  heavy  earring ;  it  was  only  a 
niitter  of  cosmetic  effects.  But  the  ])resence  of  eversion  and 
erosion  in  the  cervix  always  demanded  repair.  Certain  it  was 
that  after  operative  interference  many  cervices  which  had  been 
indui-ated  and  hard  subse(]uently  became  small  and  compara- 
tively soft,  and  were  in  markedly  better  condition  than  before 
the  operation. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  thought  Dr.  Pryor's 
paper  was  certainly  revolutionary.  It  was  a  very  striking  state- 
ment that  it  was  normal  for  a  woman  to  have  laceration  of  the 
cervix.  It  did  not  seem  to  him  a  normal  condition  ;  if  it  was, 
there  were  a  great  many  women  who  were  abnormal  in  that 
aft3r  bearing  children  they  had  no  laceration.  The  statement 
ha(]  been  repeated  that  cancer  did  not  occur  in  negro  women, 
hut  comparatively  recent  statistics  in  Charleston  had  shown 
that  cancer  of  the  uterus  occuired  about  as  often  in  negroes  as 
in  whites.  Dv.  Noble  also  thought  the  statement  open  to  criti- 
cism tliat  there  was  a  relation  between  the  number  of  child  births 
and  cancer.  It  was  very  well  known  that  old  maids  s<mietimes 
had  cancer  of  the  cervix,  lie  believed  pathologists  did  not 
admit  such  etiological  relation. 

R'jgarding  ulceration  of  the  cervix,  he  quite  agreed  with  the 
author  that  in  a  certain  proportion  of  cases  of  lacei-ation  it  was 
wi-t-)'  to  do  Schroder's  amputation  than  trachelorrhai)hy.  Such 
cases  were  those  in  which  the  infiltration  was  marked,  the  cervix 
hard.  But  these  cases  formed  a  very  small  percentage  of  those 
of  laceration  which,  in  his  judgment,  called  for  operative  inter- 
ference, and  which,  according  to  his  experience,  did  as  well  by 
curettage  and  trachelorrhaphy  as  by  any  other  procedure. 

Dr.  W.  II.  Baker,  of  Boston,  said  tliat,  in  looking  for  ground 
to  stand  upon  with  Dr.  Pryor,  he  had  perhaps  found  it  in  the 
view  that  if  sepsis  were  prevented  after  laceration  of  the  cervix 
such  changes  would  not  take  place  as  would  demand  operative 
interference.     But  patients  did  not  come  to  us  at  this  stage  ; 
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they  came  after  patlioloo^ieal  changes  and  symptoms  had  arisen 
which  demanded  treatment.  Having  had  so  much  success  in 
the  relief  of  these  cases  by  trachelorrliaphj.  men  were  likely  to 
still  continue  that  form  of  treatment,  lie  could  not  agree  with 
the  author  that  the  cervix  was  torn  at  the  first  labor  in  every 
case  ;  he  had  seen  more  than  one  case  in  which  it  would  tax  the 
most  skilled  obstetrician  to  say  that  there  was  a  tear.  lie 
would  certainly  operate  in  every  instance  in  which  there  was 
the  slightest  eversion  of  the  cervix. 

Dr.  S.  C  Gordon,  of  Maine,  said  that  the  last  few  years  he 
had  been  teaching  his  classes  that  in  his  opinion  trachelorrhaphy 
was  done  a  great  deal  too  much.  The  chief  reason  was  that 
unless  the  cervix  was  very  large  the  operation  would  cause 
stenosis,  interfere  with  drainage,  and  perhaps  lead  to  pyosal- 
pinx.  He  had  operated  for  pyosalpinx  in  at  least  two  cases 
witbin  a  year,  brought  on  by  closing  the  cervical  canal  and 
consequent  obstruction  to  the  menstrual  discharge.  Still,  he 
disagreed  with  Dr.  Pryor  if  it  was  held  that  trachelorrhaphy 
was  never  required.  It  did  a  great  deal  of  good  in  the  hyper- 
plastic lacerated  cervix  when  aided  by  curettage,  washing  out 
the  uterus,  and  application  of  pure  carbolic  acid. 

Dr.  Pkyor  closed  the  discussion.  Regarding  cancer  in  ne- 
groes, he  said  that  just  in  proportion  to  the  amount  of  their 
white  blood  did  they  have  tendency  to  cancer.  The  point  he 
wished  especially  to  make  was  that  whatever  good  came  from 
trachelorrhaphy  "could  be  obtained  by  some  form  of  amputation. 

MYOMECTOMY   AS    A    SUBSTITUTE   FOK   HYSTERECTOMY. 

Dr.  E.  0.  Dudley,  of  Chicago,  read  this  paper.  The  objection 
to  hysterectomy  or  removal  of  the  uterus  with  the  tumor,  since 
it  deprived  the  woman  of  her  reproductive  function,  was  self- 
evident  and  raised  the  question  of  a  substitute.  We  already  had 
this  in  the  abdominal  operation  for  pedunculated  myomata,  and 
in  the  vaginal  operation  for  intrauterine  and  submucous  myo- 
mata not  larger  than  the  fetal  head,  and  in  Ki-aske's  method  in 
hysterectomy  for  cancer,  which  might  possibly  be  applicable  to 
some  cases  of  myomata  in  the  lower  posterior  walls  of  the  uterus. 
His  special  obje^ct,  however,  was  to  present  an  operation  for  the 
preservation,  when  practicable,  of  the  reproductive  organs  by 
laparatomy  in  cases  of  uterine  myomata.  His  first  case  was 
reported  live  years  ago,  the  operation  consisting  in  opening  the 
abdomen,  enucleating  the  tumor,  the  walls  of  the  cavity  left 
being  stitched  into  the  abdominal  wound.  In  the  performance 
of  the  operation  hemostasis  was  secured  by  large  rubber  ligature 
around  the  lower  part  of  the  uterus;  ligatures  around  the  blood 
vessels  separately  after  lifting  the  tumor  up.  It  was  also  desir- 
able to  quilt  the  bed  of  the  tumor,  thus  controlling  hemorrhage 
and  reducing  the  size  of  the  cavity.  In  some  eases  hemorrhage 
might  still  persist,  in  which  event" it  became  necessary  to  tie  the 
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uterine  arteries.  Gauze  drain  was  introduced  and  removed  at 
the  end  of  a  week.  During-  tlie  first  three  of  the  past  live  years 
lie  had  used  the  method  hut  little  hecause  of  losing  two  patients. 
During  the  past  two  years,  however,  he  had  operated  in  twenty- 
five  cases  without  a  death.  In  the  majori»^y  he  had  removed  the 
appendages  as  well,  sometimes  pi-ohahly  where  it  was  not  neces- 
sary.    Certainly  these  should  be  si)ared,  if  possible. 

lu  conclusion  the  author  said  surgical  treatment  of  uterine 
myouuita  couhi  not  be  contiued  to  any  one  operation. 

Discussion  upon  this  paper  and  that  of  Dr.  Wathen  was 
postponed  until  after  the  reading  of  the  President's  address. 

INTKALIGAMENTOUS    AND    RETKOPEUITONEAL   TUMORS    OF   THE 
UTERUS    AND    ITS    ADNEXA.' 

Dr.  William  H.  Wathen,  of  Louisville,  read  this  paper. 

FATAL    NAUSEA    AND    VOMITING    OF    PREGNANCY. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  read  this  paper,  in 
which  he  reported  three  cases  with  the  conditions  of  the  uterus 
present  described  by  Graily  Hewitt  in  1888.  The  first  case  was 
that  of  a  widow  who  had  been  treated  by  two  physicians  for 
chronic  gastritis.  When  Dr.  Davis  saw  her  she  was  emaciated, 
pulse  rapid  and  feeble,  sordes  beginning  upon  the  teeth,  the  eyes 
sunken  and  glassy,  breath  oflfensive.  She  was  vomiting  food, 
together  with  mucus  stained  with  coffee-ground  material.  She 
complained  of  pain  beneath  the  sternum.  Vaginal  examination 
revealed  a  uterus  of  the  size  and  consistence  of  one  advanced 
several  months  in  pregnancy,  retroverted,  cervix  very  soft. 
She  was  taken  to  a  hospital  and  the  nterus  raised.  Vomiting 
ceased,  but  the  patient's  general  condition  was  too  low  for  re- 
cover}' ;  purpuric  spots  appeared  over  the  body,  sordes  increased, 
low  delirium  supervened,  and  she  died  apparently  from  exhaus- 
tion. An  autopsy  was  not  permitted,  but  doubtless  illegitimate 
pregnancy  existed. 

The  second  patient  was  a  woman  of  32  who  had  suffered  from 
antetiexion  and  granulations  of  the  cervix.  On  the  present 
occasion  she  first  consulted  Dr.  Davis  early  in  pregnancy,  when 
she  was  suffering  from  vomiting,  straining  and  retching,  and  a 
naturally  nervous  temperament.  She  was  told  that  her  condition 
was  grave,  but  she  declined  to  accept  his  advice  and  jDassed  into 
the  hands  of  others,  and  shortly  before  her  death  Dr.  Davis  was 
again  called  in  consultation.  Meanwhile  a  vaginal  examination 
had  been  permitted.  Dr.  Davis  found  the  uterus  anteflexed, 
fundus  low,  lower  segment  impacted  in  the  pelvis.  Under  par- 
tial anesthesia  he  raised  the  uterus  and  tamponed  the  vagina. 
Coffee-ground  vomit  was  present,  substernal  distress  was  exces- 
sive, and  the  day  following  the  replacement  the  patient's  condi- 
'  See  original  article,  p.  76. 
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tion  was  worse.  Two  days  later  the  tampon  was  changed  and 
the  uterus  was  found  liigher.  The  patient's  condition  growing 
worse,  lie  dilated  the  cervix,  after  wliich  the  vomiting  ceased, 
the  substernal  pain  disappeared  ;  but  some  hour.s  later  labor 
pains,  hemorrhage,  and  syncope  supervened.  She  rallied  from 
the  latter,  and  at  the  urgent  recpiest  of  patient  and  husband, 
who  had  been  informed  of  her  hopeless  condition,  the  uterus 
was  emptied.  No  hemorrhage  attended  the  abortion,  but  the 
patient  died  in  syncope  soon  afterward. 

Close  examination  of  the  uterus  post  mortem  showed  that  the 
cervix  was  composed  of  dense  connective  tissue  arranged  in 
whorls ;  amidst  this  tissue  were  two  cysts,  one  an  inch  and  a 
quarter  in  diameter,  the  ( ther  half  as  large.  They  were  un- 
doubtedly retention  cysts  from  retained  secretion  of  mucous 
follicles. 

The  conditions  present  in  the  pelvis — marked  anteflexion  of  the 
uterus,  the  neck  composed  of  dense  connective  tissue,  the  pre- 
sence of  retention  cysts,  impaction  of  the  uterus  against  the 
symphysis,  and  the  excessive  tenderness  of  tlie  pelvic  tissues — 
were  certainly  irritant  cause  enough  for  reflex  vomiting.  The 
hematin  staining  of  the  tissues,  the  fatty  degeneration  of  the 
various  portions  of  the  body  so  extensively  present,  and  the  great 
softening  of  the  heart  muscle  pointed  to  fatal  anemia. 

Dr.  Davis  saw  his  third  case  but  once  or  twice  in  consultation 
with  Dr.  Loux.  Coffee-ground  vomiting  and  substernal  pain 
were  present.  The  uterus  was  found  anteflexed  and  low  in  the 
pelvis,  but  not  impacted  ;  consequently  they  were  of  opinion  that 
simply  raising  it  would  not  be  sufficient,  and  advised  dilatation 
of  the  cervix,  to  be  followed,  if  necessary,  by  emptying  the  ute- 
rus. The  husband,  however,  following  the  advice  of  members  of 
his  ministerial  congregation,  got  another  physician,  who  thought 
there  was  no  special  danger,  but  the  patient  died  a  short  time 
afterward.  In  this  case  Dr.  Davis  had  based  the  unfavorable 
prognosis  upon  the  substernal  pain,  coffee-ground  vomit,  the 
length  of  time  during  which  the  patient  had  been  in  an  anemic 
condition,  and  her  general  aspect,  which  closely  resembled  that 
of  the  other  two  patients. 

De.  H.  p.  C.  Wilson,  of  Baltimore,  thought  a  vaginal  exami- 
nation should  be  made  immediately  in  every  case  of  obstinate 
vomiting  of  pregnancy,  and  that  in  a  great  many  relief  could  be 
obtained  by  some  very  simple  manipulations,  such,  for  instance, 
as  might  overcome  a  malposition  of  the  uterus.  In  many  cases 
there  was  cystic  degeneration  of  the  cervix  like  that  commonly 
seen  in  laceration  of  the  cervix,  and  puncturing  the  cysts  re- 
lieved irritation  and  thereby  relieved  vomiting.  About  twenty 
years  ago  he  saw  a  woman  who  had  been  vomiting  about  six 
months,  and,  as  there  was  also  a  flow  of  blood,  she  had  become 
extremely  anemic.  He  was  the  third  physician  called,  and  all 
decided  that  her  only  hope  lay  in  abortion,  which  Dr.  Wilson 
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induced.  TLe  woman  got  well  and  six  months  afterward  con- 
ceived again,  and  after  a  while  began  to  bleed  as  she  had  done 
at  the  former  pregnancy.  He  insisted  upon  making  a  vaginal 
examination;  found  the  uterus  verj'  raw  and  blood  issuing  from 
the  cervix.  A  number  of  cysts  were  present,  which  he  opened 
and  nuide  an  application  of  chromic  acid.  This  stopped  the 
bleeding  and  the  nausea,  and  the  woman  went  on  normally  to 
term,  lie  then  became  convinced  that  on  the  iirst  occasion,  if 
he  had  made  examination  through  a  speculum,  he  could  have 
stopped  the  nausea,  vomiting,  and  bleeding,  and  saved  the  child^ 
just  as  he  had  done  in  the  second  pregnancy.  He  would  there- 
fore insist  ujion  vaginal  examination  by  linger  and  speculum  in 
all  cases  of  obstinate  vomiting. 

Dr.  E.  C.  Gehkung,  of  St.  Louis,  had  seen  a  good  many  cases 
of  severe  or  pernicious  vomiting  of  pregnancy,  and  in  many 
there  was  anteflexion,  and  by  replacing  the  uterus  manually  and 
sustaining  it  by  pessary  he  had  succeeded  in  relieving  some 
cases  instantaneously  and  others  after  awhile.  One  woman  was 
carried  into  his  olhce,  so  low  was  her  condition.  lie  made 
examination,  found  anteflexion,  sustained  the  uterus  by  pessary  ; 
she  returned  home,  took  dinner,  and  did  not  vomit  again  during 
this  pregnancy.  About  a  year  afterward  she  returned,  suffering 
from  pernicious  vomiting  of  pregnancy  again,  and  was  relieved 
in  the  same  manner.  But  so  favorable  a  result  did  not  always 
take  place.  One  patient  had  suffered  from  pernicious  vomiting 
about  a  month  ;  she  had  been  nourished  by  rectum  three  weeks, 
but  was  extremely  emaciated.  He  lifted  the  uterus,  the  vomit- 
ing ceased,  she  improved  considerably,  but  about  the  eighth  day 
had  an  attack  of  blindness,  which  went  on  to  become  complete  ; 
she  became  delirious  and  died.  Starvation  had  gone  too  far^ 
he  said,  and  the  nervous  system  gave  way. 

Dr.  Edward  Keynolds,  of  Boston,  thought  the  first  important 
point  brought  out  by  the  discussion  was  the  fact  that  in  a  large 
number  of  cases  of  dangerous  vomiting  of  pregnancy  examina- 
tion revealed  some  structural  alteration  in  the  womb.  It  had 
been  his  experience  that  when  such  changes  were  present  the 
cases  almost  always  did  badly  and  finally  required  abortion,  so 
that  he  had  come  to  induce  it  at  once.  The  second  point  which 
had  interested  him  was  the  influence  of  the  anemia.  He  was 
sure  that  in  cases  of  nausea  and  vomiting  which  were  progress- 
ing toward  a  fatal  termination  a  time  came  when  the  patient's 
nutrition  changed,  and  if  life  was  to  be  saved  abortion  must  be 
induced  soon.  If  minor  means  were  to  give  relief  it  must  be 
before  that  degree  of  tissue  change  had  been  reached  which  im- 
plicated the  functions  of  the  various  organs.  When  that  rather 
indescribable  stage  had  been  reached  minor  measures  must  be  laid 
aside  and  abortion  l)e  induced  immediately.  His  own  rule  was 
that  when  malnutrition  and  anemia  had  become  well  marked,  the 
urinary  secretion  unsatisfactory,  the  patient  progressively  losing 
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strength  in  spite  of  rectal  feeding,  the  pulse  liaving  reached  120, 
expectant  treatment  should  he  abandoned  and  abortion  performed. 
He  believed  there  was  no  line  of  obstetric  work  wliich  showed  a 
greater  number  of  lives  lost  in  the  hands  of  the  best  men  than 
the  nausea  and  vomiting  of  pregnancy,  and  he  believed  this  was 
due  to  the  impression  which  prevailed  that  al)ortion  was  likely 
to  succeed  in  saving  the  mother  if  put  oli  till  the  later  stage. 
In  cases  to  which  he  had  been  called  at  this  stage  the  abortion 
had  done  little  more  than  precipitate  the  fatal  result.  It  was 
important,  therefore,  to  recognize  the  point  at  which  this  last 
resort  would  still  be  able  to  save  life. 

Dr.  George  Engelmann,  of  St.  Louis,  said  he  had  never  fully 
understood  the  expectant  treatment,  or  had  never  seen  the  neces- 
sity for  it.  He  believed  that  local  interference  would  give  relief, 
if  relief  could  be  obtained  at  all  short  of  abortion.  There  was, 
then,  no  need  of  losing  time.  If  relief  was  possible  it  could  be 
obtained  at  once.  Usually  it  would  be  by  doing  away  with  pres- 
sure of  some  sort,  such  as  flexion,  congestion,  induration  of  tissue 
•compressing  nerve  filaments.  The  procedures  to  be  adopted 
were  scarification,  dilatation,  pessary,  etc.  If  after  a  day  or 
two  relief  was  not  obtained,  remove  the  ovum. 

Dr.  W.  Gill  Wylie,  of  New  York,  said  he  had  been  inte- 
rested in  this  subject  some  years  ago.  and  had  found  that  the 
great  majority  of  patients  could  be  relieved  by  the  steel  dilator. 
If  the  cases  were  taken  early,  the  first  six  weeks  or  two  mouths 
of  pregnancy,  cure  could  often  be  effected  by  boroglyceride  pled- 
gets, etc.,  intended  to  soften  the  hard  cervix.  If  there  were 
marked  displacement  it  might  have  some  influence,  but  he 
believed  that  in  seventy-five  per  cent  of  all  cases  the  cause 
rested  in  induration  or  some  diseased  state  of  the  cervix  which 
could  be  overcome  by  appropriate  treatment.  He  had  usually 
in  severe  cases  obtained  relief  almost  at  once  by  dilatation,  but 
one  was  apt  not  to  do  this  properly.  The  dilatation  should  be 
carried  high  enough  to  include  the  whole  cervix. 

Dr.  M.  D.  Mann,  of  Buffalo,  had  met  a  case  a  short  time  ago 
which  illustrated  the  difficulty  of  determining  the  cause  of  the 
vomiting.  The  woman  had  been  married  seven  weeks,  had 
spent  six  weeks  vomiting,  was  in  pretty  bad  condition;  various 
measures  had  been  tried  and  had  failed.  He  had  made  careful 
pelvic  examination  and  found  nothing  wrong,  and  therefore 
decided  to  try  dilatation,  from  which  he  had  obtained  good 
results  in  other  cases.  Thorough  dilatation,  however,  failed  also. 
As  the  condition  of  the  patient  was  getting  worse,  he  proceeded 
to  empty  the  uterus  and  then  found  a  fibroid,  about  the  size  of 
a  hen's  egg,  in  the  wall  of  the  uterus  on  one  side.  He  made  no 
attempt  to  remove  it,  but  the  abortion  had  relieved  the  vomiting. 

He  had  seen  the  mistake  often  made  of  waiting  too  long. 
While  every  measure  should  be  tried  which  would  spare  the 
child's  life,  yet  when  the  case  was  going  from  bad  to  worse  the 
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uterus  sliould  be  emptied  and  the  woman  saved.  It  was  difficult 
to  draw  the  line  and  decide  just  when  to  induce  abortion  ;  it  was 
tliere  that  the  judgment,  skill,  and  experience  of  the  obstetrician 
came  in. 

Dk.  Charles  Jewett,  of  Brooklyn,  had  had  experience  with 
dilatation  of  the  cervix  under  cocaine,  and  while  as  a  rule  it  had 
given  satisfactory  results  in  the  absence  of  local  lesions,  yet 
tliere  was  a  certain  proportion  of  cases  in  which  it  had  failed 
altoijether.  A  strikiuij  case  showino;  its  advantage  was  one  of 
vomiting  near  term,  the  woman  vomiting  every  few  minutes. 
No  sooner  had  the  cervix  been  dilated  than  vomiting  ceased 
permanently.  It  was  better  to  keep  on  the  safe  side,  not  allow 
vomiting  to  go  on  until  there  was  danger  of  cardiac  changes ; 
induce  abortion  before  the  vomited  matter  showed  coffee-ground 
apjiearance. 

Dr.  Wilson  inquired  of  Dr.  Wylie  whether  he  had  known 
dilatation  to  produce  abortion. 

Dh.  Wylik  replied  that  it  had  happened  to  one  of  his  patients 
who  did  not  keep  quiet  and  had,  besides,  complete  retroversion 
with  flexion,  which  he  thought  might  have  been  the  cause  of 
the  abortion  rather  than  the  dilatation. 

Dk.  a.  p.  Dudley,  of  New  York,  had  had  five  cases  of  nausea 
and  vomiting  of  pregnancy,  two  in  primiparce.  The  primiparse 
were  found  to  have  fiexion,  one  of  the  others  had  retroversion, 
the  other  two  had  extensive  laceration  and  cystic  degeneration 
of  the  cervix  with  large  amount  of  scar  tissue.  Acting  in  accord 
with  tlie  belief  that  the  vomiting  was  due  to  a  neurosis  arising 
from  the  local  conditions  described,  treatment  was  instituted  for 
their  local  relief,  and  this  together  with  cocaine,  and  nionobro- 
mate  of  camphor  by  the  stomach,  succeeded. 

Dk.  Davis  closed  the  discussion.  While  there  might  be  many 
causes  of  vomiting,  he  wished  to  emphasize  certain  signs  point- 
ing to  an  unfavorable  prognosis  as  taught  by  his  cases :  1.  Exten- 
sive disintegration  of  blood,  shown  by  coffee-ground  streaking  of 
the  vomited  matter.  2.  Su])sternal  pain  and  distress,  the  path- 
ology of  this  condition  having  been  stated  by  one  gentleman  to 
be  acute  fatty  degeneration  of  the  heart,  which  was  of  the 
gravest  import  to  the  patient.  He  agreed  with  Dr.  Jewett 
that  the  patient  should  not  be  allowed  to  go  to  that  point.  A 
thorough  examination  should  be  made;  the  uterus  should  be 
placed  in  position  ;  other  local  measures  should  be  taken  accord- 
ing to  the  condition  found  ;  medicinal  treatment  should  also  be 
employed,  and,  still  failing  to  give  relief,  one  should  empty  the 
uterus  before  the  supervention  of  the  symptoms  just  described 
as  being  dangerous. 

THE    proper    position    of    RECENT    SURGICAL    METHODS    IN   THE 
TREATMENT    OF    UTERINE    FIBROIDS. 

The  President  (Dr.  Lusk)  chose  this  subject  for  his  address. 
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There  was  iiotliing,  he  sairl,  wliicli  in  equal  degree  marked  in 
gynecology  the  boundary  line  between  the  old  order  of  things 
and  the  new  as  recent  discussions  upon  the  surgical  treatment 
of  uterine  myomata.  Not  many  years  ago  we  preached  to  the 
patient  with  a  myomatous  growth  the  virtues  of  fortitude  and 
resignation.  When  we  compared  these  beginnings  witii  the 
present  completeness  of  our  resources  we  realized  as  never 
before  the  possibilities  which  lay  hidden  twenty  years  ago  under 
the  teachings  of  Lister. 

Perhaps  no  achievement  in  surgery  had  ever  borne  witness  so 
completelj'  of  the  triumph  of  human  skill  over  anatomical  diffi- 
culties as  the  safe  extirpation  of  the  enlarged  uterus,  and  it  was 
with  especial  pride  that  he  was  able  to  point  to  the  highly  credi- 
table part  played  by  the  members  of  this  Society  in  bringing  the 
operation  to  its  present  degree  of  perfection. 

There  were  a  number  of  questions,  however,  which  in  the 
heat  of  debate  had  been  treated  of  somewhat  in  stepmother 
fashion,  and  he  hoped  to  perform  a  useful  function  in  calling 
attention  to  some  of  these. 

In  following  reports  of  triumphs  of  the  past  three  years  cer- 
tain points  should  be  borne  in  mind  with  regard  to  the  biology 
of  uterine  fibromata.  For  instance,  all  were  probably  agreed 
that  myomata  might  remain  of  small  size  during  many  years,  and 
that  in  rare  instances  they  even  diminished  in  size  or  disappeared 
without  treatment.  In  the  latter  category  Doran  had  reported 
thirty-seven  cases.  If,  therefore,  the  tumor  was  of  small  size 
and  the  discomfort  slight,  was  it  not  good  practice  to  delay 
awhile  and  control,  if  need  be,  attendant  menorrhagia  by  the 
curette,  tampon,  ergotin,  or  galvanism  ?  Clinically  there  was  not 
much  weight  in  the  argument  that  radical  treatment  should  be 
resorted  to  because  of  liability  to  malignant  change. 

Among  palliative  measures  Dr.  Lusk  thought  the  curette 
furnished  the  greatest  number  of  disappointments.  In  one  case 
of  disappointment  from  these  methods  he  had  checked  hemor- 
rhage and  other  symptoms  by  tampon. 

G-ottschalk  argued,  with  Vi'rchow,  Gusserow,  and  Winckel,_that 
every  form  of  local  irritation  which  produced  continuous  circu- 
latory disturbance  acted  as  a  predisposing  cause  to  uterine 
myomata,  and  the  growth  of  the  tumor  was  largely  maintained 
by  the  vessels  distributed  over  the  outer  surface.  Therefore  he 
suggested  in  the  early  stages  control  of  the  tumor  by  ligation  of 
the  "uterine  arteries  through  the  vagina.  Franklin  Martin  had 
also  treated  cases  successfully  in  that  way,  and  the  President 
thought  it  unwise  to  ignore  such  testimony  simply  because  vagi- 
nal ligation  of  the  uterine  arte.nes  belonged  to  the  domain  of 
little 'things.  The  fact  that,  to  a  woman,  loss  of  the  generative 
organs  was  attended  with  a  sense  of  personal  inferiority  ought 
never  to  be  lost  sight  of.     No  woman  liked  to  feel  that  she  was 
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different  from  others,  and  slie  eared  nothing;  for  the  statistics  of 
a  successful  operator. 

It  was  a  (juestion  whether  in  this  country  sufficient  attention 
luul  been  liiven  the  enucleation  of  uterine  fihroids  through  the 
vairina.  In  Europe,  Chrohak  alone  had  reported  forty-three  cases 
witli  only  one  death.  The  operation  was  applicable  to  tumors  of 
small  size,  and  would  be  contraindicated  by  multiple  and  subse- 
rous tibroids,  by  inflammatory  conditions  and  fixation  of  the  uterus 
by  old  adhesions.  Doubtless  more  ready  access  to  the  tumor 
could  be  had  by  the  plan  of  Pean  of  making;  circular  incision 
throiiiih  the  vas^inal  walls,  avoidini^  the  peritoneum,  and  sepa- 
ratiuix  the  cervical  tissue  from  the  surrounding  walls.  Where 
practicable  the  vaginal  method  should  be  chosen,  more  especially 
to  avoid  the  possibility  of  hernia.  That  there  was  a  real  danger 
of  hernia  occurring  was  shown,  if  not  by  each  operator's  indi- 
vidual statistics,  at  least  by  collective  ones.  At  Jacobs'  clinic 
there  had  been  hernia  in  thirty-eight  out  of  two  hundred  and 
fifty-seven  patients  operated  upon.  By  the  vaginal  method 
there  was  better  drainage,  recovery  was  more  I'apid,  and  the 
patiert  was  spared  the  shock  of  an  abdominal  incision  and  pro- 
louijed  handling  and  exposure  of  the  intestines. 

The  results  of  vaginal  hysterectomy  in  the  treatment  of 
tibroids  were  particularly  remarkable:  Itichelot,  thirty-eight 
cases  with  one  death  ;  Dayen,  twenty-eight  cases  with  one  death  ; 
Jacobs,  twenty-two  cases  with  no  deaths ;  Fean,  three  hundred 
cases  with  six  deaths.  When  the  tumor  exceeded  in  size  a 
child's  head  experience  taught  that,  as  a  rule,  it  was  better  to 
attack  it  from  above. 

After  the  abdomen  had  been  opened  the  question  of  castra- 
tion became  a  legitimate  one,  although  within  the  past  two 
years  it  had  become  the  fashion  to  discredit  it.  Castration, 
liowever,  was  no  longer  advocated  in  large  tumors,  cystic 
tumors,  extensive  adhesions,  and  it  was  questionable  whether 
it  should  be  resorted  to  in  tumors  occupying  the  lower  uterine 
zone  and  mainly  fed  by  the  uterine  arteries.  In  all  cases  where 
the  abdomen  was  opened  the  question  of  the  possibility  of 
saving  the  uterus  and  appendages  should  be  taken  into  con- 
sideration. All  pedicled  growths  should  be  tied  and  removed. 
There  would  always  be  a  certain  number  of  cases,  however,  in 
which  hysterectomy  would  have  to  be  performed.  Regarding 
treatment  of  the  stump,  the  President  said  that  to  those  of  us 
who  looked  upon  recovery  by  the  extraperitoneal  method  as 
due  more  to  divine  blessing  than  to  the  skill  or  foresight  of  the 
surgeon,  the  paper  read  before  this  Society  by  Dr.  Polk  in  1892, 
giving  a  plan  of  procedure  for  the  complete  removal  of  the 
uterus  which  could  be  followed  by  all,  was  about  the  most  wel- 
come contribution  made  to  gynecology  during  the  last  ten  years. 
But  the  end  had  not  come  yet.  A  little  more  experience  had 
forced  all  to  admit  that  complete  hysterectomy  was  more  severe 
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■and  more  miitilatiiio^  than  supra vai^inal  amputation  ;  .'ind  if 
Ooffe,  Baer,  Dudley,  and  others,  by  closini^  the  peritoneuni  from 
above,  could  leave  the  vaginal  stump  without  detriment  to  the 
patient,  the  consideration  of  her  welfare  must  in  the  future 
make  the  retroperitoneal  treatment  of  the  stump  the  method  of 
election.  The  profession  was  awaiting  with  great  interest  the 
ultimate  results  of  operation  by  these  methods. 

Discussion  was  then  invited  upon  the  papers  of  Drs.  Wathen 
and  E.  C.  Dudley,  and  the  President's  address. 

Dr.  W.  M.  Polk,  of  New  York,  said,  with  regard  to  leaving  a 
portion  of  the  cervix,  that  if  he  were  not  in  the  presence  of  this 
:august  assemblage  he  would  feel  disposed  to  characterize  the 
discussion  upon  this  subject  as  somewhat  in  the  nature  of  a 
tempest  in  a  teapot ;  but  the  question  of  the  treatment  of 
tumors  situated  in  the  uterus,  with  a  view  to  retaining  that 
•organ,  was  of  such  paramount  importance  that,  in  his  mind,  all 
others  sank  into  insigniticance. 

Let  us  inquire,  then,  how  far  it  was  possible  to  remove  tumors 
from  the  uterus,  with  or  without  litjating  the  vessels,  and  retain 
for  the  patient  a  working  organ.  Myomectomy  by  the  vagina 
had  long  been  a  recognized  |)rocedure,  but  the  time  had  come, 
Dr.  Polk  believed,  when  it  should  be  quite  as  safe  to  attack  such 
tumors  by  way  of  the  abdomen  as  it  had  been  heretofore  by  way 
of  the  vagina.  The  mere  fact  that  the  tumor  was  subperitoneal 
should  not  be  allowed  too  much  weight. 

Referring  to  Dr.  Dudley's  paper.  Dr.  Polk  expressed  the 
opinion  that,  in  the  light  of  recent  work,  the  mere  fact  of  the 
existence  of  a  salpingitis  did  not  forbid  the  woman  retaining  the 
function  of  ovulation.  Even  it'  there  were  pus  in  the  tubes  such 
measures  might  still  be  adopted  which  would  permit  her  to 
retain  the  function  of  menstruation  and  ovulation.  Admitting 
this  proposition,  which  he  stood  ready  to  defend  on  all  occa- 
sions, it  became  evident  that  certain  cases  alluded  to  by  Dr. 
Dudley  did  properly  fall  within  the  domain  of  myomectomy. 

Dr.  J.  M.  Baldy,  of  Philadelphia,  thought  it  was  like  splitting 
hairs  to  discuss  the  question  whether  it  were  better  to  remove 
the  whole  uterus  or  to  leave  a  portion  of  the  cervix.  The  dif- 
ference was  so  slight  that  practically  one  method  was  as  com- 
plete an  extirpation  as  the  other.  All  the  vital  portions  of  the 
organ  were  removed  in  this  form  of  amputation.  The  results 
of  the  two  methods  had  been  about  the  same.  If,  however, 
there  was  any  doubt  about  the  existence  of  tuberculosis  or  malig- 
nant disease,  one  should  do  total  extirpation. 

Myomectomy  per  vaginam  left  one  in  a  state  of  uncertainty 
as  to  the  woman's  condition.  While  one  might  be  able  to  suc- 
cessfully remove  a  tumor  as  large  as  a  child's  head,  or  possibly 
as  large  as  an  adult's  iiead,  through  the  vagina,  yet  the  patient 
might  suffer  as  much   after  the  operation  as  before.     In  other 
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words,  the  cause  of  the  suffering  was  as  often  in  the  appendages 
as  in  the  tumor,  so  that  removal  of  the  latter  alone  left  us  in  a 
state  of  uncertainty  as  to  the  ultimate  result.  lie  had  shown  to 
the  Philadelphia  Obstetrical  Society  a  large  number  of  fibroids, 
and  in  every  case  there  was  incurable  disease  of  the  appendages. 
That  fact  spoke  against  vaginal  myomectomy.  If,  therefore,  a 
fibroid  tumor  required  an  operation,  it  should  be  by  abdomi- 
nal section.  If  on  opening  tiie  abdomen  the  appendages  were 
found  diseased,  the  (piestion  of  myomectomy  was  settled  in  the 
negative.  In  the  majority  of  cases  reported  by  Dr.  Dudley  of 
myomectomy,  after  opening  the  abdomen  the  appendages  were 
also  removed,  a  course  which  he  thought  would  not  meet  with 
approval  to-day.  Myomectomy  had  been  in  tlie  past  a  far  more 
deadly  operation  than  hysterectomy.  The  great  danger  had 
lain  in  heuiorrhajze.  In  the  speaker's  opinion,  therefore,  myo- 
mectomy was  not  an  operation  which  should  come  in  competi- 
tion with  total  removal  of  the  uterus.  The  feeling  of  increased 
security  was  sufficient  in  itself  to  justify  one  in  the  vast  ma- 
jority of  cases  in  choosing  hysterectomy  in  preference  to  either 
vaginal  or  abdominal  myomectomy.  Regarding  ligation  of  the 
uterine  arteries,  he  would  be  inclined  to  place  it  about  in  line 
with  treatuient  by  electricity.  In  all  other  portions  of  the  body 
the  collateral  circulation  was  such  as  would  keep  up  the  nourisli- 
ment  of  the  tumor,  and  he  saw  no  reason  why  it  should  not  in 
the  uterus. 

Dr.  E.  W.  Cdshing,  of  Boston,  did  not  think  the  performance 
of  vaginal  myomectomy,  which  had  gainetl  such  a  hold  abroad, 
would  be  accepted  to  any  extent  in  this  country  ;  it  was  accom- 
panied by  too  much  uncertainty.  The  ol)jection  to  opening  the 
abdomen  that  it  left  a  scar,  mentioned  in  the  President's  address, 
was  scarcely  worth  taking  into  consideration.  As  to  abdominal 
myomectomy,  the  statistics  quoted  were  rather  shocking.  More- 
over, in  his  section  of  the  country,  women  would  hardly  care  to 
take  the  chances  of  recurrence  of  the  growth  or  disease  in  the 
uterus  after  having  submitted  to  so  formidable  an  operation. 
A  uterus  which  had  had  one  fibroid  in  it  large  enough  to  call 
for  operative  interference  might  have  twenty  more  which 
would  give  trouble  later. 

Dr.  Cushing's  experience  had  been  in  accord  with  Dr.  Baldy's, 
that  usually,  in  tumors  of  the  uterus,  the  chief  symptom  driving 
the  woman  to  the  physician — pain — was  due  to  disease  of  the 
appendages.  The  condition  of  these  organs  in  doubtful  cases 
could  only  be  determined  by  the  suprapubic  operation,  and  it 
certainly  would  be  against  his  judgment  to  perform  myomec- 
tomy and  leave  a  pair  of  |)us  tubes. 

Dr.  S.  C.  Gordon,  of  Elaine,  called  attention  to  a  paper  which 
he  had  read  at  the  last  annual  meeting,  advocating  removal  of  the 
uterus  when  this  was  the  seat  of  a  fibroid  causing  sufficient  suf- 
fering to  drive  the  patient  to  the  physician  for  relief.     In  the 
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discussion  he  was  represented  as  sayinp:  that  lie  would  take  out 
every  uterus  which  was  the  seat  of  a  til)r(>id ;  that  was  a  mis- 
take. There  was  a  diiference  l)etween  cases  of  iil)roids  acciden- 
tally found  and  fibroids  causiuf]^  symptoms  which  made  the 
patient  seek  relief.  There  were  all  kinds  of  fibroids,  and  various 
conditions  of  the  uterus  and  appendaijes  when  fibroids  were 
present.  He  was  not  disposed  to  tiid-cer  with  conditions  which 
finally  would  call  for  radical  operation.  lie  believed  abdominal 
myomectomy  meant  temporizing,  as  a  rule,  and  final  failure, 
and  that  after  a  time  it  would  be  abandoned.  As  to  vaj^inal 
hysterectomy,  he  thought  it  was  not  to  be  classed  as  a  surgical 
operation,  and  that  it,  too,  would  come  to  be  abandoned.  It 
meant  work  in  the  dark.  Except  in  submucous  fibroids  which 
could  be  removed  from  the  cervix,  Dr.  Gordon  believed  the 
various  measures  spoken  of  during  the  discussion  would  come 
to  be  abandoned  in  favor  of  clean,  healthy  hysterectomy  for 
fibroids  causins;  snfScient  trouble  to  require  surgical  treatment. 

Dr.  W.  Gill  Wylie,  of  New  York,  thought  that  if  Dr. 
Lusk's  paper  were  the  only  one  to  be  criticised  he  wouL!  have 
little  to  say.  It  had  stated  the  subject  very  fairly,  and  shown 
that  there  was  no  one  way  to  treat  all  cases  of  uterine  fibroids. 
It  was  not  an  easy  matter  always  to  say  just  when  to  operate. 
His  first  hysterectomies,  done  about  twelve  years  ago,  were 
nearly  altogether  in  cases  in  which  it  was  a  matter  of  life  or 
death.  Even  then,  however,  the  results  of  hysterectomy  were 
good,  but  of  later  years  it  was  so  seldom  for  the  experienced 
operator  to  lose  a  case  that  the  tendency  seemed  to  be  too 
strongly  in  the  direction  of  total  extirpation  in  all  cases. 

Yery  few  cases  of  uncomplicated  fibroids  came  for  treatment. 
Salpingitis,  for  instance,  was  very  frequently  present,  just  why 
he  was  unable  to  say.  The  age  of  the  patient  should  also  be 
considered  in  treatment.  He  would  be  much  more  likely  to 
perform  hysterectomy  if  the  patient  were  over  40  than  if  she 
were  only  30.  If  it  was  practical  to  remove  the  fibroid  by  the 
vagina  and  leave  anything  like  a  decent  uterus,  he  would  ope- 
rate in  that  way,  especially  in  women  about  30  years  old.  If 
they  were  over  40  he  would  perform  hysterectomy,  for  the  rea- 
son that  clinical  experience  showed  more  cases  of  cancer  in 
women  who  had  fibroids  than  in  those  who  had  not.  H  the  ab- 
domen were  opened  in  a  young  woman,  and  he  found  healthy 
appendages,  and  a  fibroid  in  the  uterus  which  could  be  removed 
without  "hysterectomy,  he  would  do  myomectomy.  In  other 
words,  he  would  adapt  the  operation  to  the  patient,  and  not 
resort  to  hysterectomy  in  all  instances  simply  because  his  mor- 
tality rate 'from  this  operation  had  been  very  low.  Regarding 
the  question  of  total  extirpation  versus  amputation,  leaviug  a 
portion  of  the  cervix,  he  would  act  according  to  the  case.  If 
the  patient  were  old  and  had  no  further  use  for  a  uterus,  or  if 
there  were  any  reason  to  suspect  malignant  disease,  he  would 
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remove  th3  entire  organ.  If,  however,  the  cervix  were  small 
and  healthy,  he  woukl  leave  it  as  being  the  easier  operation  and 
better  for  the  patient. 

Dr.  H.  T.  Byfoud,  of  Chicago,  wished  to  con  tine  his  remarks  to 
one  or  two  details  of  operative  procedure.  IJe  thought  the  Pres- 
ident liad  taken  right  ground.  lie  had  no  patience  with  removal 
of  the  uterus  in  all  cases  of  fibroids.  He  had  a  number  of  cases, 
not  o]:)erated  upon,  which  he  had  kept  under  observation  live, 
ten,  fifteen  years,  and  they  had  l)een  free  from  symptoms,  ex- 
cept perhaps  hemorrhage  which  usually  had  improved  under 
treatment.  In  none  of  these  old  cases  had  cancer  developed, 
although  in  three  or  four  other  cases  he  had  seen  malignant  dis- 
ease and  fibroids  associated.  Much  of  the  fear  expressed  lest 
fibroids  should  undergo  cancerous  change  was  uncalled  for. 
The  fact  was  becoming  established  that  submucous  fibroids  pro- 
jecting into  the  uterine  cavity  miglit  sometimes  be  changed  into 
polypi  by  the  use  of  ergot,  and  then  be  removed  with  ease 
through  the  cervix. 

His  experience  had  been  that  it  was  impossible  to  dilate  the 
cervix  sufficiently  from  without  to  enable  one  to  enucleate 
fibroids  with  any  degree  of  ease.  Ergot  often  forced  the  tumor 
down  and  dilated  the  cervix,  similar  to  the  dilatation  which 
occurred  during  pregnancy.  He  had  sometimes  resorted  to  cut- 
ting the  cervix  laterally,  but  it  was  liable  to  be  followed,  when 
sewed  up,  by  sufficient  contraction  to  interfere  with  escape  of 
secretions. 

Regarding  Dr.  Dudley's  manner  of  performing  abdominal 
myomectomy,  he  thought  it  must  be  of  limited  application,  for 
the  reason  that  in  many  cases  of  uterine  fibroids  the  appendages 
were  also  diseased.  There  would  probably  be  greater  danger  of 
hernia  than  if  the  entire  uterus  were  taken  out. 

Regarding  the  treatment  of  the  stump  or  of  leaving  no  por- 
tion of  the  cervix,  we  must  choose  the  way  safest  to  the  patient. 
As  a  rule  this  depended  upon  rapidity.  In  one  case  it  would  be 
the  ideal  procedure  to  take  out  the  cervix,  in  another  to  leave 
it.  For  a  special  reason,  however,  Dr.  Ryford  had  followed  one 
course  of  dealing  with  the  stump. 

Dr.  George  Engelmann,  of  St.  Louis,  expressed  regret  at  the 
feeling  which  seemed  generally  to  prevail  against  the  vaginal 
method.  Of  course  the  application  of  one  method  to  all  cases, 
especially  the  vaginal  method  to  large  tumors  as  well  as  small 
ones,  would  raise  distrust  because  claiming  too  much  for  it.  In 
tumors  of  moderate  size  the  operation  through  the  vagina  was 
rapid,  simple,  and  safe.  The  absence  of  shock,  which  he  had 
witnessed  even  in  the  severest  cases,  was  a  strong  argument  in 
its  favor.  The  objection  which  had  been  made,  that  it  was 
working  in  the  dark  aiuJ  there  was  especial  danger  of  hemor- 
rhage, was  not  in  accord  with  facts.  If  there  was  danger  of 
hemorrhage  it  was  due  to  use  of  imperfect  instruments.     The 
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hemostatic  forceps  should  have  luu^  handles  and  stronfi;  blades. 
The  vaginal  method,  tlierefore,  certainly  deserved  a  fair  trial  at 
the  hands  of  American  operators  where  the  tumors  were  not  of 
too  large  size. 

Dr.  a.  p.  Dudley,  of  New  York,  thought  the  President's 
address  was  very  appropriate  at  the  present  time.  He  l)elieved 
myomectomy  was  here  to  stay,  that  supravaginal  hysterectomy 
had  its  place,  and  that  there  were  also  cases  in  which  lateral 
vaginal  hysterectomy  should  be  preferred.  Illustrative  cases 
were  narrated.  The  first  was  that  of  a  virgin,  26  years  of  age, 
who  had  a  libroid  as  large  as  his  two  fists  protruding  into  the 
uterus;  tubes  and  ovaries  healthy.  An  incision  was  made  into 
the  uterus,  the  tumor  removed,  the  cut  sewed  together,  drain- 
age passed  down  through  the  cervix.  There  was  no  rise  of  tem- 
perature following  the  operation.  In  another  case  the  patient 
was  very  fleshy.  He  was  unable  to  introduce  his  hand  into  her 
pelvis.  The  cervix  was  healthy.  In  this  instance  he  properly 
performed  suprapubic  instead  of  vaginal  hysterectomy,  leaving 
the  cervix.  If  the  case  was  one  of  diseased  cervix,  os  rigid, 
abdomen  flabby,  patient  the  mother  of  several  children,  he  would 
do  the  complete  operation. 

Dr.  E.  C.  Dudley,  of  Chicago,  belonged  among  those  who 
w'ould  like  to  be  sure  and  certain  in  their  views  upon  any 
subject,  but  he  must  admit  that  he  was  anything  but  certain  as 
to  what  was  the  proper  treatment  forall  cases  of  uterine  flbroids. 
His  operative  experience  probably  did  not  extend  over  more 
than  flfty  cases,  and  of  these  tifty  cases  approximately  the  last 
twenty-flve  had  been  operated  upon  in  accord  with  the  method 
described  in  his  paper.  Probably  all  would  agree  that  there 
was  no  single  proposition  which  would  cover  the  whole  ques- 
tion. In  fact,  a  universal  proposition  with  regard  to  treatment, 
especially  surgical  treatment,  was  a  dangerous  thing.  Of  course 
hysterectomy  must  be  done  in  some  cases,  myomectomy  in  some, 
and  in  some,  perhaps,  no  operation  at  all  was  required.  In  answer 
to  Dr.  Baldy,  who  had  objected  to  myomectomy  because  it  was 
dangerous,  he  could  say  that  in  his  last  twenty-live  cases  there 
had  been  no  deaths.  Nor  was  the  operation  of  vagiiial  hys- 
terectomy so  dangerous  as  Dr.  Gordon's  remarks  would  indi- 
cate. He  knew  that  Dr.  Byford  had  operated  in  this  manner 
probably  thirty  or  forty  times  with  scarcely  any  mortality.  He 
had  himself  removed  the  uterus  through  the  vagina  for  cancer 
about  twenty  times,  and,  with  the  exception  of  his  first  case,  all 
the  patients  recovered.'  Removal  of  tiie  uterus  by  the  vagina 
was,  then,  a  relatively  safe  operation. 

One  should  have  clear  ideas  with  regard  to  unnecessary  sac- 
rifice of  the  reproductive  organs  of  woman.  He  supposed  that 
at  some  future  time  the  historian  would  write  of  the  surgical 
treatment  of  uterine  myomata  during  this  decade,  and  it  wa& 
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possible  that  it  would  constitute  one  of  the  darkest  pictures  in 
the  literature  of  medicine. 

Dr.  Polk  added,  with  regard  to  the  removal  of  uterine  tu- 
mors niorcelU'inent^  that  he  had  so  operated  three  times  and 
with  great  satisfaction.  The  lai-gest  tumor  lemoved  was  about 
the  size  of  the  uterus  at  the  fifth  month  of  pregnancy.  The 
ditheultj  of  controlling  the  vessels,  feared  by  some,  was  not 
experienced  in  his  cases ;  they  were  easily  ligated.  Ligatures 
would  answer  better  than  clamps. 

Dr.  AV^.  H.  Wathen  thought  myomectomy  would  have  to  be 
narrowed  down  to  a  few  cases.  It  ought  not  to  be  admitted 
unless  it  would  restore  the  jjenerative  ortcans  so  that  the  woman 
could  bear  children.  In  many  conditions  it  must  be  more  dan- 
gerous than  removal  of  the  entire  uterus.  The  President's 
remarks  on  the  different  methods  of  treatment  were  very  per- 
tinent. The  whole  subject  had  been  thoroughly  discussed  at  the 
recent  International  Medical  Congress. 

TuK  President  said  that,  if  it  were  not  too  much  to  hope  for, 
he  would  like,  by  the  next  time  this  subject  was  discussed,  to 
learn  that  our  technique  and  skill  had  been  so  far  perfected  as 
to  enable  us  to  leave  out  of  the  discussion  the  question  of  mor- 
tality, as  there  would  be  none,  and  confine  our  remarks  to  the 
vital  one  of  whether  our  patients  were  completely  restored  to 
health. 

rupture  of  the  uterus  :  palliative  versus  surgical 
treatment. 

Papers  were  read  discussing  this  subject  by  Drs.  Charles  M. 
Green,'  of  Boston,  and  Malcolm  McLean,'  of  JSew  York. 

The  President  (Dr.  Lusk),  having  been  requested  to  make 
some  remarks,  said  the  subject  had  been  so  fully  discussed  in 
the  papers  that  all  he  could  do  was  to  relate  some  personal 
experience.  In  cases  of  incomplete  rupture  there  was  no  doubt 
but  what  asepsis  and  drainage  would  lead  to  a  good  many 
recoveries,  especially  if  the  rupture  were  situated  in  the  pos- 
terior wall.  He  believed  that  up  to  the  present  time,  so  far  as 
was  known,  all  rents  in  the  anterior  wall  had  terminated  fatally, 
AVhere  the  rupture  through  the  peritoneum  was  complete,  but 
the  child  had  only  partially  extruded  and  had  been  extracted 
through  the  vagina,  and  drainage  had  been  used,  there  had  been 
a  small  percentage  of  recoveries.  But  unfortunately  nearly  all 
patients  who  had  recovered  by  the  aid  of  this  method  had 
remained  hopeless  invalids.  Therefore,  if  the  rupture  had 
extended  completely  into  the  abdominal  cavity,  he  would  feel 
better  on  returning  home  had  he  made  abdominal  incision, 
cleaned  out  the  abdominal  cavity  of  i>lood  clots,  and  brought  the 
peritoneum  together  with  catgut.     To  sew  up  the  wound  in  the 

'  See  original  articles,  pp  34  and  43. 
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uterus  would  probably  be  impossible  because  of  its  ra^jjed  and 
intiltrated  edges.  If  the  wcMiiau's  condition  were  lair,  one 
would  consider  the  question  of  removal  of  the  uterus.  It  hap- 
pened oftener  than  one  would  suppose  to  find  the  woman  in 
pretty  good  general  condition  after  complete  escape  of  the  child 
and  its  extraction  from  the  abdominal  cavity.  In  a  few  cases 
such  patients  had  lived,  but  had  remained  invalids.  Inasmuch 
as  we  could  sew  up  the  peritoneum  but  could  not  reunite  the 
rent  in  the  uterus,  it  would  be  desirable  to  extirpate  this  organ 
if  the  patient's  general  condition  would  permit.  He  had  otten 
heard  men  say  they  would  perform  Porro's  operation  under 
such  circumstances,  as  though  it  were  a  very  easy  thing  to  do  ; 
but  they  would  undoubtedly  tind  it  very  difficult  in  practice. 
He  had  once  seen  Dr.  Polk  start  to  perform  Cesarean  section 
and  end  by  taking  out  the  uterus,  which  led  him  to  feel,  if  he 
should  meet  with  a  case  of  complete  rupture  and  the  patient's 
condition  were  good,  he  would  venture  to  do  hysterectomy. 

Dr.  Edward  Reynolds,  of  Boston,  speaking  of  complete 
rupture,  would  divide  the  cases  for  treatment  into  those  in 
which  the  rent  was  in  the  lower  portion  of  the  posterior  wall, 
and  those  in  which  the  rent  was  in  other  situations.  "With  the 
rent  in  any  other  portion  than  the  lower  part  of  the  posterior 
wall  he  would  wish  to  open  the  abdomen  and  remove  the 
uterus.  His  special  object  in  rising,  however,  was  to  express 
disagreement  with  the  President  in  the  view  that  invalidism 
would  result  in  cases  not  operated  upon.  He  had  seen  four 
cases  of  rupture  of  the  uterus,  three  being  in  consultation.  The 
first  occurred  in  his  own  practice  when  he  was  totally  inex- 
perienced. The  child  and  placenta  had  escaped  into  the  abdo- 
minal cavity.  He  did  notlung  but  institute  cleanliness  and 
extract  the  child.  The  patient  died  within  a  week.  To-day  he 
felt  that  she  ought  to  have  been  saved.  The  other  three  pa- 
tients recovered.  One  case  was  that  referred  to  by  Dr.  Green, 
in  which  the  woman  bore  a  child  in  natural  labor  a  year  later 
and  had  been  perfectly  well  since.  The  other  two  patients  had 
been  seen  by  him  since,  and  both  were  in  excellent  health. 
Therefore,  with  his  limited  experience,  he  must  dissent  from 
Dr.  Lusk  in  the  view  of  permanent  invalidism  without  operation. 

Dr.  E.  p.  Davis,  of  Philadelphia,  called  attention  to  the  fre- 
quent occurrence  of  rupture  of  the  uterus  in  multi parous  women 
who  had  suffered  previously  from  puerperal  sepsis.  "While  the 
woman  might  recover  from  neglected  septic  infection  after 
labor,  yet  the  uterus  would  be  found  to  have  undergone  an 
interstitial  change  which  would  interfere  with  union  should 
rupture'occur  subsequently.  The  fact  that  rupture  of  the  ute- 
rus had  taken  place  in  a  multiparous  woman  was  pretty  good 
indication  that  any  attempt  to  repair  the  rent  would  fail,  and 
spoke  in  favor  of  ligating  the  arteries  and  completely  removing 
the  uterus,  as  had  been  suggested  by  the  President. 
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Dr.  ^V.  M.  Polk,  of  New  York,  said  the  difficulty  wliicli  lie- 
found  when  faeiui^  cases  of  rupture  of  the  uterus  was  like  that 
of  standing  between  the  devil  and  the  deep  sea.  Upon  the  one 
hand  there  was  a  lesion  with  such  sliock  as  would  forbid,  under 
any  other  circumstances  at  least,  any  grave  operation.  Upon 
the  other  hand  there  was  a  lesion  which  presumably  wonld  lead 
to  sepsis  if  pro])er  cleanliness  were  not  resorted  to. 

Given  a  case  of  rupture  of  the  uterus,  it  was  essential  to  deter- 
mine whether  it  were  complete  or  incomplete.  If  it  were  com- 
plete, empty  the  peritoneal  cavity.  But  one  should  look  most 
carefully,  after  removal  of  the  fetns  and  membranes,  as  to  what 
might  be  left  behind,  which  could  not  be  done  if  he  limited 
himself  to  the  vagina.  Any  one  who  had  had  experience  in 
removing  ovarian  tumors  through  the  vagina  must  know  that 
Huid  would  accumulate  at  points  consideral)ly  above  the  level 
usually  invaded  by  the  operation,  so  that,  after  nsing  irrigation, 
sponges,  and  gauze  drainage  freely  through  the  vagina,  he 
could  still  discover  a  considerable  amount  of  fluid  beneath  the 
anterior  abdominal  vvall.  In  favorable  cases  this  fluid  became 
encapsulated,  while  in  unfavorable  ones  it  lay  as  a  potent  factor 
in  sepsis.  Dr.  Polk  therefore  thought  that  in  cases  of  complete 
ruj)ture  we  should  deliver,  if  possible,  from  below,  and  make 
repair  from  that  direction — it  might  be,  even  remove  the  uterus 
through  the  vagina — and  if  the  abdomen  were  opened  it  need 
be  only  for  cleansing  purposes.  If  there  was  one  thing  better 
proven  than  another  in  abdominal  snrgery,  it  was  that  a  patient 
would  stand  three  times  as  much  operative  interference  through 
the  vagina  as  through  the  abdomen,  lie  therefore  suggested 
that,  as  obstetricians,  we  do  most  of  our  operative  work  from 
below,  and  if  the  abdomen  were  opened  at  all,  let  it  be  only 
for  the  purpose  of  cleansing  out  the  cavity. 

Dr.  R.  a.  Ml-rray,  of  New  York,  thought  the  two  points  of 
most  importance  were,  first,  whether  the  tear  had  or  had  not 
extended  into  the  peritoneum;  second,  whether  there  had  been 
escape  of  any  of  the  contents  of  the  uterus  into  the  abdominal 
cavity  which  might  be  septic.  Four  cases  of  rupture  of  the 
uterus  had  come  under  his  observation.  The  first  one  which  he 
related  was  seen  with  Dr.  Coe  at  the  Maternity  Hospital.  The 
house  surgeon,  having  observed  that  all  pains  had  ceased,  had 
extracted  the  child  with  forceps.  After  al)Out  twelve  hours  Dr. 
Coe  and  also  Dr.  ^Murray  were  called  and  found  the  woman  in 
marked  collapse  for  which  there  was  no  apparent  cause.  There 
was  no  hemorrhage.  On  vaginal  examination,  however,  they 
found  the  uterus  ruptured,  the  rent  having  apparently  extended 
into  the  peritoneal  cavity,  and  it  was  thought  necessary'to  open 
the  abdomen,  although  there  was  danger  of  the  woman  dying- 
from  shock  during  the  operation.  Dr.  Murray  said  that  any  one 
who  had  the  impression  that  the  uterus  might  be  removed  with 
ease  in  such  a  case  would  be  convinced  of  the  contrary  had  he 
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been  present.  The  edematous  peritoneiuii  must  luive  heeu  three 
-or  four  inches  thick,  but  there  Imd  been  very  little  effusion  into 
the  peritoneal  cavity.  There  was  a  hen)atoma  of  the  broad  liga- 
ment, however,  which  extended  up  to  the  umbilicus.  The  tear 
not  only  involved  the  broad  ligament,  but  extended  down  to  and 
two-thirds  of  the  way  around  the  cervix,  so  that  any  attempt  to 
perform  Porro's  operation  w(Uild  have  been  useless.  Total  extir- 
pation would  also  have  been  very  difficult,  and  it  was  the  speak- 
er's opinion  that  the  better  course  would  have  been  to  introduce 
drainage. 

Another  case  occurred  in  the  Maternity.  The  house  surgeon 
made  out  the  presence  of  rupture  in  the  posterior  wall,  tamponed 
the  vagina,  and  sent  for  Dr.  Murray,  who  saw  the  patient  about 
three  hours  after  the  accident.  She  was  in  absolute  collapse. 
After  examining  the  woman  and  cleansing  the  cul-de-sac  he 
reapplied  the  tampon,  but  the  woman  died.  The  tear  had 
extended  into  the  vagina,  so  that  the  Porro  would  not  have  been 
applicable.  The  other  two  of  the  four  cases  were  saved.  In 
one  there  was  rupture  .into  the  broad  ligament ;  in  the  other 
complete  rupture  into  the  peritoneal  cavity,  bat  sufficiently  low 
so  tiiat  he  was  able  to  introduce  gauze  and  drain  after  having 
extracted  the  fetus  by  the  feet  and  taken  away  the  membranes. 
Only  in  cases  of  rupture  high  up  into  the  peritoneal  cavity,  where 
drainage  could  not  be  secured  from  below,  would  he  consider 
laparatomy  as  giving  the  patient  the  best  chance  of  recovery. 

Dr.  Charles  Jewett,  of  Brooklyn,  remarked  that  the  term 
Porro  was  not  the  proper  one  to  use  in  these  cases. 

Dr.  E.  W.  Gushing,  of  Boston,  had  once,  in  removing  a  fibroid 
tumor  from  the  uterus,  left  a  hole  tiirough  the  walls  of  this  organ 
into  the  peritoneal  cavity,  so  that  he  was  induced  to  go  on  and 
perform  vaginal  hysterectomy. 

Dr.  McLean  said  an  important  point  brought  out  in  his  paper 
seemed  not  to  have  attracted  attention  in  the  discussion,  namely, 
that  there  might  be  rupture  into  the  peritoneal  cavity  without 
infection,  because  of  the  protection  afforded  by  the  membranes 
protruding  into  the  rent  like  a  hernia.  Under  such  circum- 
stances palliative  treatment  would  be  proper. 

Dr.  W.  Gill  Wylie,  of  New  York,  read  a  paper  entitled 

the  best   method  of  operating  on   old  lacerations  of  the 
perineum,  especially  those  associated  with  the  forma- 
tion OF  A    RECTOCELE,  AND  DISPLACEMENT    OF   THE  UTERUS.' 

Dr.  Guarles  P.  Noble,  of  Philadelphia,  said,  in  discussing 
the  paper,  that  on  examining  the  perineum  of  a  virgin  very  little 
tissue  would  be  found  between  the  vagina  and  rectum,  yet  the 
whole  contention  of  the  paper  had  been  that  there  should  be 
considerable  tissue  between  the  rectum  and  vagina,  whose  func- 

'  See  original  article,  p.  16. 
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tion  was  to  keep  the  rectum  from  cominpr  forward.  Dr.  \Vylie 
liad  diveri^ed  very  widely  from  otlier  autliors  Avitli  wliom  Dr. 
Noble  agreed  with  regai-d  to  the  function  of  the  perineum.  lie 
thoui^ht  the  reason  why  iiynecolotrists  often  failed  to  ai)])reciate 
the  real  nature  of  perineal  injuries  was  the  fact  that  they  lied 
attended  so  few  labors  and  had  seen  so  few  primary  tears.  Al- 
thouijh  he  had  early  been  in  a  lying-in  hospital,  yet  he  had  never 
seen  but  one  tear  which  extended  in  the  middle  line  as  high  up 
as  the  hymen,  altliough  all  must  have  seen  mesial  tears  which 
fell  short  of  that  line.  Tears  involving  the  sphincter  ani  were 
excepted.  Ordinarily  the  tear  was  uj)  one  sulcus  and  did  not 
extend  deeply. 

Dr.  Noble  had  never  seen  but  one  case  of  prolapsus  of  the 
uterus  where  the  levator  ani  was  not  torn,  and  in  that  instance 
the  woman  was  accustomed  to  carrying  heavy  mill  bags.  He 
believed  carrying  heavy  weights — in  other  words,  the  occupation 
of  the  woman — had  more  to  do  with  causing  prolajisus  than 
straining  at  stool,  on  which  Dr.  Wylie  had  placed  so  much  stress. 
He  also  differed  from  the  author  in  the  statement  that  in  repair- 
ing the  perineum  one  never  saw  the  muscle.  Dr.  Noble  said  he 
never  operated  but  what  he  carried  the  dissection  down  far 
enough  to  see  the  muscle,  showing  that  it  had  not  disappeared. 
He  did  not  think  it  necessary  to  insert  the  finger  into  the  rectum 
during  the  operation,  and  thought  it  endangered  sepsis.  "With 
slight  variations,  Dr.  Emmet's  operation  had  proven  very  satis- 
factory. He  buried  two  heavy  sutures  in  front  of  the  rectccele 
where  greatest  resistance  was  desired.  He  also  ])icked  up  the 
divided  tibres  <jf  the  spliincter  with  his  needle  and  suture.  Tiie 
support  of  the  pelvic  organs  depended  upon  the  integrity  of  the 
levator  ani,  and  he  thought  that  in  laying  all  stress  upon  the  white 
librous  tissue  Dr.  Wylie  missed  the  point  of  the  entire  rjuestion. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn,  agreed  with  Dr.  Wylie  with 
regard  to  the  fact  of  the  non-displacement  of  the  uterus  in  certain 
forms  of  injury  to  the  pelvic  floor,  but  almost  constant  displace- 
ment in  certain  other  injuries  of  the  i)elvic  floor. 

He  disagreed  with  Dr.  Wylie's  views  of  the  anatomy  of  the 
pelvic  floor,  especially  the  pathological  anatomy,  and  the  method 
of  operating.  He  had  the  same  objection  to  Dr.  Wylie's  opera- 
tion which  he  had  to  many  others,  namely,  that  it  was  applied 
to  all  forms  of  injuries. 

Dr.  Wylie  interjected  at  this  point  that  his  paper  had  to  do 
with  only  one  class  of  injuries — namely,  those  in  which  there 
was  rectocele. 

Dr.  Skene  thanked  him  for  his  explanation,  and,  continuing, 
said  there  were  two  classes  of  injuries  to  the  pelvic  floor,  one 
being  in  the  median  line,  the  other  being  an  injury  only  to  the 
supports  which  held  the  ])elvic  floor  at  the  proper  elevation — 
the  levator  ani.  In  the  former  condition  prolapsus  was  very 
rare  ;  in  the  latterthere  would  be  sagging  and  prolapsus  whether 
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there  was  or  was  not  constipation,  and  even  tliongli  the  jtelvic 
floor  proper  had  not  been  torn  at  all.  In  the  former  reetocele 
might  occur;  in  laceration  through  the  sphincter  ani  it  did  not. 
In  median  lacerations  wliere  the  levator  ani  remained  perfect 
this  continued  to  liold  up  the  pelvic  floor,  even  raising  it  a  little 
higher  than  normal  and  drawing  it  forward  toward  the  pubis,  so 
that  the  pelvic  outlet  was  often  almost  entirely  closed.  lie  was 
sure  all  must  have  seen  the  rectum  and  meatus  urinarius  brought 
nearly  together  in  lacerations  where  the  sphincter  ani  was  not 
involved,  thus  tending  to  prevent  rather  than  encourage  pro- 
lapsus of  the  vaginal  wall. 

Dr.  Skene  believed  he  was  first  to  call  attention  to  injuries  of 
the  levator  ani  as  such,  although  he  did  not  doubt  but  what  Dr. 
Emmet  meant  to  include  this  muscle  when  he  wrote  of  a  strong 
fascia  supplementing  the  muscles  of  the  pelvic  floor  and  the 
necessity  for  its  restoration  during  perineorrhaphy.  The  method 
of  operating  was  different  according  to  whether  the  one  or  the 
other  of  the  lesions  spoken  of  was  present.  Where  there  was  a 
median  tear  which  had  been  present  long  enough  to  result  in 
the  formation  of  a  reetocele,  the  pelvic  floor  could  not  be  restored 
completely  without  disposing  of  this  reetocele.  As  a  matter 
of  fact,  reetocele  rarely  occurred  ;  the  tumor  present  at  the  vulva 
was  usually  a  mass  of  hemorrhoidal  veins.  An  entirely  differ- 
ent operation  was  required  for  restoration  of  injuries  to  the 
levator  ani  which  permitted  descent  of  the  pelvic  floor. 

No  operation  would  accomplish  as  much  as  Dr.  Emmet's  in 
injuries  to  the  levator  ani  muscle  ;  in  fact,  it  was  the  only  ope- 
ration which  had  ever  done  any  good  in  these  cases. 

Regarding  Dr.  Noble's  remark  that  he  always  found  the  mus- 
cle, Dr.  Skene  said  that  in  old  cases  it  was  frequently  entirely 
atrophied  so  that  it  could  not  be  seen. 

Dr.  Wylie  made  some  closing  remarks.  IJe  thought  some 
of  the  members  would  find  they  had  misunderstood  his  paper 
when  they  came  to  read  it  over  at  their  leisure. 

Dr.  Francis  H.  Davenport,  of  Boston,  read  a  paper  on 

THE    ULTIMATE    RESULTS    OF     THE    TREATMENT     OF    BACKWARD    DIS- 
PLACEMENTS   OF    THE    UTERUS    BY    PESSARY',    WITH    SPECIAL 
REFERENCE    TO    ALEXANDER'S    OPERATION.' 

Dr.  E.  W.  OusHiNn,  of  Boston,  thought  the  paper  a  very  judi- 
cious one,  yet  he  would  have  to  take  exception  to  some  of  the 
investigations  and  conclusions.  In  his  opinion  statistics  upon 
the  subject  were  almost  valueless,  for  the  reason  that  not  until 
recently  had  the  cause  of  backward  displacement  been  under- 
stood. '  The  old  statistics  were  based  on  treatment  of  the  condi- 
tion as  a  disease  rather  than  as  a  sym])tom,  and  were  worth  about 
as  much  as  might  be  statistics  of  "  dropsy." 

'  See  original  article,  p.  9l. 
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He  had  taken  the  (jronnd,  like  the  reader,  tliat  very  few  eases 
of  haekward  displaeeiiieiit  lecpiired  Alexander's  <)]ieratioii  ;  most 
of  them  could  be  cured  or  rendered  very  comfortable  by  pes- 
sary. In  old  cases  which  seemed  not  to  yield  to  the  pessaiy  and 
to  require  the  Alexander  operation,  it  Avould  almost  always  be 
found  that  there  was  some  adhesive  band  which  caused  the  womb 
to  drop  back  as  soon  as  the  pessary  was  removed.  In  a  larj^e 
j)riiportion  of  the  cases,  then,  in  which  the  pessary  failed,  he 
tlioUi2:ht  it  wiser  to  open  the  al)domen,  find  out  just  what  was 
interferinji\  and  anchor  the  uterus  within,  lie  thought  the 
Alexander  '•  fad  "  was  happily  declining.  He  had  taken  the 
ground  which  lie  stood  ui)on  at  present  at  a  discussion  upon  this 
subject  in  Boston  over  a  year  ago,  when  some  men  there  were 
doing  Alexanders  o|)eration  almost  by  the  hundred,  and  some 
even  asserting  that  it  could  be  done  where  there  were  adhesions, 
and  that  if  the  ligaments  could  not  be  found  or  the  uterus  ])ulled 
forward  the  abdomen  could  then  be  opened.  But  when  the 
same  question  came  up  for  discussion  this  year  not  one  of  those 
men  appeared  to  defend  their  side.  Dr.  Gushing  thought  there 
was  little  call  for  the  Alexander  operation.  Perhaps  congenital 
retroflexions  without  complications  in  virgins  constituted  an 
exception.  In  other  cases  which  could  not  be  relieved  by  pes- 
sary, by  treatment  preventing  metritis,  l)y  repair  of  the  peri- 
neum, etc.,  it  would  be  better  to  open  the  abdomen,  see  what 
we  were  about,  and  shorten  the  ligaments  internally  if  necessary. 

Dk.  Clement  Cleveland,  of  New  York,  believed  in  the  use 
of  the  pessary  and  also  believed  in  Alexander's  operation.  The 
chief  use  which  he  found  for  the  pessary  was  ir.  retrodisplace- 
ments  ;  rarely  did  he  use  it  in  anterior  displacements.  Where 
in  retrodisplacements  the  pessary  did  not  cure  within  a  year  it 
rarely  did  so  at  all,  and  if  the  patient  l)ecame  tired  of  wearing 
it  he  would  suggest,  but  never  urge,  Alexander's  operation. 

Dr.  Cleveland  regarded  the  Alexander  operation  as  a  very 
beneficent  procedure,  which  had  come  to  stay.  Applied  in  proper 
cases  and  carried  out  aseptically,  it  would  almost  always  prove 
successful.  He  thought  it  would  give  fully  seventy-five  per  cent 
of  cures.  lie  had  had  over  forty  cases  with  few  failures,  they 
occurring  in  his  earlier  experience.  He  had  varied  the  method 
of  anchoring  the  ligament  somewhat  by  carrying  the  end  of  it, 
threaded  on  a  llagedorn  needle,  down  beneath  the  integument 
over  the  pubic  spine,  oat  through  the  skin,  and  securing  it,  thus 
getting  the  benefit  of  more  than  the  full  length  of  the  inguinal 
canal. 

In  conclusion  Dr.  Cleveland  said  he  was  still  an  enthusi- 
astic believer  in  the  retroversion  ])essary,  and  never  resorted  to 
Alexander's  operation  unless  the  pessary  failed. 

Dr.  George  M.  Edebohls,  of  New  York,  was  very  anxious 
that  Dr.  Gushing  should  not  leave  fur  Boston  with  the  impression 
that  the  fad  of  performing  Alexander's  operation  was  dying  out. 
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Of  course  he  referred  to  cases  jrenerally  refj;ardcd  as  suitable  for 
this  procedure,  those  iu  which  the  uterus  was  not  adherent  and 
the  appendages  were  normal.  The  percentage  of  cures  by  pes- 
sary, stated  in  tlie  paper  as  twenty-five,  was  rather  small  for  any 
gynecoh^gical  procedure  nowadays.  We  could  do  better  by 
shortening  the  round  ligaments.  He  would  m^t  stop  to  describe 
his  method  of  performing  the  operation,  which  he  had  l)een 
practising  about  four  years,  but  could  say  that  in  not  one  of 
about  seventy-five  patients  operated  upon  did  he  know  of  the 
uterus  returning  into  the  position  of  retroversion.  In  other 
words,  as  far  as  he  knew,  all  of  his  cases  had  remained  anatomi- 
cally cured.  If  the  symptoms  had  l)een  correctly  referred  to  the 
displacement,  and  the  uterus  also  relieved  of  endometritis  which 
was  always  present,  it  would  be  found  that  both  an  anatomical 
and  a  syinpto;natic  cure  would  be  effected  by  shortening  the 
round  ligaments.  It  was  Dr.  Edebohls'  custom  to  tell  women 
consulting  him  that  some  gynecologists  claimed  to  be  able  to 
cure  or  relieve  about  twenty  or  twenty-five  per  cent  of  cases  by 
pessary,  and  if  they  chose  to  go  to  them  and  have  that  method 
tried  they  could  do  so,  and  then  if  there  Avas  failure  or  they 
wished  to  dispense  with  the  pessary  they  could  come  and  sub- 
mit to  Alexander's  operation,  which  he  could  assure  them  would 
almost  positively  prove  successful.  Under  this  advice  many 
women  had  gone  elsewhere  and  tried  treatment  by  pessaries, 
then  returned  and  submitted  to  shortening  the  round  ligaments 
witii  a  successful  result. 

Dr.  E.  C.  Gehrung,  of  St.  Louis,  wished  to  make  an  explana- 
tion. He  had  l)een  quoted  as  saying  that  a  cure  rarely,  if  ever, 
occurred  from  use  of  pessaries.  He  believed  he  had  been  as  suc- 
cessful as  perhaps  anybody  with  the  use  of  pessaries,  and  was 
greatly  in  favor  of  them, "^ and  had  found  that  what  had  been 
called  cure  occurred  even  more  frequently  than  had  been  stated 
by  the  author.  But  the  word  ''cure"  was  too  definite  an  ex- 
pression to  pass  without  challenge.  Very  many  women  left  the 
gynecologist  apparently  cured  of  their  displacement,  butafter  a 
few  years'  time,  and  perhaps  passing  through  miscarriage  or 
labor,  they  would  be  found  suffering  as  of  old.  In  this  sense  he 
had  said  that  a  cure  was  rarely  obfained.  It  was  the  tendency 
always  for  the  womb  to  fall  into  displacement,  even  in  health. 
While  other  direct  causes  might  act,  the  erect  position  of  tlie 
human  bodv  always  favored  displacement  of  the  womb,  particu- 
larly when  it  lost 'its  supports.  The  fact  that  displacement  was 
found  in  girls  as  well  as  in  married  women  showed  that  there 
were  causes  in  action  all  the  while,  and  that  it  might  occur  again 
after  so-called  cure  bv  pessaries.  In  some  cases  the  displacement 
was  due  simply  to  relaxati<m  of  tissues  in  anemic  patients;  in 
others  the  uterus  was  pulled  upon  or  pressed  upon  by  neighbor- 
ing organs  or  tissues,  and  according  to  the  diagnosis  of  the  cause, 
so^vould  be  the  prognosis  as  to  permanency  of  cure.     If  a  per- 
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maiient  anatomical  cure  was  called  for,  some  such  operative  pro- 
cedure as  Alexander's  operation  would  he  required,  not  the  use 
of  ])es.>;aries ;  l)Ut  the  future  would  have  to  determine  the  ulti- 
mate svmptomatic  i-esults  of  fixation  of  the  uterus  hy  operation. 
"While  the  Alexander  operation  seemed  to  have  given  good  re- 
sults and  had  probably  come  to  stay,  yet  Dr.  Gehrung  thought 
treatment  by  pessaries  would  prove  an  acceptable  method  in 
ninety  or  ninety-five  cases  out  of  every  hundred. 

Dr.  R.  L.  Dickinson,  of  Brooklyn,  spoke  of  the  cause  of  fail- 
ure in  the  use  of  jiessaries.  It  was  not  only  necessary  to  lift  the 
uterus  with  the  ])essarv,  but  we  must  see  to  it  that  unnecessary 
pressure  was  taken  off  of  it  from  above.  We  must  regtdate 
the  dress,  correct  faulty  ways  of  sitting  and  standing,  see  that 
the  bladder  and  rectum  did  not  become  overdistended.  It  was 
especially  important  to  warn  our  patients  against  sitting  long  in 
a  cramped  position  at  the  sewing  machine,  of  carrying  heavy 
children,  of  wearing  tight  corsets  and  heavy  skirts.  Everything 
which  tended  to  reduce  muscular  tone  in  the  pelvic  organs  must 
also  be  avoided. 

Dr.  Davenport  made  some  closing  remarks.  He  had  per- 
formed Alexander's  operation  a  number  of  times,  and  must 
confess  that  his  results  had  not  been  as  satisfactory  as  Dr. 
Edebohls';  and  he  had  also  been  consulted  by  a  number  of 
women,  operated  upon  by  other  men.  in  whom  the  uterus  had  not 
remained  forward.  Therefore  he  could  not,  like  Dr.  Edebohls, 
hold  out  to  his  patients  absolute  certainty  of  a  cure,  not  even  in 
selected  cases, 

INFLAMMATION    OF   THE    URETERS    FROM   A   MEDICAL   STANDPOINT. 

Dr.  M.  D.  Mann,  of  Buffalo,  read  a  paper  on  this  subject- 
He  said  his  knowledge  of  inflammation  of  the  ureters  dated  only 
a  few  years  back  when  he  was  taught  by  Dr.  Howard  Kelly  how 
to  palpate  those  organs.  Within  that  time,  however,  he  had 
become  convinced  that  ureteritis  was  a  very  common  affection 
and  one  of  great  importance,  although  very  little  attention  had 
been  given  it  even  in  recent  text  books. 

Among  the  causes  were  injuries  during  childbirth,  previous 
disease  in  the  bladder,  suppurative  disease  in  the  kidneys,  peri- 
tonitis, tumors,  abnormal  conditions  of  the  urine,  tuberculosis. 

Regarding  injuries  at  childbirth,  reference  was  made  to  a  case 
reported  to  the  Society  by  Dr.  Skene  and  one  of  his  own. 
In  the  latter  it  was  made  evident  that  there  had  been  pressure 
upon  the  ureter  by  the  head,  and  the  irritation  was  increased 
by  hyperacidity  of  the  urine.  The  symptoms  entirely  dis- 
ap;)eared  within  a  few  weeks,  due  chiefly  to  rendering  the  urine 
alkaline  and  more  copious. 

Dr.  M\nn  had  never  seen  a  case  of  ascending  ureteritis  from 
disease  of  the  bladder,  except  it  were  of  gonorrheal  origin.  That 
gonorrheal  inflammation  might  extend  to  the  bladder  was  gene- 
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rally  acknowledged,  altliouf^h  it  hiul  not  often  attracted  atten- 
tiou.  Dr.  Mann  did  not  douht  tliat  many  failures  to  obtain 
relief  from  pain  after  celiotomy  for  pus  tul)es  were  due  to 
iinrecofjnized  (gonorrheal  ureteritis. 

Where  inriamniatiou  of  the  ureters  occurred  from  descending 
disease  it  was,  in  his  experience,  usually  due  to  calculi  or  tuber- 
culosis. A  protest  was  entered  against  the  too  common  custom 
of  attrihuting  bladder  troul)les,  etc.,  to  pressure  of  the  displaced 
womb  when  this  was  little  more  than  of  normal  size.  lie  never 
failed  to  tind  some  other  condition  to  account  for  the  vesical 
irritation,  and  usually  it  was  abnormal  condition  of  the  urine. 

That  sutiicient  pressure  might  be  made  l)y  ovarian  tumor  or 
uterine  fibroid  to  cause  ureteritis  could  not  be  doul)ted.  Cancer 
also  might  press  upon  or  even  occlude  the  ureter.  It  had  been 
stated  that  retroflexion  and  prolapsus  of  the  uterus  caused  pres- 
sure upon  the  ureters,  but  Dr.  JVIann  had  not  seen  it. 

The  author  believed  that  an  abnormal  condition  of  the  urine 
was  the  cause  of  ureteritis  in  a  great  majority  of  the  cases.  It 
was  often  excessively  acid  and  scant,  and  of  that  kind  which 
wa?  present  commonly  in  lithemia.  The  specitic  gravity  was 
apt  to  be  low  in  addition  to  the  quantity  being  small,  say  eight 
or  ten  ounces.  The  total  amount  of  solids  was  small  ;  crystals 
were  present  in  variety.  The  cause  of  the  renal  insufficiency 
was  oft«n  reflex,  and  could  be  largely  remedied  by  diet,  alkalies, 
increased  fluids,  diaphoresis. 

The  pathological  anatomy  had  not  been  so  well  studied. 
Several  forms,  however,  might  be  distinguished — a  catarrhal 
form  in  which  there  was  little  disturbance  of  the  epithelial 
lining,  and  other  forms  in  which  the  ureters  were  thickened. 
Both  ureters  were  commonly  involved,  but  the  left  to  a  greater 
degree  than  the  right  as  a  rule.  It  was  a  question  for  future 
observation  whether  vesical  tenesmus  was  not  due  to  ulcers  or 
other  lesion  around  the  mouths  of  the  ureters.  In  one  of  Dr. 
]\Iann's  cases  he  observed  small  granulations  in  this  locality. 
The  possibility  of  kidney  disease  following  gave  ureteritis  a  more 
serious  aspect.  The  most  common  symptom  was  frequent  mic- 
turition, and  in  one  of  his  cases  the  patient  had  been  on  the 
commode  almost  constantly  for  months.  The  next  most  import- 
ant symptom  was  pain  over  the  line  of  the  ureters,  one  or  both, 
but  over  the  left  oftener  than  over  the  right.  The  pain  might 
become  agonizing  during  micturition.  Several  cases  had  come 
to  Dr.  Mann  in  which  the  ovaries  had  been  removed  when  the 
trouble  lay  only  in  the  ureters.  If  cystitis  were  present  it 
might  entirely  niask  the  ureteritis.  There  might  be  gastric  and 
intestinal  disturbances,  rheumatism,  etc. 

In  diagnosis  it  was  very  itnportant  to  make  careful  examina- 
tion of  the  urine,  chemically  and  microscopically.  Constitu- 
tional treatment  was  of  the  utmost  importance  and  should 
be   in  the   line   already   indicated.      Balsams  might  be    valu- 
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able  for  tlieir  influence  on  the  urine,  especially  sandalwood. 
Cailieterization  of  the  ureters  bv  Kelly's  method  was  jiossilile 
for  all,  hut.  owin^j  to  tlie  susceptihility  of  these  o)-o;ans,  one 
should  i;o  slow  with  local  treatment.  Dr.  Mann  had  had  no 
further  experience  with  sur<>;ical  treatment  than  catheterization 
and  dilatation  of  the  ureters  a  few  times,  but  had  seen  no  parti- 
cular results.  Granulations  around  the  mouth  of  the  ureter 
C(»uld  l)e  treated  locally. 

Dk.  J.  M.  Baldy,  of  Philadelphia,  had  rarely  found  disease  of 
the  ureters  in  ^gynecological  practice.  Unquestionably  it  was  easy 
to  palpate  a  lari>:e,  thickened,  diseased  ureter  through  the  vagina, 
but  as  a  matter  of  experience  he  had  seldom  found  the  condition 
to  exist.  He  did  not  doubt,  however,  that  in  tlie  past  symptoms 
due  to  ureteritis  had  occasionally  been  attributed  to  dit^^ease  of 
the  uterus  or  of  C)tlier  pelvic  organs,  liegarding  treatment,  he 
thought  very  little  could  be  done  further  than  render  the  urine 
alkaline  and  less  concentrated.  If  bladder  trouble  existed,  cure 
that.  Dr.  Baldy  thought  the  infrequency  of  disease  of  the  ure- 
ters, as  compared  with  vesical  disease,  was  probably  due  to  the 
favorai)le  j^osition  of  these  tubes  for  drainage  and  the  constant 
cleansing  of  them  hy  the  urinar}-  flow.  He  doubted  the  pro- 
priety of  giving  the  patient  a  sweat  bath,  since  he  thought  the 
fluids  of  the  l)ody  would  thereby  be  diverted  from  the  kidneys, 
and  the  amount  of  urine  would  be  diminished,  instead  of  in- 
creased as  was  desired. 

Dr.  a.  p.  Dudley,  of  New  York,  related  two  cases  of  inflam- 
mation  of  the  ureters,  and  called  attention  to  the  liability  to 
mistake  disease  of  these  organs  for  disease  of  the  uterine  appen- 
dages. In  one  case,  in  which  the  error  had  been  made  by  a 
good  man.  Dr.  Dudley  relieved  the  patient  by  applying  large 
packs  of  digitalis  along  the  side  on  which  the  acute  ureteritis 
existed.     Salines  were  also  given. 

A  second  point  to  which  Dr.  Dudley  wished  to  call  attention 
was  the  fact  that  in  his  opinion  suflRcient  pressure  was  frequently 
exerted  upon  the  ureter  by  tubal  disease  and  other  pelvic  affec- 
tions to  cause  inflammation  within  the  ureter,  for  but  little 
pressure  was  probaldy  required  to  have  this  eifect.  An  illus- 
trative case  was  cited.  While  the  ureters  might  be  well  drained 
ordinarily,  yet  pressure  or  other  condition  might  interfere  with 
the  urinary  flow  and  give  rise  to  disease. 

Dr.  Willis  E.  F'ord,  of  Utica,  said  tliat  in  his  experience 
ureteritis  had  occurred  oftenest  in  young  women  in  whom  there 
was  no  appreciable  disturbance  of  the  uterine  appendages.  His 
attention  had  been  flrst  called  to  the  disease  seven  years  ago, 
when  he  was  asked  to  operate  for  vesical  calculus  in  the  young 
dauirhter  of  a  physician,  the  diagnosis  having  been  made  by  two 
or  three  men  before  he  saw  the  patient.  He  opened  the  bladder, 
found  no  stone,  and  was  much  chagrined  at  his  mistake  in  dia- 
gnosis.    After  two  or  three  days  several    ounces   of   detritus 
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passed  tliroiigli  the  openiiiir  M'liicli  he  had  made.  The  patient 
steadily  failed  and  died,  and  at  autopsy  he  found  tlie  left  ureter 
so  dilated  that  he  could  pass  his  tino;er  through  its  entire  leiif^th. 
He  then  recoo^nized  the  fact  that  the  ureter  could  undergo 
marked  change  without  entirely  disuhlino;  the  patient. 

lie  had  at  present  a  woman  under  observation  who  had 
scarcely  left  the  commode  for  three  years.  Most  careful  ex- 
amination had  failed  to  show  cystitis  or'any  marked  disturbance 
of  the  uterine  appendages.  He  believed  with  Dr.  ^lann  that 
the  condition  of  the  urine  was  a  very  potent  cause  of  the  pain, 
and  that  great  care  had  to  be  given  diet  and  constitutional  treat- 
ment. For  several  years  he  had  been  accustomed  to  treat 
women  on  this  basis  when  they  came  to  him  for  supposed  disease 
of  the  adnexa  and  none  was  apparent.  In  a  large  number  of 
cases  relief  had  thus  been  obtained.  He  also  introduced  two 
cpiarts  of  hot  water  into  the  bowel  two  or  three  times  a  week  for 
its  diuretic  effect. 

Dk.  E.  W.  Gushing,  of  Boston,  mentioned  a  case  of  fibroma  of 
the  uterus  which  compressed  the  ureter  at  the  brim  of  the  pelvis, 
almost  entirely  obstructing  it.  and  causing  dilatation  above.  In 
some  other  cases  of  death  following  operation,  in  which  no  evi- 
dence was  found  of  sepsis  or  peritonitis  but  gradual  sinking,  the 
autopsy  bad  revealed  dilated  ureter  and  cystic  kidney.  In  two 
such  cases  there  was  no  albumin  in  the  urine.  Dr.  Gushing 
thought  the  author  had  thrown  light  on  a  class  of  obscure  cases. 

Dr.  Mann  made  some  closing  remarks.  Referring  to  Dr. 
Baldy's  part  of  the  discussion,  he  thought  ureteritis  was  apt  to 
be  overlooked,  and  for  that  reason  impressed  the  necessity  for 
careful  examination  of  the  urine  as  to  quantity  and  (piality.  He 
had  been  surprised  to  find  how  many  women  in  his  private  hos- 
pital had  been  passing  less  than  half  the  normal  quantity.  The 
quickest  way  to  start  the  urinary  secretion  was  to  relieve  the 
kidneys  of  congestion  by  the  hot-air  baths  which  Dr.  Baldy  had 
opposed,  with  tlie  idea  that,  the  fluids  being  driven  to  the  skin^ 
the  kidneys  would  secrete  less.  By  sweating  the  patient  he  got 
rid  of  the  poisonous  substances  which  had  accumulated  in  the 
system  and  which  the  kidneys  had  been  unable  to  excrete,  so 
that  within  three  or  four  days  these  organs  were  in  condition  to 
do  two  or  three  times  as  much  work.  In  addition  alkaline 
waters,  etc.,  were  administered. 

Dk.  Gharles  P.  Noble,  of  Philadelphia,  read  a  paper  upon 

SYMPHYSIOTOMY    VERSUS    THE    INDUCTION    OF    PREMATURE  LABOR.* 

Dr.  R.  "W.  Murray,  of  New  York,  said  that  in  this  country 
symphysiotomy  had  been  done  only  to  help  the  ol)stetrician  out 
of  a  bad  place,  and  we  were  indebted  to  Dr.  Noble  for  compar- 
ing it   with  the  induction  of  premature   labor  as  an  elective 

'  See  original  article,  p.  oO. 
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operation.  Naturally  the  results  of  symphysiotomy  would  be 
less  favorable  when  done,  as  it  had  been  lieretofore,  only  after 
the  hibur  had  eotitinued  for  some  time  and  other  measures  had 
been  tried  and  failed.  Pramature  labor  hud  not  always  saved 
the  mother,  while  the  child  was  often  born  dead  or  failed  to 
live  more  than  a  few  days.  This  uncertainty  as  to  savin<^  the 
child  depended  in  some  degree  on  the  fact  that  it  was  impossible 
often  to  say  within  a  week  or  some  weeks  how  long  pregnancy 
had  existed.  Premature  labor  was  usually  performed  l)y  men 
with  some  experience  in  gynecology  and  obstetrics — men,  there- 
fore, who  could  do  elective  symphysiotomy  with  very  little 
danger  to  life  in  the  same  cases. 

Dk.  Charles  Jewett,  of  Brooklyn,  reminded  the  members  of 
the  fact  that  the  mortality  of  induced  labor  was  by  no  means  ?i?7, 
although  asepsis  was  capable  of  being  made  complete.  There 
might  be  death  from  other  causes  than  sepsis.  A  few  years  ago 
he  lost  a  patient  by  pulmonary  eml)olism.  Regarding  symphy- 
siotomy, he  thought  we  iiad  not  yet  learned  all  of  its  possibilities. 
Done  by  the  simple  method  of  Morisani,  confined  to  its  proper 
limits,  resorted  to  early  before  the  woman  was  septic  or  ex- 
hausted, the  mortality  would  fall  far  below  what  it  was  at 
present. 

Dr.  G.  E.vgelmanx,  of  St.  Louis,  thought  symphysiotomy  ve?'- 
.9>^«  premature  labor  would  prove  even  more  satisfactory  than  had 
i)een  predicted  by  Dr.  Xoble.  Every  operation  in  the  beginning 
must  undergo  a  variety  of  tests  and  trials.  In  the  American 
statistics  which  had  been  given  there  were  quite  a  number  of 
cases  which  in  future  would  not  be  treated  in  that  way.  For 
instance,  he  had  observed  that  in  case  of  death  of  the  child  ope- 
rators did  not  now  resort  to  symphysiotomy.  As  a  rule  it  was 
not  applical)le  where  the  antero-posterior  pelvic  diameter  was 
not  less  than  0.7  centimetres.  Morisani's  statistics  presented  at 
the  recent  International  Medical  Congress,  not  mentioned  in  Dr. 
Noble's  paper,  were  far  more  favorable.  The  field  of  the  opera- 
tion had  been  better  defined  ;  it  was  applicable  in  some  cases 
of  fibroids,  also  in  some  where  heretofore  Cesarean  section  and 
craniotomy  had  been  performed. 

Dk.  Malcolm  McLean,  of  New  York,  was  in  thorough  accord 
with  the  author  except  with  regard  to  one  point,  namely,  the 
view  that  version  would  be  discarded  and  forceps  used  instead. 
The  reason  given  had  been  the  unusually  large  number  of  fetal 
deaths.  Dr.  McLean  held  that  there  should  be  no  such  record 
of  deaths  by  version  or  extraction  by  the  feet.  The  fault  lay 
with  the  operator. 

Dk.  Noble  closed  the  discussion.  He  did  not  speak  of  the 
result^  of  version  as  performed  by  Dr.  McLean.  In  the  hands 
of  the  profession  in  general,  however,  it  gave  too  large  a  mor- 
tality, and  he  therefore  repeated  his  preference  for  forceps. 
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Papers  by  Dr.  Asuby  on  "  The  Influence  of  Minor  Forms  of 
Tubal  and  Ovarian  Disease  in  the  Causation  of  Sterility";  by 
Dr.  Edward  P.  Davis,  "  In  Menioriain,  John  M,  Keatinj;, 
M.D.,  LL.D.  "  ;  and  by  Dit.  Kkkvk,  "In  Menioriani,  Andrew 
Dunlap,  M.D." — were  read  l)y  title. 

The  next  meetinij  of  the  Society  will  be  held  at  Paltimore, 
Md.,  on  the  fourth  Tuesday  in  May,  1895. 
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1.  ViNAY,  Ch.  :  Valvular  Heart  Diskask  and  Pregnancy 
•{A?'ch.  de  Toc.et  de  Gi/n.,  November,  1893). — The  author  writes 
this  article  with  the  intention  of  proving  that  valvular  cardiac 
lesions  are,  in  a  large  numl)er  of  women,  perfectly  compatilde 
with  a  normal  course  of  pregnancy. 

A.  Cardiac  Hypertrophy  of  Pregnancy. — Those  who  be- 
lieve in  this  condition  consider  that  it  results  from  the  increased 
amount  of  blood  in  pregnant  women,  from  the  addition  of  a 
new  plexus  to  the  aortic  circulation,  and  from  the  necessity  of 
providing  for  two  beings.  The  hypertrophy  is  shown  by  in- 
crease of  precordial  dulness,  cardiac  souffle,  increased  arterial 
pressure,  and,  finally,  the  result  of  weighing  the  heart. 

(«)  Precordial  Dulness. — If  it  be  true  that  the  apex  is  deviated 
outwardly  toward  the  end  of  pregnancy  and  the  precordial  dul- 
ness increased,  this  can  be  quite  well  explained  by  the  fact  that 
the  left  ventricle  is  nearer  to  the  anterior  wall  of  the  thorax, 
and  does  not  necessarily  imply  dulness. 

(h)  Cardiac  Souffle^— Even  if  this  existed  it  would  prove 
dilatation  rather  than  hypertrophy.  Cardiac  souffles  are  very 
rare  and  are  the  result  of  lesions  of  the  orifice,  of  chloranemia, 
or  else  are  extra-cardiac  souffles,  such  as  are  not  infrequent  in 
pregnant  and  especially  in  lying-in  women. 

(c)  Arterial  I7i/pertension.—M?ihomed,  Meyburg,  Macdonald, 
and  F.  Barnes  afiirm,  from  the  observation  of  sphygmographic 
tracings,  that  the  blood  pressure  is  increased  during  pregnancy. 
Deuerlin  and  Vejas  deny  it  emphatically.  The  sphygmograph 
is  really  incapable,  as  Marey  says,  of  giving  anything  but  the  ex- 
pression of  the  variations  in  arterial  tension  ;  the  sphygmomano- 
meter is  a  much  more  accurate  instrument,  and  by  its  use  Vinay 
has  found  an  increase  of  arterial  tension  in  pregnancy  in  cases  of 
albuminuria  only.  During  labor  there  is  a  rise,  but  the  condi- 
tions there  are  different. 

(d)  Blot  and  other  observers  have  found  the  heart  increased 
one-fifth  in  weight,  to  about  ten  ounces.  This  amount  is  cer- 
tainly an  exaggeration,  and  even  were  it  correct  it  does  not  prove 
that  pregnancy  has  had  a  direct  influence  in  producing  it.    Very 
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few  autopsies  upon  pregnant  or  recently  confined  women  show 
ii  liyportrophied  heart.  In  forming  an  estimate  of  those  due  to 
pro^uiuicy  we  must  except  cases  of  septicemia  on  account  of 
the  tre(|nencv  ttf  fuiK-tional  troubles  and  the  direct  action  of  in- 
fection upon  the  myocardium,  and  cases  of  albuminuria  because 
of  the  ctfect  of  nephritis  upon  the  left  heart. 

If  prej;nancy  were  in  itself  a  direct  factor  in  the  production 
of  hypertrophy,  this  would  be  shown  somewhat  in  nearly  all 
cases,  and  not  under  a  few  special  conditions  only  ;  and  in  cases 
of  fourteenth  or  sixteenth  prci^nancies  it  would  certainly  cause 
a  permanent  lesion,  which  it  does  not  do.  Vinay,  in  short,  does 
not  bclie\'e  that  hypertrophy  of  the  heart  exists  in  normal  preg- 
nancies, but  only  under  special  conditic^ns,  when  it  is  a  patholo- 
gical hypertrophy. 

B.  Inflcknce  of  Pregnancy  upon  Valvular  Lksions  of 
THE  Heart. — To  demonstrate  the  evil  effects  of  gestation  upon 
heart  disease,  it  has  been  usual  to  take  as  an  example  a  patient 
who  has  long  suffered  from  cardiac  trouble,  and  to  sliow  the  re- 
sults in  her  case.  It  does  not  seem  to  have  occurred  to  obser- 
vers thac  it  would  i)e  better  to  examine  the  heart  of  women 
whose  pregnancy  was  normal  in  its  course. 

Vinay,  during  the  years  1891  and  1892,  made  a  practice  of 
auscultating  the  heart  of  every  patient  who  came  to  the  mater- 
nity of  which  he  is  the  head.  Out  of  seventeen  hundred  he  found 
twenty-nine  cardiopaths.  This  is  two  per  cent,  and  may  seem  a 
large  prt^portion,  but  this  he  accounts  for  as  follows  :  Many 
cardiac  affections,  when  they  are  compensated,  escape  notice,  but 
that  was  not  possible  in  his  clinic,  where  each  was  carefully 
examined.  Moreover,  in  this  maternity  of  I'Hotel-Dieu  the  un- 
married patients  are  separated  from  the  married  ones  and  sent  to 
another  iiospital.  They  are  usually  young  and  strong  jii'imiparae, 
whereas  the  married  patients  are  often  multiparie  (as  four  to  one 
<jf  primiparai).  frequently  40  years  old  and  more,  and  many  of 
them  suffer  from  lung,  heart,  and  kidney  diseases  or  from  dis- 
orders of  the  nervous  system. 

The  twenty-nine  cases  of  heart  disease  were  as  follows :  mitral 
insufficiency  six,  mitral  stenosis  eleven,  mitral  insufficiency  and 
stenosis  seven,  aortic  insufficiency  one,  tricuspid  insufficiency 
one,  complex  lesions  (mitral  and  aortic)  three.  Many  authorities 
consider  that  mitral  stenosis  is  a  lesion  of  exceptional  gravity  in 
pregnancy.  Yet  a  reference  to  the  cases  given  by  Vinay  shows 
that  in  nearly  all  of  them  pregnancy  and  labor  were  both  normal. 
The  pulse  was  slow  and  regular,  precordial  dulness  not  increased, 
and  peripheric  signs  absolutely  absent.  Diagnosis  was  made  from 
the  results  of  careful  examination  only.  A  resume  of  the 
tw?nty-nine  cases  of  heart  disease  shows  that  in  eighteen  the 
pregnancy  was  excellent;  in  three  there  were  accidental  diseases, 
two  attacks  of  influenza  and  one  psychosis ;  in  four  there  was 
edema  of  the  lower  extremities,  but  nearly  all  the  patients  had 
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varices;  and  in  four  patie^t^i  onlv  was  pre^naiicv  ol)served  to 
luive  any  deleterious  etfeet  upon  the  cardiac  lesion.  In  Case  1 
there  were  hemoptyses  and  attacks  of  oppression.  In  Ko.  14 
the  pregnancy  was  painful ;  there  was  dyspnea  and  edema  of 
the  lower  limbs — it  was,  to  be  sure,  a  twin  j)regnancy.  In  No. 
23  dyspnea  was  marked,  and  there  were  some  serous  extravasa- 
tions. No.  27,  also  a  twin  jji-egiiancy,  was  very  similar  to  No. 
14.  Labor  occurred  at  term  in  twenty-four  cases,  and  in  (»ne  of 
them  there  was  a  twin  pregnancy,  with  mitral  stenosis  result- 
ing from  rheumatic  endocarditis.  In  five  cases  only  pregnancy 
was  ended  prematurely,  and  two  of  these  were  twin  pregnancies. 

These  results  certainly  clash  with  the  received  opinion  as  to 
the  danger  of  pregnancy  in  cardiopaths.  Vinay  does  not  dis- 
believe in  the  occurrence  of  gravido-cardiac  accidents,  but  thinks 
that  it  is  a  mistake  to  believe  that  all  valvular  cardiac  lesions  are 
affected  in  the  same  way.  In  order  to  determine  a  ])rognosis 
of  heart  disease  under  these  conditions  it  is  essential  to  group 
them. 

The  first  group  consists  of  cases  in  which  the  cardiac  affection, 
which  was  latent  before  conception,  continues  to  be  so  during 
pregnancy,  labor,  and  the  puerperium  ;  these  eases  are  more 
frequent  than  is  generally  supposed.  A  second  class  includes 
cases  in  which  the  function  of  the  heart  is  only  slightly  deranged, 
and  that  for  the  first  time,  dui-ing  pregnancy ;  the  prognosis, 
while  not  so  favorable  as  in  the  first  case,  is  nevertheless  benign, 
because  the  cardiac  insufficiency  is  not  marked,  and  rest  and 
medical  treatment  may  alleviate  it,  and  the  trouble  usually  dis- 
appears after  delivery.  The  tliird  class  consists  of  cases  in  which 
grave  gravido-cardiac  symptoms  occur,  terminating  fatally  at 
some  period  during  pregnancy;  this  is  the  class  which  has  at- 
tracted the  chief  attention  of  physicians. 

The  existence  or  absence  of  albuminuria  is  an  important 
element  in  the  prognosis.  Albumin  in  the  urine  of  a  cardiopath 
always  indicates  advanced  iiisutficiency  and  lack  of  compensa- 
tion, and  is  an  especially  bad  symptom  in  pregnancy. 

The  practical  bearing  of  the  pi-eceding  study  is  this :  Should 
a  young  girl  be  permitted  to  marry  wlio  is  suffering  from  any 
form  of  cardiac  lesion  i  Pet<.'r's  axiom  is  well  known  :  "  Unmar 
ried  women,  no  marriage ;  married  women,  no  pregnancy ; 
mothers,  no  nursing."  Jaccoud  is  less  arbitrary  and  makes  dis- 
tinctions. If  the  patient  has  never  suffered,  and  if  the  lesions 
are  well  compensated,  there  is  no  reason  to  forbid  marriage. 
The  social  position  of  the  patient  must  be  taken  into  account,  as 
from  it  may  be  inferred  whether  she  will  be  obliged  to  work  or 
not  during  pregnancy.  Jaccoud  goes  so  far  as  to  believe  that 
certain  symptoms  of  asystole,  such  as  slight  edema  of  the  ankles 
and  palpitations,  do  not  contraindicate  marriage.  Dyspnea, 
hemoptysis,  and  well-marked  symptoms  of  cardiac  asthenia 
alone  should  be  regarded  as  preventing  causes. 
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\'injiy  supports  Jaceoud.  He  lias  seen  too  many  cases  of 
preijnancy  in  cardiuputlis,  wliicli  had  absolutely  no  deleterious- 
effect  upon  the  patient,  to  forbid  marriage  to  those  in  whom  the 
valvular  lesion  is  compensated.  a.  r.  s. 

2.    GoELET LkjATION    OF  THE    BaSE  OF  THE  BrOAD   LlGAMENTS 

PER  VAOINAM,  INCLUDING    THE    UtEKINE    AkTEKIES,    FOR    FlBROIDS 

OF  THE  Uterus  {American  Mefhco-Surgical  Bulletin^  June  1st, 
1894) — reports  favorably  upon  this  operation  in  his  hands  for  the 
control  of  uterine  heinorrhafje  and  reduction  of  fibroid  growtlis. 
lie  believes  it  should  be  done  in  lieu  of  hysterectomy  when  that 
operation  would  involve  too  great  a  risk,  and  as  a  preliminary 
step  with  a  view  of  avoiding  tlie  necessity  of  the  more  hazardous 
operation.  When  extensive  attachments  have  not  been  formed 
which  afford  additional  nutrition  considerable  reduction  has 
resulted,  even  in  growths  of  large  size.  When  the  operation  has 
been  done  for  smaller  growths  the  result  has  been  more  satis- 
factory. In  some  instances  complete  atropliy  has  been  reported. 
This  result,  as  well  as  arrest  of  the  uterine  hemorrliage,  is  ac- 
counted for  by  the  diminished  nutrition  furnished  tlie  uterus 
and  these  growths  by  interference  with  the  blood  supply  and 
nerve  supply  which  are  included  by  ligation  of  the  base  of  the 
broad  ligaments.  It  is  estimated  that  the  uterine  arteries  furnish 
the  uterus  with  two-thirds  of  its  blood  supply,  and  it  is  reason- 
able to  expect  that  a  jirofound  effect  will  be  produced  upt»n  that 
organ  and  growths  arising  from  the  walls  if  this  is  .-uddeiily  cut 
oft'.  The  sole  danger  in  the  operation  is  the  risk  of  including 
the  ureters  in  the  ligatures,  as  they  pass  down  behind  the  uterine 
arteries  only  half  an  inch  from  the  cervix,  and  are  conse- 
quently in  the  field  of  operation.  Goelet  suggests,  as  a  prelimi- 
nary step  to  eliminate  this  risk,  that  bougies  be  passed  into  the 
ureters  through  the  bladder.  He  admits,  however,  that  a  care- 
ful operator  accustomed  to  working  in  this  region  may  easily 
avoid  the  ureters.  The  technique  of  tlie  operation  shows  an 
important  departure  from  the  usual  method  followed.  Instead 
of  ligating  each  artery  in  only  one  place  on  a  level  with  the  in- 
ternal OS,  he  applies  a  second  and  often  a  third  ligature  to  the 
artery  on  each  side  as  it  ascends  along  the  side  of  the  uterus,  the 
result  of  which  is  to  cut  off  the  compensating  blood  supply  from 
the  ovarian  artery  to  the  lower  part  of  the  uterus. 

Goelet  gives  the  credit  of  priority  to  Martin,  of  Chicago,  who 
has  recently  suggested  and  popularized  the  operation  and  j^er- 
fected  its  technique;  but  states  that  he  first  ligated  the  uterine 
artery  per  vaginam  on  one  side  in  January,  1889,  in  the  case  of 
a  large  fibroid  the  size  of  a  seven  months  pregnancy,  with  a  view 
of  diminishing  the  size  of  the  growth  by  reducing  the  blood 
supply.  The  artery  on  the  other  side  was  not  ligated  because 
the  position  of  the  tumor  made  it  inaccessible.  Six  months  later 
the  tumor  was  one-third  smaller  and  was  giving  no  inconve- 
nience. 
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3.  Jacobs,  M.:  Endomkikitis  ok  the  MtNOi-AUSE  {Arch,  de 
Toe.  ft  de  Gi/n.,  November,  18'J3).— Many  persons  are  j)er- 
suaded  that  leucorrhea  is  a  necessity  in  woiiien  ;  only  eijiial  to 
this  idea  in  its  absurdity  is  tlie  notion  tliat  advanced  age  lias  a 
beneficial  intiuence  upon  infiaramation  of  the  uterine  mucous 
membrane.  A  few  cases  of  endometritis  may  be  spontaneously 
cured  at  the  menojjause  ;  the  ^reat  majority,  however,  are  not. 
After  the  climacteric  a  gradual  change  takes  place  in  the  organs 
of  gestation  :  the  ovary  atrophies  and  iKjconies  transformed  into 
a  libronsmass;  the  uterus  diminishes  in  size  and  atroi)liies,  its- 
internal  orifice  becomes  narrowed,  sometimes  obliterated,  wliile 
the  cervix  also  grows  smaller.  All  this  is  due  to  arterioscle- 
rosis, followed  by  difl:use  sclerosis,  causing  atrophy  of  the  un- 
striped  miiscle  tissue,  which  is  gradually  absorbed  and  le- 
placed  by  fibrocellular  tissue. 

The  uterine  mucosa  diminishes  in  thickness,  its  cells  atrojihy 
and  become  changed  in  shape,  the  protoplasm  being  filled  with 
fatty  granules.     In  places  the  epithelium  disappears. 

These  anatomical  changes  may  cause  special  affections,  such 
as  carcinoma.     Endometritis  may  also  be  caused. 

The  symptoms  of  this  endometritis  are  functional  and  secre- 
tory :  leucorrhea,  a  discharge  of  blood  or  pus  of  a  characteris- 
tic fetor,  which  is  i\ue  to  the  fact  that  the  discharges  escape 
with  difficulty  and  have  time  to  decompose.  They  are  not  usu- 
ally abundant,  but  in  some  cases  are  alarmingly  so.  They  may 
be  continuous  or  intermittent,  preceded  by  expulsive  pains. 
The  pain  is  situated  in  the  abdomen  or  in  the  sacral  region,  ra- 
diating toward  the  pubes  and  thighs.  There  is  also  a  sense  of 
weight  in  the  perineum  and  of  fulness  in  the  pelvis. 

The  uterus  is  hard  and  enlarged,  with  a  hypertro])hied," 
granular  cervix,  whose  lips  are  swollen,  everted,  and  granular. 
The  vulvar  and  vaginal  mucous  membrane  is  often  reddened 
and  sensitive,  and  there  is  rectal  and  vesical  tenesmus.  The 
general  health  deteriorates;  pallor,  dyspepsia,  constipation,  and 
neuralgias  follow.  An  intense  vulvar  pruritus  is  sometimes 
noticed,  but  is  rather  a  symptom  of  vaginal  atrophy.  Chronic 
eczema,  urticaria,  and  acne  are  sometimes  noticed,  also  polypi 
of  the  cervix  causing  abundant  hemorrhages. 

These  inflammatory  disorders  maj'  have  arisen  long  before 
the  menopause,  or  may  come  on  at  that  time  or  shortly  after- 
ward. The  sudden  and  premature  cessation  of  menstruation  is 
a  predisposing  cause  of  uterine  inflammation,  and  many  other 
causes  combine  to  occasion  it,  especially  if  there  be  a  rheu- 
matic, arthritic,  or  diabetic  diathesis. 

A  frequent  error  in  diagnosis  consists  in  attributing  all  these 
symptoms  of  endometritis  to  cancer.  In  the  latter  case,  how- 
ever, the  increase  in  volume  of  the  uterus  is  less  rapid.  In  en- 
dometritis metrorrhagia  is  more  rare  and  the  flow  is  muco- 
purulent, while  in  carcinoma  hemorrhages  are  the  rule  and  the 
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flow  is  serous,  lliupkl,  ami  al»uii(l<iiit.  The  pain  in  enduuietritis 
mav  be  (quieted  by  rest,  whereas  nothinij:  quiets  it  in  cancer. 
Endometritis  may  hist  lor  years,  witii  continued  local  and  gene- 
ral aggravation  of  the  symptoms.  The  induration  of  the  cer- 
vix wliieh  is  so  noticeable  in  cancer  is  absent  in  endometritis. 
In  jvapillary  cancer  the  vegetations  are  soft  and  bleed  on  the 
sliglitest  touch,  while  the  hypertrophied  cervix  of  endometritis 
is  elastic  and  somewhat  resistant.  In  some  rare  cases  where  the 
cervix  has  undergone  necrobiosis  the  diagnosis  becomes  com- 
plicated and  the  microscope  alone  can  settle  the  question. 

Fibromata  and  polypi  cause  hemorrhages,  but  the  special 
characteristics  of  fibromata  will  prevent  error. 

Great  emphasis  is  to  be  laid  upon  general  treatment ;  in  these 
cases  the  patient,  rather  than  the  disease,  is  to  be  treated.  As 
to  local  treatment,  if  the  patient  be  in  proper  condition  for  it, 
lose  no  time  with  tampons,  intra-uterine  injections,  and  cauteriza- 
tions, but  restore  calm  and  health  to  these  unfortunate  sufferers 
in  a  few  days  by  means  of  the  curette  followed  by  rational 
local  treatment.  a.  k.  s. 

4.  lloDYGiKR — Ligation  of  Uterine  Vessels  in  the  Treat- 
ment OF  Uterine  Myomata  {Centralhlatt  fur  GynciJiologie^ 
1S94-,  Xo.  13)— who  advocated  in  1889  and  1890  the  ligation 
of  uterine  and  ovarian  arteries  in  cases  of  uterine  mycniata, 
writes  now  :  "  1  prefer  to-day  the  extirpation  of  the  tumor  to 
the  ligation  of  the  uterine  l)lood  vessels,  except  in  cases  in 
which  strong  contraindications  make  the  radical  operation  in- 
expadient."  The  following  case  has  led  him  to  this  change  of 
view : 

,  A  woman,  tet.  32,  came  to  the  hospital  on  account  of  severe 
flooding  which  was  caused  by  a  uterine  myoma  (size  not  given). 
An  operation  was  performed  December  21st,  1891,  when  both 
the  uterine  and  ovarian  arteries  and  the  smaller  arteries  of  the 
broad  ligaments  were  ligated.  The  recovery  was  speedy,  and 
she  left  the  hospital  January  21st,  1892.  The  flooding  had 
ceased  entirely.  The  patient  presented  herself  again  March  3d, 
1893,  stating  that  the  flooding  had  reappeared  in  October.  1892, 
and  had  increased  in  severity.  The  tumor  was  also  much  larger. 
The  ))atient  was  very  anemic,  and  a  radical  operation  had  to  be 
postponed  u?itil  her  condition  would  have  improved.  But  she 
did  not  rally,  and  died  March  8th,  1S93.  Post-mortem  not 
obtainable.  j.  r. 


ERRATUM. 


In  the  June  number,  on  pages  747  and  748  of  Dr.  Williams' 
paper,  the  description  of  Fig.'3  ihould  Ije  place<l  under  Fig.  4, 
and  vice  versa. 
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The  desire  for  offspring  is  one  of  the  strongest  of  the  maternal 
instincts.  This  desire  is  seldom  absent  except  when  social  and 
moral  considerations  overweigh  the  instinct  of  Nature. 

No  class  of  society  as  a  rule  is  so  disappointed  with  the  results 
of  married  life  as  those  unfortunate  women  who  have  been 
denied  the  privileges  of  maternity.  The  sterile  woman  is  often- 
times  the  victim  of  great  physical  as  well  as  mental  suffering. 
It  is  seldom  that  she  is  unwilling  to  submit  to  severe  proce- 
dures in  the  hope  of  relief  from  either  or  both  of  these  condi- 
tions. No  one  can  view  the  moral  and  physical  disturbances 
which  accompany  the  sterile  condition  without  realizing  that 
the  treatment  of  this  class  of  women  is  attended  with  more  than 
ordinary  responsibility. 

'  Read  before  the  American  Gynecological  Society,  May,  1894. 
11 
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Sterilitj  is  presented  under  a  nuiuber  of  forms,  and  is  de- 
pendent (»n  influences  which  are  referable  to  a  variety  of 
conditions,  hotii  physical  and  moral  in  character.  In  some  of 
its  pjiases  it  is  asocial  blight  engrafted  upon  wedded  life  by 
immoral  practices,  unholy  marital  relations,  and  by  iidieritcd  as 
well  as  by  acquired  disease.  It  prevails  in  society  in  isolated 
eases,  in  entire  communities,  and  in  racial  customs  and  practices. 
The  higher  the  walks  of  life,  the  more  civih"zed  and  refined  the 
community  or  race,  the  wider  the  influences  which  limit  the 
reproductive  capacity  of  woman.  Families  of  wealth  and  posi- 
tion have  fostered  these  advantages  by  generations  of  inter- 
breeding which  pay  deference  to  the  law  of  limited  fertility. 
What  is  said  of  individuals  may  be  applied  to  communities. 
The  further  removed  the  sexes  are  from  the  simple  conditions 
of  nature,  the  more  artificial  man  becomes,  the  greater  the 
narrowing  of  his  reproductive  energy.'  The  law  of  natural  and 
of  sexual  selection  both  operate,  under  the  artificial  influences 
which  surround  civilized  man,  to  limit  the  number  of  offspring. 
Relative  sterility  is  constantly  increasing  among  civilized  peoples. 
Sterility  in  its  absolute  form  is  a  widely  prevalent  condition.  It 
would  be  extremely  difficult  to  prove  these  assertions  by  statis- 
tical evidence,  since  facts  and  figures  are  not  available  in  large 
numbers  to  be  of  service  for  comparison.  My  conclusions  are 
drawn  largely  from  individual  experience  and  from  observations 
limited  by  comparisons  which  have  been  gathered  from  local  as 
well  as  general  study.  In  dealing  with  this  social  evil  we  assume 
much  that  cannot  be  proven,  since  much  of  the  evidence  is 
beyond  the  reach  of  careful  investigation.  It  is  possible  to  trace 
the  influences  which  lead  to  structural  changes  in  the  generative 

'  Darwiu  says  :  '*  A  most  important  obstacle  in  civilized  countries  to  an  in- 
crease in  the  number  of  men  of  a  superior  class  has  been  strongly  urged  by  a 
Mr.  Greg  and  Mr.  Galton — namely,  the  fact  that  the  very  poor  and  reckless, 
who  are  often  degraded  by  vice,  almost  invariably  marry  early  ;  while  the 
careful  and  frugal,  who  are  generally  otherwise  virtuous,  marry  late  in  life,  so 
that  they  may  be  able  to  support  themselves  and  children  in  comfort.  Those 
who  marry  early  produce  in  a  given  period  not  only  a  greater  number  of  gene- 
rations, but  they  produce  more  children."  Quoting  again  from  .Mr.  Greg,  he 
says:  "  The  careless,  squalid,  unaspiring  Irishman  multiplies  like  rabbits;  the 
frugal,  foreseeing,  self-respecting,  ambitious  Scot,  stern  in  his  morality,  spirit- 
ual in  his  faith,  sagacious  and  disciplined  in  his  intelligence,  passes  his  best 
years  in  celibacy,  marries  late,  and  leaves  few  behind  him.  ...  In  the  eternal 
struggle  for  existence  it  would  be  the  inferior  and  less  favored  race  that  had 
prevailed— and  prevailed  by  virtue,  not  of  its  good  qualities,  but  of  its  faults." 
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apparatus  tlirough  pliysical  investigation,  whilst  we  must  accept 
an  approximate  estimate  of  the  sociological  influences  which  give 
rise  to  sterility.  It  is  not  the  purpose  of  this  paper  to  deal  witli 
the  many-sided  varieties  of  sterility.  I  wish  to  call  attention  to 
that  form  which  depends  upon  minor  functional  and  structural 
disturbances  in  the  tubes  and  ovaries.  I  wish  to  show  that 
mechanical  conditions  due  to  anatomical  and  pathological  influ- 
ences located  in  these  organs  are  more  frequently  responsible 
for  both  absolute  and  relative  forms  of  sterility  than  has  been 
assumed . 

It  lias  been  customary  to  deal  with  sterility  as  dependent  upon 
mechanical  and  inflammatory  conditions  located  in  the  uterus. 
This  organ  has  received  unlimited  attention,  and,  I  may  say, 
has  been  punished  with  many  forms  of  procedure  for  the  cor- 
rection of  its  abnormal  states,  upon  the  assumption  that  sterility 
was  dependent  upon  contraction  or  curvature  of  the  uterine 
canal  or  upon  conditions  of  the  endometrium  which  prevented 
conception  and  gestation. 

Whilst  clinical  experience  has  shown  the  large  influence  which 
uterine  disease  has  exercised  in  the  causation  of  sterility,  experi- 
ence is  accumulating  to  show  that  attention  should  be  directed 
to  a  more  careful  study  of  the  influence  of  the  tube  and  ovary 
in  the  causation  of  the  sterile  condition.  The  functions  of  the 
tube  and  ovary  in  the  reproductive  act  are  too  well  known  to  be 
stated  in  this  connection.  Both  of  these  organs  are  suhject  to 
abnormalities  of  development,  to  alterations  of  position,  and  to 
structural  changes  dependent  upon  inflammatory  and  morbid 
action  which  may  impair  or  completely  destroy  function.  Un- 
der normal  conditions  in  woman  the  relations  of  the  tube  and 
ovary  are  most  delicate,  and  the  adjustment  of  one  to  the  other 
is  brought  about  by  movements  which  frequently  operate  with 
uncertainty.  The  fimbriae  surrounding  the  outer  end  of  the 
pavilion  of  the  tube,  like  a  collar  with  many  fringes,  do  not 
seem  to  offer  the  most  perfect  mechanical  arrangement  for  the 
grasp  of  the  ovum,  or  for  its  reception  when  cast  out  of  the 
follicle.  The  exact  manner  in  which  adjustment  takes  place 
has  not  been  worked  out  with  sufticient  accuracy  to  determine 
whether  the  tube  grasps  the  follicle  or  whether  the  ovum  is 
washed  down  into  the  pavilion.  It  is  held  hy  one  set  of  authori- 
ties that  the  application  of  the  pavilion  is  brought  about  either 
by  the  contraction  of  the  muscular  fibres  it  contains  or  through 
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the  distention  of  the  bulb  of  the  ovary.  When  this  mechanism 
is  insufficient  the  ovum  falls  into  the  abdominal  cavity.  Many 
ova  are  undoubtedly  lost  in  this  manner,  llenle  has  suggested 
that  the  passage  of  the  ovum  into  the  tube  is  due  to  currents 
produced  in  the  serum  l)y  the  ciliated  epithelium  which  covers 
the  surfaces  of  the  fimbria?.  Some  strength  is  given  to  this 
theory  from  the  fact  that  one  of  the  fimbriae  is  permanently 
attached  to  the  lower  angle  of  the  ovary,  which  would  seem  to 
favor  the  floating  down  of  the  ovum  into  the  pavilion  of  the 
tube.  The  migration  of  the  ovum  into  the  tube  undoul)tedly 
occurs  under  remarkable  mechanical  conditions.  The  experi- 
ment of  Leopold  in  which  the  tube  on  one  side  was  ligated  and 
exsected  and  the  ovary  on  the  other  side  removed  in  the  case  of 
a  rabbit,  followed  by  subsequent  impregnation,  proves  the  wide 
application  of  mechanical  conditions  in  favoring  the  function  of 
reproduction.  Studies  in  comparative  anatomy  and  in  intra- 
pelvic  pathology  aid  greatly  in  explaining  the  wise  provision 
which  Nature  has  made  for  the  perpetuation  of  every  species. 
She  has  been  lavish  and  yet  economic  when  conditions  call  for 
great  fertility  in  procreation.  The  ovisac,  the  egg  carrier,  and 
the  gestation  sac  have  been  constructed  with  special  reference 
to  single  or  multiple  pregnancy.  In  the  bird  we  find  one  ovary 
on  the  left  side,  the  right  ovary  becoming  atrophied  very  early 
in  nearly  all  species.  The  oviduct  is  long,  very  wide  and  dilat- 
able, and  very  flexuous  ;  it  begins  near  the  ovary  by  an  un- 
f ringed  pavilion  which  surrounds  it  by  a  funnel  mouth.  In- 
stances of  abdominal  "egg-laying"  have  been  observed  as  a 
result  of  atresia  of  the  oviduct.  In  the  pig  the  ovary  has  a 
lobulated  appearance,  like  the  ovary  of  birds.  The  ovisacs  are 
well  developed  and  project  beyond  the  surface  of  the  ovarium. 
The  tube  ends  with  an  enormously  wide  fringed  funnel  which 
opens  into  a  spacious  peritoneal  pouch  in  which  the  ovary  lies 
(Cheveau).  In  the  dog  and  cat  the  ovaries  and  uterus  are  dis- 
posed as  in  the  pig,  the  ovaries  being  lodged  in  a  particular  fold 
of  the  broad  ligament  which  forms  a  cup  opening  into  the 
pavilion  of  the  tube.  In  the  rabbit  the  pavilion  of  the  tube  is 
very  much  developed  and  extends  beyond  the  ovary  in  front, 
and  is  bent  downward  and  backward  in  order  to  be  fixed  on  the 
ovary.  In  the  mare,  cow,  sheep,  goat,  and  camel  the  pavilion 
of  the  tube  is  attached  to  the  side  of  the  ovary  and  has  the 
irregular  notched  outline  as  in  the  human  female.     We  find  the 
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same  anatomical  characteristics — discontinuity  between  the  ovary 
and  its  excretory  duct,  and  the  communication  of  a  serous  cavity 
with  the  exterior.  It  will  then  ho  observed  that  in  animals  in 
which  multiple  pregnancies  are  the  rule  a  more  perfect  mechan- 
ical provision  has  been  made  for  the  reception  of  the  ovum 
by  the  tube.  In  woman  the  ovum  drop>  from  the  ovary  and  is 
caught  by  the  grasp  of  the  tube;  in  the  ral)bit  a  peritoneal 
pouch  exists  and  the  ovum  safely  glides  down  into  the  ])avilion 
of  the  tube  ;  whilst  in  the  bird  the  mouth  of  the  tubo  surrounds 
the  ovary. 

The  perfection  of  the  mechanical  arrangements  which  favor 
impregnation  in  the  domestic  animals  and  in  animals  in  a  state 
of  nature  is  shown  by  the  comparatively  rare  occurrence  of  ste- 
rility and  the  total  absence  of  extrauterine  gestation.  J.  Bland 
Sutton  says  :  "  A  prolonged  and  wide  search  through  veterinary 
literature,  and  examination  of  a  few  museum  specimens  supposed 
to  illustrate  extrauterine  gestation,  have  convinced  me  that  there 
is  no  specimen  or  description  of  a  case  of  tubal  pregnancy  in  a 
mammal,  other  than  the  human  female,  that  will  bear  criticism.'" 

The  recorded  cases  he  thinks  are  due  to  mistaking  the  elon- 
gated uterine  cornua  for  the  Fallopian  tube.  *'  The  conditions 
usually  reported  as  extrauterine  gestation  are  due  to  two  causes: 
first,  abnormal  retention  of  the  fetus  in  the  uterus  ;  second,  rup- 
ture of  the  gravid  uterus  or  one  of  its  cornua,  and  the  retention 
of  the  embryo  in  the  peritoneum  or  subperitoneal  tissue."  " 

In  the  domestic  animal  physical  and  moral  disturbances  sel- 
dom occur  to  prevent  impregnation  when  the  sexes  are  brought 
together. 

"Whilst  it  is  probable  that  the  mechanical  conditions  which 
accompany  the  reproductive  function  in  woman  are  seldom  dis- 
turbed when  Nature  has  not  gone  astray  by  disease  or  accident, 
yet  we  cannot  observe  the  very  delicate  and  intricate  arrange- 
ment which  provides  for  the  grasp  of  the  ovum  as  it  escapes 
from  the  ovary  without  realizing  that  trivial  conditions  may  be 
sufficient  to  defeat  the  purpose  and  result  in  loss  of  the  ovum. 
That  many  such  losses  occur  even  in  health  there  is  every  proba- 
bility. When  there  is  added  to  these  delicate  movements  the 
restraining  influence  of  accident  and  disease,  the  occurrence  of 

1  J.  Bland  Sutton:  "  Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes," 
p.  381. 
*  Ibid. 


166  asiiry:  ovarian  and  tubal  disease 

proper  adjustment  becomes  more  and  more  remote  in  proportion 
to  tlie  nature  and  extent  of  such  restraints.  Clinical  and  patlio- 
loirical  studies  within  the  pelvis  have  shown  the  frequency  of 
minor  forms  of  ovarian  and  tubal  disease  and  other  conditions 
not  suspected  until  the  abdomen  was  opened  for  exploration 
or  during  post-mortem.  Distended  and  purulent  tubes,  Bland 
Sutton  states,  are  frequently  found  during  post-mortem  exami- 
nations of  individuals  in  whom  the  existence  of  such  condition 
was  not  suspected  during  life.  He  quotes  the  observation  of 
Lewers,  who  found  no  fewer  than  seventeen  instances  of  dilated 
tubes  in  one  hundred  consecutive  post-mortem  examinations. 
The  sterility  of  strumpets,  attributed  by  Morgagni  to  occlusion 
of  the  tubes  by  adhesive  intlammation,  can  now  clearly  be  traced 
to  the  early  influence  of  gonorrhea,  which  oftentimes  leaves  no 
more  serious  lesion  than  partial  or  complete  sfenosis. 

The  tube  may  be  involved,  tlirough  its  mucous  membrane, 
in  lesions  resulting  from  inflammation  and  structural  changes. 
The  muscular  wall  of  the  tube  may  undergo  hypertrophy,  it 
may  be  coiled  up,  or  it  may  be  crippled  in  its  contractile  prop- 
erties, its  peristaltic  action  being  completely  paralyzed.  The 
peritoneal  covering  may  be  tied  up  in  adhesions  sufficient  to  re- 
tard and  defeat  motion  and  adjustment  without  inducing  pain. 
Tuberculosis  of  the  tube,  not  recognizable  by  the  naked-eye  ap- 
pearance, has  been  observed  by  Percy  Kidd.  Grosser  lesions  of 
tubercular  origin  are  not  of  infrequent  occurrence.  Syphilitic 
gummata  have  been  found,  the  size  of  nuts,  obstructing  the  tube. 
Neoplasms  of  the  tube  occur  so  frequently  that  we  may  pass 
over  the  grosser  varieties,  appreciable  by  physical  signs,  to  con- 
sider the  minor  forms,  only  recognizable  by  abdominal  section. 
Doleris  found  in  the  right  tube  of  a  woman  28  years  of  age  a 
cyst  of  the  size  of  a  small  nutmeg.  The  uterine  end  of  the 
canal  was  very  narrow.  Bland  Sutton  reports  a  case  where  the 
left  tube  was  strangulated  by  a  stout  adhesion  connected  with 
the  ovary  and  a  piece  of  intestine.  In  the  wall  of  the  tube  there 
was  a  cyst,  the  size  of  a  walnut,  filled  with  yellow,  pultaceous  ma- 
terial. The  lumen  of  the  tube  was  completely  obstructed.  The 
ostium  was  open.  The  right  tube  was  thickened  and  its  inte- 
rior studded  with  adenomatous  masses.  Adenomata  of  the  tube, 
Sutton  believes,  are  not  infrequent.  Myoma  and  cancer,  both 
primary  and  secondary,  are  not  infrequently  observed.  These 
lesions  and  neoplasms  may  be   of  such  a  minor  character  as  to 
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escape  detection  by  the  most  careful  metliods  of  i)liyHical  exami- 
nation, wliile  the  symptoms  referable  to  them  may  be  in  like 
manner  indefinite. 

In  addition  to  the  structural  changes  observed  in  connection 
with  the  tube,  the  ovary  may  play  no  insignilicant  ])art  in  de- 
feating the  act  of  reproduction.  This  organ  may  be  at  fault 
structurally,  as  well  as  in  its  position  in  the  pelvis  and  in  its 
relation  to  the  tubes  and  uterus.  Change  of  position,  whether 
transient  or  permanent,  might  offer  such  obstacles  to  coaptation 
with  the  ostium  of  the  tube  as  to  result  in  the  loss  of  the  ovum 
and  consequent  sterility. 

The  conservatism  of  recent  date  has  resulted  in  less  mutila- 
tion than  was  at  one  time  in  vogue.  This  method  of  practice 
has  aimed  to  restore  function  rather  than  destroy  it.  The  work 
of  Polk,  Martin,  and  others  in  this  direction  has  opened  up  a 
new  Held  not  only  for  suggestions  but  for  practice.  The  im- 
proved technique  of  abdominal  section  has  eliminated  to  a  very 
large  extent  the  element  of  danger.  Where  symptoms  and  con- 
ditions warrant  an  abdominal  section  the  trained  surgeon  no 
longer  hesitates  to  employ  this  method  of  investigation.  The 
abdomen  should  be  opened  as  a  means  of  diagnosis  in  cases  of 
grave  doubt,  and  not  necessarily  for  the  removal  of  organs.  An 
exploration  should  be  undertaken  to  examine  the  intrapelvic 
organs  for  minor  forms  of  disease,  and  only  to  remove  diseased 
conditions  with  as  little  mutilation  as  is  possible.  The  operator 
may  have  no  larger  aim  than  to  break  up  adhesions,  to  correct 
false  position,  and  to  restore  function.  Such  measures  are  prac- 
tical and  judicious,  and  have  been  followed  with  the  most  en- 
courao-ino-  results.  In  dealing  with  these  minor  problems  of 
disease  and  impaired  function  of  ovary  and  tube  there  is  need 
for  that  form  of  conservatism  which  is  honest  and  painstaking. 
The  surgeon  is  standing  on  debatable  ground,  where  mutila- 
tion and  destruction  are  attended  with  less  personal  and  pro- 
fessional risk  than  he  assumes  bj  his  methods  of  conservatism. 
The  right  to  remove  the  tube  and  ovary,  even  when  normal,  is 
less  likely  to  be  contested  than  an  exploration  which  aims  to 
liberate  organs  restrained  in  motion  or  embarrassed  in  function, 
to  resect  a  diseased  ovary,  or  to  straighten  out  a  tortuous  and 
contracted  tube.  Mutilation  receives  encouragement  because 
its  results  are  often  hnal.  With  the  destruction  of  function 
there  is  a   presumable  release   from  those  disturbances  which 
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function  1ms  imposed.  Tliis  result  is  quite  satisfying  to  the  pa- 
tient as  well  as  to  the  operator.  It  is  not,  then,  surprising  that 
organs  have  been  sacrificed  to  this  rule  of  expediency  and  that 
mutilation  is  more  practised  than  those  methods  which  aim  to 
preserve  and  restore  function.  AVith  the  growth  of  our  knowl- 
edge of  intrapelvic  disease,  and  with  a  larger  clinical  experience, 
will  come  a  more  conscientious  regard  for  true  conservative 
methods.  The  idea  of  doing  the  best  that  one  can  to  remove 
diseased  conditions  at  the  minimum  sacrifice  of  organs,  of  func- 
tion, and  of  life  must  ultimately  prevail  in  abdominal  as  it  does 
in  other  forms  of  surgery.  The  rule  of  expediency  must  ulti- 
mately yield  to  methods  which  promise  the  largest  results  in 
their  remote  rather  than  in  their  temporary  influences. 

In  the  suggestions  which  I  have  offered  it  has  occurred  to  me 
tliat  the  consideration  of  the  influences  which  minor  forms  of 
tubal  and  ovarian  disease  give  rise  to  in  the  causation  of  sterility 
conveys  the  most  valuable  lessons  of  conservatism  in  dealing 
with  the  intrapelvic  organs.  We  have  a  duty  to  discharge,  in 
this  aim  to  preserve  organs  and  to  restore  function,  which  can- 
not be  disregarded.  The  future  happiness  and  welfare  of  the 
patient  and  the  good  of  society  are  favored  when  mutilation  is 
limited  and  function  is  restored.  We  have  passed  beyond  the 
stage  of  experiment  in  intrapelvic  work.  The  present  improved 
technique  should  stimulate  the  surgeon  to  seek  the  highest  form 
of  achievement  and  to  extend  the  greatest  degree  of  helpfulness 
to  the  patient. 

The  following  cases  will  help  to  illustrate  the  views  I  have 
endeavored  to  present  in  this  paper. 

Case  I. — Mrs.  L.,  aged  32,  residing  in  Talbot  Co.,  Md.,  came 
under  my  professional  care  during  the  winter  of  1890.  She  had 
suffered  from  a  violent  form  of  dysmenorrhea  for  many  years. 
She  had  been  married  nine  years  and  had  never  conceived. 
Examination  showed  a  sharp  anteflexion  of  the  uterus,  stenosis 
of  the  cervix,  and  a  prolapse  of  the  left  ovary.  Under  an  an- 
esthetic the  cervix  was  dilated  and  the  stenosis  corrected.  She 
returned  home  improved  in  general  health  and  her  dysmenor- 
rhea somewhat  relieved,  but  in  a  few  months  her  menstruation 
was  as  painful  as  ever.  She  was  extremely  anxious  to  bear 
children,  and  I  had  hoped  that  impregnation  would  follow  the 
dilatation  of  the  cervix.  The  following  April  she  returned  to 
the  city  and  again  urged  me  to  do  something  for  her  relief. 
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Upon  examination  I  found  the  left  ovary  very  low  in  the  pelvis  ; 
it  was  much  larger,  and  extremely  painful  upon  pressure  with 
the  finger.  She  complained  that  her  sufferings  were  continuous 
and  extreme,  and  expressed  a  desire  to  undergo  any  ])rocedure 
that  would  promise  relief.  I  explained  the  condition  to  her, 
and  she  then  urged  me  to  remove  the  ovary,  but  made  the 
request  that  I  would  not  remove  the  right  ovary  if  possible  to 
save  it.  She  still  had  a  desire  to  bear  children  and  had  a  lin- 
gering hope  that  her  sterility  would  disappear.  On  April  8th, 
1891,  I  opened  her  abdomen  and  removed  the  left  ovary.  It 
was  found  in  Douglas'  cul-de-sac,  somewliat  fixed  by  friable 
adhesions.  When  removed  it  was  found  cystic,  with  a  mere 
shell  of  stroma.  The  right  ovary  and  tube  were  found  in  nor- 
mal position,  but  tied  up  in  friable  adhesions.  These  adhesions 
were  broken  up  and  the  tube  was  straightened  out.  Both  were 
apparently  normal,  with  the  exception  of  the  restraint  wliich 
had  been  imposed  upon  them  by  a  mild  adhesive  inflammation. 
They  were  carefully  replaced  in  th«  abdomen  and  the  incision 
was  closed.  She  made  a  prompt  recovery  and  was  relieved  of 
her  dysmenorrhea.  Her  general  health  at  once  improved  and 
she  returned  home.  I  heard  nothing  further  from  her  until, 
some  fifteen  months  later,  she  sent  me  a  communication  announc- 
ing her  pregnancy.  She  was  delivered  of  a  fine  boy  in  Decem- 
ber, 1892.  I  have  since  seen  both  mother  and  child,  and  in 
May,  1893,  I  removed  from  her  left  mammary  gland  a  cystic 
tumor  brouo;ht  on  through  her  lactation.  When  heard  from 
a  few  months  ago  she  was  in  good  health,  though  bereaved 
through  the  recent  death  of  her  husband.  This  patient  suffered 
also  from  a  most  distressing  form  of  irritable  bladder,  which  dis- 
appeared after  the  laparatomy.  I  attributed  her  sterility  to  the 
adhesions  which  restrained  the  movements  of  the  tube  and  pre- 
vented proper  coaptation  of  the  tube  and  ovary  during  ovula- 
tion. 

Case  II. — A  short  time  after  I  had  operated  on  the  case  above 
reported,  Eachael  G.,  colored,  aged  30  years,  came  under  my  care 
for  intrapelvic  trouble.  She  was  the  mother  of  one  child 
aged  10  years.  Since  the  birth  of  this  child  her  health  had 
never  been  ij-ood.  Kelative  sterilitv  had  been  induced  by  an 
intrapelvic  peritonitis  which  had  tied  up  both  ovaries  and  tubes 
in  adhesions.  She  suffered  greatly  from  intrapelvic  pains.  As 
she  was  a  domestic  and  unable  to  work,  I  decided  to  open  the 


170    Asiinr:  ovarian  and  tubal  disease  and  sterility. 

abdomen  and  relieve  her  invalidism.  Abdominal  section  was 
made  on  May  24tli,  1891.  The  right  ovary  was  cystic,  and  it, 
with  the  right  tube,  was  removed.  The  left  ovary  and  tube 
were  found  tied  up  in  friable  bands  of  adhesions  ;  both  were  re- 
leased from  their  adhesions,  and,  being  apparently  healthy, were 
returned  to  the  abdomen.  The  patient  made  a  prompt  recovery 
and  returned  to  lier  home  in  good  health.  The  following 
December  she  became  pregnant,  but  from  overwork  miscarried 
at  the  tenth  week  of  pregnancy.  In  April,  1893,  she  again  mis- 
carried with  twins  at  about  the  tenth  week  of  gestation.  Her 
health  became  involved  after  this  miscarriage,  and  she  became 
a  great  sufferer  from  intrapelvic  pains.  She  returned  to  the 
hospital  for  treatment  during  the  month  of  October,  1893. 
Upon  examination  I  found  the  uterus  retroflexed  and  bound 
down  by  adhesions.  She  had  all  the  physical  signs  of  having 
passed  through  a  recent  intrapelvic  peritonitis.  I  determined 
to  open  her  abdomen  and  break  up  these  adhesions.  Under  anes- 
thesia abdominal  section  was  made  and  the  intrapelvic  organs 
examined.  The  left  ovary  and  tulje  were  found  tied  up  in  fri- 
able adhesions.  The  uterus  was  retrodisplaced  and  the  fundus 
attached  by  bands  of  adhesions  to  the  rectum.  I  separated 
all  adhesions,  pulled  the  utei-us  up  into  an  anterior  position, 
and  straightened  out  the  left  tube  and  ovary  as  carefully  as 
I  could  ;  they  were  then  returned  within  the  abdomen.  I 
then  passed  two  silk  sutures  through  the  fundus  and  attached 
the  uterus  to  the  abdominal  walls.  The  wound  was  closed,  the 
patient  recovered  from  the  operation  within  ten  days,  and  re- 
turned to  her  home,  relieved  of  all  pain,  some  four  weeks  sub- 
sequent to  the  operation.  The  stump  of  the  right  tube,  re- 
moved some  two  years  before,  was  examined  and  found  as  a 
smooth  elevation  on  the  right  cornu  of  the  uterus.  This 
woman  was  sterile  ten  years.  After  the  removal  of  the  right 
tube  and  ovary  in  May,  1891,  and  liberation  of  the  left  tube  and 
ovary  from  adhesion,  she  conceived  in  December,  1892,  and 
again  with  twins  in  January,  1893.  The  miscarriages  were  due 
to  hard  labor  and  indifferent  care  of  herself.  This  explanation 
was  offered  by  her  family  physician,  who  assured  me  that  under 
better  surroundings  she  would  no  doubt  have  gone  to  full  term. 
The  case  is  of  interest,  since  it  shows  that  her  sterility  dis- 
appeared after  the  laparatomy  of  1891.  Her  subsequent  history 
will  be  watched  with  interest. 
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Conclusions. — The  followino;  conclusions  may  bo  drawn  from 
the  foregoing  observations : 

First.  The  adjustment  of  tlie  tube  and  ovary  during  ovulation 
is  effected  in  the  human  female  by  the  most  delicate  mechanical 
arrangement  and  may  be  defeated  by  trivial  mechanical  inter- 
ferences. 

Second.  In  animals  that  habitually  have  multiple  pregnancies 
a  more  perfect  mechanical  provision  is  made  for  the  reception 
of  the  ovum  by  the  tube.  The  number  of  ova  impregnated 
seem  to  bear  a  close  relation  to  the  perfection  of  the  arrange- 
ment which  is  provided  for  their  passage  into  the  tube.  Thus 
in  the  bird  will  be  found  the  most  perfect  type  of  mechanical 
adjustment,  in  woman  the  most  intricate  and  difKcult. 

Third.  The  adjustment  of  the  pavilion  of  the  tube  to  the 
ovary  may  be  set  aside  by  the  most  trivial  vices  of  structure 
and  disease,  resulting  in  absolute  or  relative  sterility. 

Fourth.  Sterility  is  due  to  minor  diseases  of  tubes  and  ova- 
ries to  a  greater  extent  than  has  been  recognized.  In  an  inves- 
tigation of  the  etiology  of  this  condition  this  fact  should  be 
considered  in  connection  with  an  investigation  of  other  causative 
influences. 

Fifth.  The  highest  aim  of  surgery  is  to  restore  and  not  to 
destroy  function.  In  the  treatment  of  minor  forms  of  ovarian 
and  tubal  disease  this  fact  should  be  borne  in  mind.  Organs 
should  not  be  sacrificed  to  the  rule  of  expediency,  but  should  be 
preserved  in  deference  to  a  law  of  genuine  conservatism. 

1125  jMaDISON  AVE. 
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In  Studying  the  literature  of  ectopic  gestation  two  names 
—viz.,  those  of  Dezeimeris  and  Lawson  Tait— stand  out  in  sucli 
prominence  that  they  serve  to  indicate  its  division  into  three 
distinct  periods,  which  may  be  stated  as  follows : 
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1.  The  period  before  Dezeiineris. 

'2.  The  period  between  Dezeimeris  and  Lawson  Tait. 

3.  Tlie  present  period. 

1.  T/ic  Period  before  Deseimeris. — Before  the  sixteenth  cen- 
tury, while  references  are  found  in  medical  literature  which 
prove  that  the  occurrence  of  ectopic  gestation  was  known,  there 
are  no  detailed  records  of  cases  nor  any  attempt  whatever  at 
classification. 

The  first  case  of  which  we  have  any  clear  account  is  one 
described  in  the  eleventh  century  by  Albucasis,'  an  Arabian 
physician  living  in  Spain,  in  which  he  observed  parts  of  a  fetus 
escaping  through  the  abdominal  wall  by  suppuration.  During 
the  sixteenth  century  several  cases  were  described,  but  so  vaguely 
that  their  exact  nature  cannot  be  determined  ;  among  these 
may  be  specially  mentioned  the  cases  of  Polinus,"  Ilorstius,' 
Plftterus,'  and  Primrose." 

During  the  seventeenth  century,  however,  more  exact  descrip- 
tions were  published  and  distinct  varieties  mentioned. 

In  1604  Kiolanus'  examined  a  case  of  tubal  pregnancy, 
described  by  him  in  his  "  Anthropographia" — the  first  accu- 
rately recorded  case  of  the  kind. 

Jn  1614  Mercerus'  examined  the  body  of  a  woman  who  had 
died  of  a  ruptured  two  months'  ectopic  pregnancy,  described  by 
him  as  right  ovarian,  but  which  was  probably  either  a  tubal  or 
a  tubo-ovarian,  since  he  mentions  the  tube  as  much  enlarged  and 
ruptured. 

As  to  who  first  described  abdominal  gestation  1  can  find  no 
record.  Some  of  the  sixteenth- century  writers  to  whom  I  have 
referred  mention  cases  in  which  the  fetus  was  said  to  have  been 
found  in  the  abdomen,  but  no  special  name  was  used  by  them  to 
indicate  this  variety. 

In  1682  St.  Maurice'  described  a  case  which  has  always  been 
regarded  as  the  earliest  noted  case  of  ovarian   pregnancy,  that 

*  "  De  Cbirurgia,"  cura  J.  Channing,  Oxon.,  1778. 
2  "  Miscell.  Nat.  Curios.,"  1670,  obs.  110. 

*  "  Opera  Medica,"  Norimb.,  IG'iU. 

■*  "  De  partium  corporis  bumani  strvictura  et  usii,"  Basil,  1597. 

*  "  De  mulierum  morbis  et  symptomatis,"  lib.  iv.,  Rotterod.,  1655. 
'  "  Antbropograpliia  et  Osteologia,"  Parieiis,  1626. 

'  J.  Kiolani  op.  cit.,  p.  283. 

"  .J.  .J.  Mangeti,  "  Theatricum  Anatom.,"  torn,  ii.,  Genev.,  1717,  p.  140. 
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detailed  by  Mercerus  sixty-eight  years  previously  liaviiig  l>eeii 
overlooked  by  most  authors. 

During  the  seventeenth  century  a  clear  dihtinctiun  was  rec- 
ognized between  j^rimary  and  secondary  abdominal  gestations, 
one  of  the  earliest  cases  of  the  former  variety  being  mentioned 
by  the  Abbe  de  la  Roque '  in  1G63 ;  others  are  noted  by 
De  JVIonconys"  and  Courtial.' 

During  the  eighteenth  century  cases  are  noted  by  Martin  (le 
tils)/  Duverney,'  Turnbull,"  and  others. 

Secondary  abdominal  pregnancies  are  described  by  many 
during  these  three  centuries,  one  of  the  earliest  accounts  being 
that  of  Berengarius  Carpus.'  It  is  interesting  to  note,  however, 
that  the  most  common  cause  supposed  to  give  rise  to  this  condi- 
tion was  rupture  of  the  gravid  uterus,  the  ovum  escaping  into 
the  peritoneal  cavity.  The  most  complete  account  of  abdo- 
minal pregnancies  before  the  present  century  was  that  of  W, 
Joseph!,*  whose  dissertation,  in  Latin,  was  published  in  17S4. 

The  occasional  occurrence  of  uterine  along  with  extrauterine 
pregnancy  was  long  ago  noted.  The  case  of  Albucasis,"  already 
noted,  would  appear  to  have  been  an  example  of  this,  though 
the  description  is  not  clear.  Primrose,'"  Thomas  Bartholin," 
Buchner,"  Yon  Haller,"  and  several  others  described  cases  dur- 
ing the  seventeenth  and  eighteenth  centuries. 

In  1779  Noel,  a  French  physician  of  Lorraine,  described  a 
case  '^  which  he  had  attended  in  1705  as.  one  of  vaginal  preg- 
nancy. Though  this  case,  along  with  one  or  two  others  de- 
scribed during  the  present  century,  have  been  noticed  by  several 
writers,  they  have  never  been  regarded  as  of  any  value,  save  as 
showing  how  far  astray  men  can  be  led  by  imperfect  observation. 

'  "  Ephemerides  medic.  Gallicae,"  Paris,  1C63, 

2  "Itiner.  Italic,"  t.  ii. 

^  "Nouvelles  Observations,  etc.,"  Leide. 

•*  "  Hist,  de  I'Acad.  des  Sciences,"  Paris,  1716. 

^  "  ffiuvres  anatomiques,"  Paris,  1760. 

*  Tlie  New  London  Med.  Journ.,  vol.  i.,  1792. 

'  "  Isagoge  brevis  in  anatomiam  humani  corporis,"  Venet.,  1535. 

*  "  De  conceptione  abdominali,"  Gottingae,  1784. 
9  Vide  p.  172. 

'0  Op.  cit. 

"  "  Epistolarum  med.,  etc.,"  1740,  p.  134. 

1"  "  Miscellan.  physico-med.,"  Erf.,  1730,  iv.,  art.  2. 

''  "  Disput.  ad  Morb.  Historiam,  etc.,"  Lausannjc,  1757-1760,  t.  iv.,  s.  793. 

1^  Journ.  de  Med.  Chir.,  etc.,  Paris,  1779,  t.  i.,  p.  51. 
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In  the  same  category  must  be  placed  the  case  observed  by 
Ebersbacli  '  in  1714  and  named  hladder  jyregnancy.  He  made  a 
post-mortem  examination  on  a  woman  who  died  after  severe 
labor  pains,  and  describes  the  bladder  as  being  pregnant,  the 
placenta  being  attached  to  its  inner  wall. 

The  tirst  clear  description  of  intersiitial  tiihal  pregnancy  in 
which  the  pregnancy  developed  in  the  uterine  portion  of  the 
tube  was  given  by  Dionis,"  of  France,  in  1718,  though  it  appears 
that  Mauriceau  had  previously  recognized  the  condition.  In 
the  beginning  of  the  present  century  similar  cases  were  noted 
by  Schmitt'in  1801,  by  Albers,  of  Bremen,*  in  1811,  and  by 
others.  During  the  same  period  another  variety  was  first 
described,  uUro-interstitial,  in  which  the  ovum  was  supposed  in 
some  way  to  pass  from  the  tube  into  the  very  substance  of  the 
uterus  and  there  develop.  There  is  some  doubt  as  to  who  is 
responsible  for  this  description.  Albers  had  in  his  possession 
a  specimen,  so-named,  which  he  had  bought,  and  which  he 
described  in  an  unpublished  paper,  but  which  first  was  noticed 
by  Carus  '  in  1S22.  Meyer  ^  mentions  having  seen  in  Lobstein's 
Museum  in  Strassburg  a  specimen  of  two  and  one-half  months' 
precrnancy  in  the  posterior  uterine  wall.  Similar  cases  were 
described  by  Dance,  Hedrich,  and  others,  all  of  which  were 
considered  by  Breschet '  in  his  memoir  of  1824. 

The  tirst  clearly  described  case  of  the  extraperitoneal  devel- 
opment of  the  ovum  between  the  layers  of  the  broad  ligament 
was  that  of  Madame  Lefort,  published  by  Bergeret '  near  the 
end  of  last  century.  Loschge,'  of  Erlangen,  in  1818,  and  Lob- 
stein,'"  of  Strassburg,  in  1824,    described  other  cases.     It  was 

'  "  Ephemer.  Nat.  Cur.,"  cent,  v.,  obs.  xx. 

-  "  Traite  general  des  Accouchements,"  Paris,  1718. 

'  "  Beobachtungen  der  K.  K.  med.  cliir.  Josephsacademie  zu  Wien,"  1801, 
Bd.  iv. 

••  Dezeimeris :  Journ.  de  Connalssance  Med.  Cliir.,"  Paris,  December,  1836, 
p.  243. 

5  "  Zur  Lehre  von  der  Schwangerschaft  und  Geburt,  etc.,"  Leipzig,  1823, 
1.  Abt. 

«  "  Beschreibung  einer  Gravid.  Interstit.  Uteri,"  Bonn,  1825,  S.  5. 

'  Harless  Rheinisch-Westphal.  Jahrbuch  fur  Med.  und  Cliir.,  Hamm,  1824, 
viii.,  Bd.  iii.,  S.  54. 

'  Baudelocque :  "  L'Art  des  Accouchements,"  Paris,  6th  ed.,  t.  ii.,  p. 
460. 

'Archiv  filr  die  Erfahrung,  etc.,  von  Horn,  Na.sse  u.  Henke,  1818. 

'•^Compte- rendu  u  la  Faculto  de  Med.  de  Strasbourg,  etc.,  1824,  p.  48. 
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Dezeimeris,'  however,  who  first  gave  the  name  suhperitoneo- 
pelvic  to  this  variety,  pointing  ont  its  importance  and  showing 
that  certain  cases,  previously  pubHshed  but  never  understood, 
had  probably  been  of  this  nature. 

The  term  tuho-ovarian  was  first  employed  by  Dezeimeris," 
who  was  led  to  use  it  from  liaving  studied  several  published  de- 
scriptions of  post-mortem  examinations  of  ectopic  pregnancies 
— e.g.,  GifFard's'  and  Jackson's.*  (As  I  have  already  pointed 
out,  the  case  observed  by  Mercerus  in  1614  was  probably  a 
tubo-ovarian.)  [Similarly  he  introduced  the  term  tubo-ahdomi- 
nal  from  the  study  of  imperfect  descriptions  by  several  older 
observers — e.g..^  Bianchi,'  Buchner,°  Rust,'  and  others. 

Utero-tuhal  was  the  name  given  by  him  to  those  cases  in 
which  the  ovum  was  supposed  to  develop  partly  in  the  tube  and 
partly  in  the  uterine  cavity.  The  first  case  recorded  is  that  of 
Guillemot '  in  1832. 

Utero-tubo  abdominal  was  the  term  he  used  for  certain  cases 
which  had  been  described  by  Patnna,"  William  Hunter  and 
Hey,'"  and  Ilofmeister."  In  these  the  fetus  was  described  as  be- 
ing found  in  the  abdomen,  the  placenta  in  the  uterus,  while  the 
cord  passed  through  the  tube. 

Before  Dezeimeris'  time  the  two  chief  systematic  classifica- 
tions of  ectopic  gestations  were  those  of  Bianchi''  (1741)  and 
W.  Joseph  i"  (1803). 

Bianchi  divided  them  (extrauterine  gestation  was  called  by 
him  gestatio  vitiosd)  into  external,  internal,  intermediate.     By 

'  "  Grossesses  extra-uterines,"  Journ.  de  Med.  Cliir  ,  Paris,  December,  1836, 
p.  257. 

-Op.  cit.,  p.  258. 

3  "Cases  ou  Midwifery,  etc.,"  London,  1734. 

■»Tbe  Dublin  Journ.  of  Med.  Sci.,  1883.  t.  ii. 

^  "  De  naturali  in  bumano  corpore,  vitiosa  morbosaque  generatione  bisto- 
rica,"  Genev.,  1741,  p.  177. 

'  "  Annonces  litteraires,"  Got.,  1786. 

'  Magazin  «t  Med.  Cbir.  Zeitung,  1824,  t.  iii.,  p.  440.     - 

^"Memoire  sur  la  Grossesse  extra-uterine,"  Arch.  gen.  de  Med.,  1833,  t. 
xxviii.,  p.  298. 

'"  Epist.  pbys.  med..  etc.,  ad  cl.  vir.,"  J.  Morgagnum,  Vienna,  1765. 

'**  "  Med.  Observ.  and  Inquiries  by  a  Soc.  of  Pbj's.  in  London,''  t.  iii.,  pp. 
341-355. 

"  Rust's  Mag.  fur  die  gesammte  Heilkunde,  1823,  Bd.  xv.,  p.  826. 

"Op.  cit.,  pp.  158-174. 

'•"Ueberdie  Scbwangerscbaft  ausserbalb  d.  Gebarmutter,  etc.,"  Rostock, 
1803. 
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extei^nal  he  meant  abdominal  or  ventral.  His  definition  of  the 
other  two  is  not  clear ;  they  embraced  the  tubal  and  ovarian 
varieties,  the  intermediate  probably  being  those  furthest  from 
the  uterus  and  the  internal  those  nearest  it. 

Josephi's  classification  was  as  follows  :  tubal,  ovarian,  abdo- 
minal, primirv,  secondary  or  false,  vaginal,  bladder,  extrauterine 
combined  with  uterine. 

Dazeimeris' '  (1837)  well-known  classification  is  as  follows  : 
ovarian,  subperitoneopalvic,  tubo-ovarian,  tubo-abdominal,  in- 
terstitial tubo-uterine,  interstitial  uterine,  uterotubal,  utero- 
tuboabdominal,  abdominal.  During  this  period  the  possibility 
of  the  existence  of  certain  of  these  forms  was  denied  or  con- 
sidered doubtful  by  several  writers.  Thus,  Duges'  was  one  of 
the  first  to  dispute  the  occurrence  of  a  primary  vaginal  2>reg- 
nancy.  Joseph! '  was  one  of  the  earliest  to  deny  the  possibility 
of  a  ^v\m?LYy  hladder  pregnancy.  Ilinze*  was  the  first  to  call 
into  question  the  occurrence  of  primary  ahdominal  pregnancy. 
Yelpeau,'  a  few  years  before,  first  denied  the  existence  of  ova- 
rian pregnancy. 

2.  The  Period  between  Dezeimeris  and  Laioson  Tail. — Dur- 
ing this  period  several  attempts  were  made  to  simplify  the  mi- 
nute description  of  Dezeimeris,  but,  though  many  individual 
cases  of  ectopic  gestation  were  recorded,  no  thorough  investi- 
gation was  undertaken  for  the  purpose  of  establishing  a  scien- 
tific basis  of  classification. 

Campbell,"  of  Edinburgh,  in  1840  ;  Van  Cauwenberghe,'  of 
Gand,  in  1867 ;  and  Hennig,'  of  Leipzig,  in  1876,  in  their  impor- 
tant works  were  much  more  simple  in  their  classification  than 
Dezeimeris.  Parry,  in  his  well-known  work,"  mentions  almost 
all  the  varieties  in  the  Frenchman's  list,  but  arranges  them 
differently. 

'  Op.  cit.,  p.  254. 

'"  Diction,  de  Med.  et  Chlr.,"  Paris,  1833,  t.  ix.,  p.  317. 
»0p.  cit.,  p.  117. 

••  "  V'ersuch  eines  systemat.  Grundrisses  d.  theoret.  u.  pract.  Qeburtshiilfe," 
Stendal,  1791,  t.  i.,  p.  38. 

'  "Traite  complet  de  I'Art  des  Accouchements,"  Paris,  1835,  t.  i.,  p. 214. 

*  "A  Memoir  on  Extrauterine  Gestation,"  Edinburgh,  1840,  p.  17. 
'  "  Des  Grossesses  extra-uterines,"  Bruxelles,  1867,  p.  17. 

* "  Die  Krankheiten  d.  Eileiter  und  d.  Tubenschwangerschaft,  etc.," 
Stuttgart,  1876,  pp.  109-121. 

*  "  Extrauterine  Pregnancy,  etc.,"  Philadelphia,  1876. 
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During  this  period  there  was,  as  well,  a  good  deal  of  criticism 
in  regard  to  some  of  tlie  varieties  recojjjnizcd  1)V  Dezeinieris. 

Thus,  in  regard  to  the  ovarian  variety,  several  able  writers  in 
support  of  Velpeau  declared  not  only  that  it  liad  never  been 
proven,  but  even  that  its  occurrence  was  iniprobai)le  or  impos- 
sible. One  of  the  strongest  of  these  was  Mayer,'  who  gives, 
aoQong  various  reasons,  the  following — viz.,  that  the  formation 
of  a  decidua  which  is  indisjjensahleio  the  young  ovum  cannottake 
place  in  ths  ovary.  This  will  be  read  with  interest  in  relation 
to  the  views  which  I  have  advanced  in  regard  to  the  etiology 
of  ectopic  gestation." 

Among  the  others  may  be  mentioned  the  names  of  Allen 
Thomson,'  who  held  that  the  ovum  was  not  likely  to  be  devel- 
oped in  the  ovary,  because  after  bursting  of  the  Graafian  folli- 
cle it  would  either  pass  into  the  tube  or  get  into  the  peritoneal 
cavity ;  of  St.  Hilaire  and  Ponchet  *  and  of  Thomas.' 

Primary  abdominal  pregnancy  was  also  doubted  or  denied 
by  many  writers  during  this  period.  Merriman  '  was  one  of 
the  earliest ;  he  believed  that  the  movements  of  the  intestines 
offered  a  mechanical  obstacle  to  the  attachment  of  the  ovum. 
Campbell,'  Rokitansky,'  and  Barnes '  also  held  that  this  form 
was  not  probable. 

The  extraperitoneal  development  of  tlie  ovum  due  to  exten- 
sion of  a  tubal  pregnancy  between  the  layers  of  the  broad  liga- 
ment, and  named  by  Dezeimeris  suhperiioneo-pelvic^  was  scarce- 
ly noticed  by  some  of  the  ablest  writers  during  this  period. 

Campbell'"  in  his  work  does  not  consider  their  variety,  not 
having  understood  how  it  was  possible  for  an  ovum  to  get  be- 
tween the  folds  of  the  broad  ligament.  Hennig,"  while  recog- 
nizing its  importance,  gives  but  slight  attention  to  it.     Parry'' 

1  "Kritik  d.  Extra-uterinschwang.  vomStandpunkted.  Physiologie  undEnt- 
wickelungsgeschichte."  Giessen,  1845. 

'Edinburgh  Med.  Journ.,  November,  1893. 

»  "Cycl.  of  Anat.  and  Phys.,"  February,  1838,  pt.  xiii.,  p.  456. 

■*  "  Theorie  positive  de  rovulation  spontanee,"  Paris,  1847,  p.  421. 

^New  York  Medical  Journal,  1875. 

« •'  A  Dissertation  on  Retroversion  of  the  Womb,"  Philadelphia,  1817,  p.  67. 

'Op.  cit.,  p.  136. 

8  "  Handbuch  d.  pathol.  Anat.,"  Wien,  1855,  3.  Aufl. 

9"  A  Clinical  History  of  the  Medical  and  Surgical  Diseases  of  Women," 
London,  1873. 

'"  Op.  cit,  p.  20.  "  Op.  cit  ,  p.  115.  '- Op.  cit,  p.  49. 
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does  not  give  it  in  his  classification.  Tliougli  Dezeimeris  de- 
scribed this  variety,  he  was  not  clear  as  to  how  it  originated. 
He  believed  that  it  was  quite  distinct  from  tubal  or  any  other 
described  variety,  but  how  the  ovum  got  between  the  layers  of 
the  broad  ligament  he  did  not  attempt  to  state.  The  following 
}iaragraph  from  his  article '  is  of  interest  : 

"Ces  faits  me  paraissent  sutfisants  pour  legitimer  Tadmission 
d'une  grossesse  sous-peritoneo-pelvienne  ;  d'une  grossesse  qui 
n'est  ni  ovarique,  ni  tubaire,  et  qui,  si  I'on  peut  s'exprimer  ainsi, 
-est  moins  abdominale  qu'aucune  autre,  puisque,  placee,  au  pre- 
mier temps  de  son  existence,  en  dehors  dn  peritoine,  les  progres  de 
son  developpement  ne  paraissent  point  devoir  I'y  faire  penetrer. 
mais  au  contraire  le  ligament  large,  en  se  developpant  a  mesure 
que  le  produit  de  la  conception  grossit  dans  la  cavite  pelvienne, 
doit  former  une  sorte  de  ])lanclier  qui  I'y  retient  et  qui  lui  ferme 
I'entree  dans  la  cavite  abdominale." 

I  have  already  referred  to  the  observation  of  Madame  Lefort,' 
who  showed  that  this  form  resulted  from  the  extension  of  a 
tuhal  gestation  into  the  hroad  ligaments  {or  ovarian  as  well). 
She  described  for  the  first  time  a  case  in  which  the  peritoneum 
became  gradually  stripped  from  the  titerus  as  the  gestation  sac 
extended  upward  and  tovjard  the  opposite  side. 

Lobstein's  case  ^  also  seems  clear  as  being  the  extension  of  a 
tubal  pregnancy  into  the  broad  ligament.  Jacquemier,*  Decori 
et  Pelvet,'and  others  made  similar  observations. 

Kosshirt '  was  the  first  to  describe  the  development  of  this 
variety  from  the  extension  upward  of  an  interstitial  preg- 
nancy ;  in  this  case  he  noticed  the  placenta  partly  attached  to 
the  colon — evidently  displaced  up>ioard — and  partly  to  the  wall 
of  the  uterine  gestation  sac. 

According  to  Ilennig,^  Bianchi  was  the  first  to  describe  the 
bursting  of  a  tubal  gestation  into  the  broad  ligament  through 
thinning  and  rupture  of  the  lower  part  of  the  tube  wall. 

3.  The  Present  Period. — During  the  last  twenty  years  the 
previously  held  views  have  been  subjected  to  the  most  search- 
ing criticism,  while  at  the  same  time  most  valuable  infor- 
mation   has   been   acquired   from   various  carefully   conducted 

'  Op.  cit,,  p.  257.  "Vide  p.  174.  »  Op.  cit..  p.  48. 

*  "  Manual  des  Accouchements,"  Paris,  1846,  t.  i.,  p.  374. 
'Gazette  med.,  Paris,  1864,  p.  748. 
'  Gaz.  med.,  Paris,  1844,  p.  298.  '  Op.  cit.,  p.  115. 
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researches  in  cases  of  ectopic  gestation,  and  as  a  result  we  have 
departed  from  the  other  methods  of  classification. 

The  writer  to  whom  belongs  tlie  lionor  of  liaving  first 
thoroughly  dissected  traditional  beliefs,  pointing  out  their 
untrustworthiness  or  inaccuracy,  is  Lawson  Tait.  His  able 
consideration  of  the  subject'  from  the  year  1873,  when  he  first 
brought  it  forward,  until  the  year  1880,  when  he  published  in 
his  well-known  text  book  a  complete  account  of  his  work,  has 
been  of  the  greatest  value  and  has  been  the  means  of  stimulat- 
ing other  workers  who  have  helped  to  add  to  our  knowledge  of 
the  subject. 

Mr.  Tait  criticised  severely  the  classification  of  ectopic  gesta- 
tion as  given  by  Dezeimeris  and  others,  and  pointed  out  how 
utterly  unreliable  was  much  of  the  evidence  on  which  the  older 
writers  had  based  their  views.  He  demonstrated  the  over- 
whelming importance  of  tubal  gestation,  and  the  conditions 
which  might  develop  from  it,  especially  the  extraperitoneal 
development  of  the  ovum  after  rupture  of  the  tube  into  the 
broad  ligaments. 

He  very  strongly  insisted  that  the  long-described  primary 
abdominal  variety  had  never  been  established,  his  own  belief  be- 
ing that  it  is  an  impossible  form.  He  also  held  that  ovarian 
gestation  was  not  proved,  though  it  was  possible  to  have  it. 

In  a  recent  paper"  his  conclusion  in  regard  to  this  form  is  that 
it  is  not  very  likely  to  occur.  His  well-known  classification  is 
as  follows  : 

1.  Ovarian^  possible,  but  not  yet  proved. 

2.  Tuhal,  in  free  part  of  tube,  is 

{a)  Contained  in  tube  up  to  fourteenth  week,  at  or  before 
which  time  primary  rupture  occurs,  and  then  progress  of 
the  gestation  is  directed  into 

(Jj)  Abdominal  or  intraperitoneal  gestation,  uniformly  fatal 
(unless  removed  by  abdominal  section),  primarily  by 
hemorrhage,  secondarily  by  suppuration  of  the  sac  and 
peritonitis. 

(c)  Broad-ligament  or  extraperitoneal  gestation. 

'Trans.  Obstet.  Soc.  Lond.,  vol.  xv.,  p.  156.  "Diseases  of  Women  and 
Abdominal  Surgery,"  Leicester,  1889,  vol.  i. 

'  "Note  on  the  Alleged  Occurrence  of  Ovarian  Pregnancy,"  Med.  Clin., 
Lond.,  vol.  Ixxv. 
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(^/)  May  develop  in  broad  ligament  to  full  time  and  be  re- 
moved at  vial)le  period  as  living  cbild. 

{e)  May  die,  and  suppurating  ovum  may  be  discharged  at 
or  near  umbilicus  or  through  bladder,  vagina,  or  intesti- 
nal tract. 

(/')  May  remain  quiescent  as  lithopedion. 

{g)  May  become  abdominal  or  intraperitoneal  gestation  by 
secondary  rupture. 
3.  Tuho-uterine  or  interstitial  in  part  of  tube  embraced  by 
uterine  tissue,  and,  so  far  as  it  is  known,  is  uniformly 
fatal  by  primary  intraperitoneal  rupture  before  tifth 
month. 

These  views  were  based  chiefly  on  Mr.  Tait's  extensive  clin- 
ical and  operative  experience.  They  have  to  a  large  extent 
beer  corroborated  by  post-mortem  investigation  by  other  work- 
ers. Thus  Berry  Hart '  clearly  described  the  extraperitoneal 
development  of  the  ovum  in  two  cases,  one  of  which  represented 
an  advanced  degree  of  pregnancy,  in  which  the  peritoneum  had 
been  pushed  upward  out  of  the  lower  part  of  the  abdomen  to  a 
marked  extent,  and  named  by  him  subperitoneo-ahdorninal — i.e.^ 
a  far  advanced  subperitoneo-pelvic.  I''  liave  also  been  able 
clearly  to  establish  a  form  in  which  the  gestation  is  partly  eaira- 
and  partly  /?/^;'rt-peritoneal,  to  which  1  have  given  the  name 
tuho-peritonealj  described  by  Mr.  Tait  in  1889  as  unproven. 
Bland  Sutton's  writings '  also  have  gone  to  support  several  of 
Mr.  Tait's  views,  especially  disbelief  in  an  ovarian  or  a  primary 
abdominal  pregnancy. 

Author'' 8  Classification. — We  may  gain  information  regarding 
the  varieties  of  ectopic  gestation  by  the  study  of  cases  during 
life — i.e.^  before  and  at  the  time  of  operation  and  by  ordinary 
examination.  The  accumulated  information  acquired  by  these 
methods  during  the  last  two  centuries  is,  as  far  as  classification 
is  concerned,  to  a  large  extent  utterly  untrustworthy,  because 
the  older  observers  were  not  aware  of  the  fallacies  associated 
with  their  employment.  The  difficulties  in  the  way  of  accu- 
rately estimating  the  anatomy  and  pathology  of  several  of  the 
varieties  of  ectopic  gestation  have  only  recently  been  shown  by 

'  Laboratory  Reports,  Royal  College  of  Physicians  of  Edinburgh,  vol.  i. 

'  "  Tubo- peritoneal  Ectopic  Gestation,"  Edinburgh,  1892. 

^  "  Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes,"  London,  1891. 
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Berry  Hart'  and  myself."  "We  have  demonstrated  the  great 
value  of  the  sectional  method  of  examination  in  determining 
topographical  relationships  which  are  essential  to  the  clear  rec- 
ognition of  specimens,  especially  those  in  which  gestation  is 
advanced.  In  advanced  ectopic  pregnancy  the  displacements  of 
organs  along  with  peritoneal  adhesions  render  it  practically  im- 
possible in  many  cases  to  determine  the  nature  of  the  gestation 
sac,  either  by  examination  at  the  time  of  an  operation  or  by 
ordinary  dissectional  study.  It  is  necessary,  first  of  all,  to 
study  the  body  with  the  parts  undisturbed,  by  means  of  frozen 
sections ;  in  this  way  we  get  a  correct  idea  of  the  arrai:gen)ent 
of  the  peritoneum.  Auxiliary  to  this  method  are  dissection  and 
microscopic  examination  of  parts. 

It  was  by  following  this  plan  that  we  demonstrated  the  true 
nature  of  cases  which  had  always  been  described  as  primary 
intraperitoneal — viz.,  Hart's  suhperitoneo-ahdominal  and  my 
iuho-2)e'"ito7ieal  /  in  both  of  these  eases  the  peritoneal  relations 
had  become  so  altered  by  inflammation  that  it  was  believed, 
until  careful  examination  had  been  carried  out,  that  they  were 
primary  abdominal.  The  nature  of  our  investigations  has  made 
evident  the  unreliability  of  all  published  accounts  of  primary 
abdominal  pregnancy. 

Two  special  cases  have  often  been  quoted  as  instances  of 
abdominal  pregnancy — viz.,  those  of  Lecluyse '  and  Koeberle.* 
When  examined  carefully,  however,  it  is  found  that  this  assump- 
tion is  entirely  unwarranted. 

Lecluyse's  case  was  one  in  which  a  woman  became  pregnant 
for  the  second  time,  her  first  pregnancy  having  ended  in  the 
performance  of  Cesarean  section.  The  second  pregnancy  was 
•ectopic,  and  after  the  death  of  the  fetus  at  the  eighth  month 
abdominal  section  was  performed  for  its  removal.  The  woman 
died,  and  on  post-mortem  examination  the  uterine  scar  of  the 
old  Cesarean  operation  was  partly  unclosed,  and  it  was  supposed 
that  the  ovum  had  escaped  into  the  peritoneal  cavity  and  there 
developed.  Nothing  is  said  about  the  nature  of  the  gestation 
sac  or  the  appendages,  and  it  is  most  likely  that  the  gestation 

'  Laboratory  Reports,  Royal  College  of  Physicians  of  Edinburgh,  1889, 
vol  i. 

*  "  Tubo  peritoneal  Ectopic  Gestation,"  Edinburgh,  1892. 
3  Bull,  de  I'Acad.  de  Med.  de  Belgique.  1869. 

*  Keller  :  "  Des  Grossesses  extra-uterines,  etc.,"  Paris,  187.2,  p.  'Vi. 
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was  tubal  or  tiibo-ligamentoiis,  the  opening  in  the  uterus  having 
nothing  to  do  with  it.  Moreover,  all  tlie  evidence  that  we  pos- 
sess in  reference  to  the  fate  of  an  early  ovum  placed  in  the 
peritoneal  cavity  points  to  the  conclusion  that  death  and  absorp- 
tion always  follow. 

Koeberle's  case  was  that  in  which  a  full-time  pregnancy  oc- 
curred in  a  woman  in  whom  part  of  the  uterus  had  been  removed 
along  with  a  fibroid  tumor  b}^  abdominal  hysterectomy,  the 
appendages  having  been  left.  We  are  not  sure  as  to  how  much 
of  the  uterus  was  taken  away.  Koeberle  says  that  only  part  of 
the  cervix  was  removed.  As  we  know  that  the  uterus  is  elon- 
gated with  big  fibroids,  more  of  it  may  have  been  left  than  was 
believed.  Enough  may  have  been  left  to  be  in  communication 
with  a  tube,  or  the  tube  may  have  become  adherent  to  the  ute- 
rine stump  after  operation,  their  cavities  communicating,  so 
that  the  gestation  may  have  started  in  the  uterus.  It  is  also 
possible  that  the  ovum  may  have  been  fertilized  in  the  tube,  the 
gestation  being  thus  tubal.  It  is  an  unwarranted  assumption  to 
suppose  that  it  had  passed  into  the  peritoneal  cavity.  As  I  have 
stated  in  my  article  on  "  Etiology,"  it  is  extremely  probable  that 
no  gestation  can  begin  its  development  except  in  some  part  of 
the  genital  tract  derived  from  those  portions  of  the  Mtillerian 
ducts  which  form  the  uterus  and  tubes. 

Regarding  ovarian pregnancij  there  has  been  much  discussion 
during  this  century,  and  at  the  present  time  it  must  be  admitted 
that  there  is  no  proof  that  a  gestation  can  start  in  a  Graafian 
follicle.  In  my  article  on  "  Etiology  "  I  give  the  ground  for  this 
statement.  Bland  Sutton's  and  Lawson  Tait's  views  on  this 
point  have  already  been  alluded  to. 

In  the  present  state  of  our  knowledge  a  classification  of  ec- 
topic gestation  must  necessarily  be  incomplete.  As  more  exact 
methods  of  examination  are  employed  and  doubtful  ones  abol- 
ished it  will  be  more  and  more  perfected  and  extended. 

The  following  table  indicates  the  range  within  which  we 
should  limit  our  attention.  Beyond  this  is  uncertainty  and 
speculation.  It  is  evident,  then,  that  the  study  of  ectopic  gesta- 
tion is  but  the  study  of  pregnancies  of  tubal  origin. 
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ECTOPIC   GESTATION.' 

Primary  tiihal  hi  all  cases  as  far  as  is  known. 

I.  Ampullar,  in  which  the  gestation   begins  in  the  ampulla  of 
the  tube.     This  is  by  far  the  most  common  origin. 

1.  Persistent.  In  rare  instances  the  tubal  gestation  may  go 

on  to  full  time. 

2.  Rupture  may  take  place  early  into  the  hroad  Ihjament — 

subperitoneo-pelvic,  tubo-ligamentous,  extraperitoneal, 

broad-ligament  gestation. 
{a)  The  gestation  may  continue  to  develop— subperito- 

neo-abdominal. 
(S)  A  secondary  rupture  of  subperitoneo-pelvic  gestation 

may  take  place  into  the  peritoneal  cavity. 
(c)  The  gestation  may  come  to  an  end  : 

{a)  By  the  formation  of  a  hematoma. 

(/5)  By  suppuration. 

{y)  By  mummification,  adipocere,  or  lithopedion  forma- 
tion. 

3.  Puj)ture  may  take  place  into  the  peritoneal  cavity. 

{a)  Tubo-peritoneal  gestation,  in  M-hich  escape  of  the 
fetus  in  the  membranes  occurs  into  the  peritoneal 
cavity,  the  placenta  remaining  in  the  tube,  its  develop- 
ment continuing. 

(b)  The  gestation  terminates  in  various  ways  :  By  the 
formation  of  a  hematocele,  the  patient  dying  from 
the  shock  and  loss  of  blood,  or  from  peritonitis.  In 
some  cases  absorption  of  the  mass  may  occur.  In 
others  mummification,  adipocere,  or  lithopedion  for- 
mation may  take  place  in  the  fetus.  Or  suppuration 
may  result. 

4.  The  gestation  may  he  destroyed : 

(a)  By  the  formation  of  a  tubal  abortion  and  its  passage 
through  the  fimbriated  end  of  the  tube  into  the  perito- 
neal cavity. 

(b)  By  the  formation  of  a  hematosalpinx. 

(c)  By  the  formation  of  a  mole. 

(d)  By  suppuration  resulting  in  a  pyosalpinx. 

(<?)  By  absorption  after  early  death,  by  mummification, 
adipocere,  or  lithopedion  formation. 

1 1  do  not  include  cornual  pregnancy  in  this  table. 
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II.  Interstitial. — The  gestation  may  develop  in  tlie  interstitial 

portion  of  the  tube  : 

1.  The  gestation  may  go  on  to  full  time. 

2.  Rupture  of  the  gestation  into  the  peritoneal  cavity  may 

occur. 

3.  Rupture  into  the  uterine  cavity  may  occur. 

4.  Rupture   both  into  the  uterine  and  peritoneal  cavities 

may  occur. 

5.  Rupture   may  occur  between   the  layers  of   the  broad 

ligament. 

6.  After  the  death  of  the  fetus  it  may  remain  in  its  sac,  and 

possibly  may  undergo  the  same  changes  as  in  the  other 
forms — e.g.,  mummification,  adipocere,  or  lithopedion. 

III.  Infundibular. — The  gestation  begins  in  the  outer  end  of 

the  tube  or  in  an  accessory  tube  ending.  Under  this 
heading  are  to  be  included  the  forms  described  as  tubo- 
ovarian  and  tuho-abdominal,  names  which  appear  to 
me  to  be  unnecessarv,  since  the  jjestation  is  a  tubal  one 
in  origin,  the  end  of  the  gestation  sac  merely  becoming 
adiierent  to  the  abdominal  wall,  the  ovary,  or  other 
of  the  viscera. 
University  op  Edinburgh,  June  29th,  1894. 
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Professor  of  Gynecology  and  Obstetrics  in  the  Johns  Hopkins  University,  Baltimore. 


(With  one  illustration.) 


There  is  undoubtedly  a  strong  tendency,  shared  by  the  medi- 
cal profession  in  common  with  their  lay  brethren,  to  travel  in 
cycles,  to  the  disadvantage  of  the  purely  scientific  aspects  of  the 
questions  involved.  This  has  been  notably  true  of  the  life-sav- 
ing operation  of  transfusion,  which  has  several  times  passed 
through  its  periods  of  revival  and  neglect.     To  day  the  attitude 
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seems  to  be  one  of  general  neglect,  in  spite  of  the  numerous 
favorable  opportunities  ollered  in  abdominal  surgery  in  wliicli 
transfusion  would  seem  to  be  desirable  ;  in  spite  also  of  the  sim- 
plified technique  of  the  procedure,  which  may  well  be  called 
minor  as  an  operation,  while  it  is  major  in  relation  to  the  critical 
needs  of  the  patient  and  its  marvellous  powers  of  restoration. 

I  have  within  the  past  ten  months  in  six  instances  tested  the 
life  saving  power  of  infusing  normal  salt  solution  into  the  ves- 
sels of  patients  apparently  dying  in  co]lai)se  from  hemorrhage. 
I  wish  at  present  to  speak  of  but  one  of  these  cases,  one  of  the 
rarest  and  most  remarkable. 

My  patient  was  a  large,  florid  primipara  in  robust  health,  31 
years  old.  I  had  found  a  distinct  ring  of  albumin  in  her  urine 
at  each  analysis  for  five  week^  before  her  confinement  was  due. 
No  casts  could  be  found  at  any  time.  The  only  discomfort  she 
experienced  was  due  to  the  decided  swelling  of  the  legs.  A 
restricted  diet  greatly  aided  this,  improved  her  digestion,  and 
made  her  comfortable. 

On  the  19th  of  October,  1S93,  at  the  calculated  time,  while 
lectaring  to  the  clas^  of  nurses  at  the  Johns  Hopkins  Hospital 
upr>n  the  duration  of  pregnancy,  I  was  summoned  in  haste  at  9 
P.M.  to  the  patient's  bedside,  and  found  her  with  a  quickened 
pulse  and  feeble  pains  of  short  duration  recurring  at  irregular 
intervals.  Uterine  contractions  were  distinct  during  the  pains. 
The  pain  was  not  severe  and  was  felt  in  the  lower  part  of  the 
stomach  and  back.  Mrs.  Miller,  the  trained  nurse,  whose  assist- 
ance was  invaluable  throughout,  at  once  informed  me  also  that 
the  patient  had  passed  two  large  elois  of  blood  before  my  arrival. 

Upon  examining  the  abdomen  I  found  the  child  in  the  first 
position,  but  no  fetal  imlse  could  he  dutingiiished.  There 
seemed  to  b3  no  unusual  tenseness  or  bogginess  about  the  ute- 
rus, which  was,  however,  rather  large.  The  examination  through 
the  inferior  strait  showed  that  the  vagina  was  completely  filled 
with  large  clots  of  blood,  and  tliat  the  cervix  was  high  up  and 
far  back,  dilated  two  and  a  half  centimetres  ;  its  canal  was  still 
two  centimetres  long,  with  rigid  walls.  The  head  could  not  be 
felt  through  the  cervix.  In  the  place  of  the  head  was  a  mass  of 
clots  filling  the  lower  part  of  the  uterus.  No  placental  tissue 
could  be  recognized  among  the  clots.  She  did  not  present  by 
the  gaslight  a  markedly  anemic  appearance.  Kepeated  examina- 
tions, both  by  auscultation  and  palpation,  failed  to  give  evidence 
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of  fetal  life.  A  strong  placental  bruit  was  heard  high  up  over 
the  left  uterine  cornu.  The  vagina  was  full  of  blood,  and  I 
noticed  no  difference  in  the  discharge  of  blood  during  and  be- 
tween the  pains. 

Believing  the  case  to  be  a  lateral  implantation  of  the  placenta, 
I  proceeded  to  turn  and  bring  down  the  feet,  assisted  by  Dr.  J. 
G.  Clark,  gynecological  resident  at  the  Johns  Hopkins  Hospital, 
who  administered  chloroform.  The  patient  was  brought  across 
the  bed,  with  buttocks  and  hips  resting  upon  my  obstetric  cush- 
ion, which  served  to  catch  all  the  discharges  throughout.  I  was 
gradually  able  to  work  my  hand  into  the  narrow  vaginal  oritice 
and  introduce  two  fingers  into  the  cervix,  with  the  intention  of 
turning  by  combined  external  and  internal  manipulation,  when 
I  thought  I  ruptured  the  membranes.  Upon  pushing  up  the 
head,  which  was  now  felt  above  the  cervix,  a  large  gush  of  fluid 
followed  ;  this  was  several  times  repeated,  discharging  so  great  a 
quantity  that  I  remarked  to  Dr.  Clark  that  we  were  dealing  with 
a  case  of  hydramnios.  In  all  a  litre  and  a  half  (three  pints)  was 
discharged,  including  the  clots  in  the  vagina.  Upon  inspection 
the  whole  of  this  discharged  fluid  proved  t6  be  black  fluid  blood 
mixed  with  coagula.  No  watery  fluid  whatever  could  be  found. 
On  sweeping  the  finger  around  within  the  os  no  placenta  was 
touched.  The  true  nature  of  the  case  was  then  evident :  it  wa& 
a  concealed  hemorrhage  starting  high  up  in  the  uterus,  due  to  a 
premature  spontaneous  detachment  of  the  placenta. 

I  at  once  introduced  the  hand  into  the  now  dilated  cervix,  andy 
pushing  through  the  membranes,  effected  the  escape  of  a  small 
amount  of  amniotic  fluid  and  brought  down  the  right  leg.  We 
now  suspended  the  chloroform,  in  hopes  that  the  uterine  con- 
tractions would  follow  and  check  the  hemorrhage,  and  the  rest 
of  the  birth  take  place  spontaneously.  There  were,  however,, 
no  effi3ient  regular  pains,  and  it  was  necessary  to  bring  down  the 
body  gradually  and  release  the  arms.  At  this  stage  the  uterua 
became  markedly  distended  with  coagula ;  the  patient  cried  con- 
stantly with  pains  which  seemed  to  have  no  expulsive  action 
whatever;  the  pulse  was  also  becoming  rapid,  running  up  to  132. 
Introducing  the  hand  into  the  vagina  over  the  abdominal  sur- 
face of  the  child,  which  now  presented  with  the  face  posteriorly 
to  the  right,  the  chin  was  drawn  well  down  upon  the  chest,  and 
by  steady  traction  the  head  finally  expelled  with  a  moderate 
rupture  at  the  vaginal  outlet  on  the  left  side.  The  pulse  after 
the  delivery  was  132,  and  she  was  complaining  constantly  and 
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bitterly  of  severe  pain.  After  kecpini,^  up  the  contraction  of 
the  uterus  by  pressure  above,  and  finding  that  there  was  no 
tendency  to  expel  the  placenta,  I  introduced  two  fingers  within 
the  uterus  and  caught  the  placenta  at  the  implantation  of  the 
cord  in  the  upper  segment  of  the  uterus,  attached  upon  the  left 
side.  It  was  tightly  adherent  and  broke  in  several  pieces  in 
the  delivery.  The  mass  removed  was  large  enough  to  be  the 
whole  placenta,  and  placental  tissue  was  not  felt  in  the  uterus. 
The  patient  was  now  put  back  in  bed,  and  the  obstetric  pad  with 
its  burden  of  blood,  still-birth  and  amniotic  fluids,  etc.,  was 
carried  out  of  the  room. 

She  continued  to  cry  out  the  whole  night,  profoundly  shocked 
and  only  half-conscious.  There  was  no  hemorrhage  and  but  a 
slight  flow  of  blood,  but  each  contraction  of  the  uterus  caused 
severe  pain.  She  complained  through  the  night  of  intense 
thirst — so  great  that  when  given  w^ater  would  hold  the  glass  up 
and  look  at  it  as  it  grew  less  and  stroke  the  glass  affectionately. 
She  suffered  from  extreme  dyspnea,  taking  long,  sighing  inspi- 
rations in  the  effort  to  secure  a  deep  breath  ;  I  counted  from 
sixty  to  seventy  efforts  per  minute.  She  constantly  begged  to 
be  raised  up,  and  lay  tossing  her  head  from  side  to  side.  The 
pulse  was  167,  without  intermission  or  irregularity. 

Toward  morning  she  seemed  to  be  growing  weaker,  and,  in 
s|)ite  of  several  short  naps,  continued  constantly  to  complain  of 
agonizing  pain.  The  passage  of  the  catheter  by  the  nurse  caused 
such  a  loud  outcry  that  I  was  inclined  to  interpret  her  general 
condition,  in  the  light  of  this  fact,  as  largely  hysterical,  thinking 
also  that  she  must  realize,  what  she  had  not  been  told,  that  the 
baby  w^as  not  living.  Two  distinct  uremic  convulsions,  separated 
by  an  interval  of  but  a  few  minutes,  occurred  at  about  half-past 
3  in  the  morning,  marked  by  pallor,  general  twitching,  turning 
inward  of  the  eye,  and  stertorous  breathing.  About  8  o'clock 
I  called  my  friend  Dr.  L.  E.  ]N"eale  in  consultation,  at  the  same 
time  sending  to  the  Johns  Hopkins  Hospital  for  instruments  and 
assistants  for  abdominal  section  and  transfusion. 

Upon  the  arrival  of  my  assistants,  Drs.  Cullen  and  Stokes,  she 
was  placed  under  the  influence  of  chloroform  and  brought 
across  the  bed  on  to  the  writer's  obstetrical  pad,  when  Dr. 
Neale  examined  per  vaginam  and  discovered  in  the  uterus  a 
piece  of  adherent  placenta  ten  by  three  centimetres.  This  was 
readily  removed  and  the  uterus  was  washed  out  with  hot  water, 
and  good  contraction  ensued. 
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Jnfmloti.— The  pulse  of  the  patient,  which  had  been  rapid  and 
feeble  under  the  anesthetic,  ceased  entirely  at  the  radial  artery; 
and  while  the  uterus  was  being  douched  with  hot  water  I  made 
an  incision  two  centimetres  long  above  the  right  wrist  and 
exposed  the  radial  artery,  and  introduced  a  tine  canula  in  the 


lDfu3ion  of  normal  salt  solution.    Operator  holds  canula  introduced  into  rigbt  radia 
artery  :  ass'Stant  holds  bottle  of  salt  solution  in  right  hand  and  force  pump  in  left 


direction  of  the  heart,  and  by  means  of  an  inverted  aspirating 
bottle  containing  the  fluid,  as  suggested  by  Dr.  Clark,  I  in- 
jected one  litre  of  normal  saline  solution  (six  per  cent).  In 
manipulating  the  bottle  the  wrong  cock  was  turned  by  mistake 
and  some  air  injected,  but  without  any  ill  effect.     The  result  of 
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the  transfusion  was  the  inHuediutu  iii>|)eiiranc'e  of  the  opposite 
radial  pulse,  which  within  a  few  minutes  dropped  to  120  per 
minute.  The  superficial  wrist  wound  was  closed  hy  suture  and 
bandaged,  and  the  patient  returned  to  bed  and  systematic  stimu- 
lation bef^un  at  once. 

The  after-history  was  as  follows,  briefly  outlined  :  No  vomit- 
ing during  the  tirst  week.  The  uterus  remained  well  contracted 
throughout.  She  had  a  free  evacuation  of  the  bowels  in  the 
afternoon  of  the  day  of  transfusion.  Her  nourishment  consisted 
largely  of  egg-albumen  water  for  several  days,  when  cream  and 
milk  were  added.  Hypodermics  of  strychnia  (one-fortieth  of  a 
grain)  were  given  hourly  at  first  and  discontinued  on  the  sec- 
ond day.  A  severe  vertical  headache  on  the  second  day  was 
relieved  by  small  doses  of  phenacetin.  She  urinated  eleven 
times  on  the  second  day,  and  on  catheterizing  I  found  twenty- 
two  ounces  of  urine  in  the  bladder.  The  pulse  three  hours 
after  the  transfusion  was  172,  then  it  dropped  to  140,  and  on  the 
following  day  to  126,  on  tlie  third  day  to  116.  On  the  eleventh 
day  the  pulse  was  96.  The  temperature  ranged  from  99°  to  a 
little  over  101°.  Associated  with  this  she  had  occasional  severe 
headaches.  She  complained  of  severe  pain,  lasting  several  days^ 
in  the  thumb  on  the  side  of  transfusion.  The  bandage  was  taken 
off  from  the  arm  on  the  tenth  day  and  the  sutures  removed. 
There  was  primary  union  throughout,  leaving  a  linear  scar  three 
and  a  half  centimetres.  On  the  sixteenth  day  she  sat  up  for 
an  hour.  On  the  fifteenth  day  the  urine  was  acid  and  became 
decidedly  milky  upon  boiling  a  filtered  specimen,  showing  a 
marked  decrease  in  the  amount  of  albumin  present.  On  the 
twenty-third  day  she  developed  a  phlebitis  in  the  right  leg,  from 
which  she  speedily  recovered  and  is  now  in  perfect  health. 

The  only  other  case  with  which  I  am  familiar  in  which  life 
has  been  saved  by  this  means  after  a  hemorrhage  of  this  char- 
acter is  that  of  Stopford  Taylor  in  the  Lancet,  August  2d,  1879. 
On  account  of  the  importance  of  the  matter  I  quote  the  account 
in  full  (see  next  page).  It  will  be  noted  that  the  transfusion  of 
blood  from  the  patient's  sister  to  the  patient  in  that  case  was 
quite  different  from  the  simple  central  arterial  infusion  of  warm 
salt  solution  in  our  case. 

I  will  not  discuss  the  subject  further  at  this  time,  as  I  pro- 
pose soon  to  consider  the  practical  details,  when  I  shall  report 
other  cases  in  which  I  have  employed  this  mode  of  resuscitation 
in  severe  hemorrhages  following  gynecological  operations. 
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ACCIDENTAL   HEMORRHAGE;  TRANSFUSION;  RECOVERY.' 

BY 

G.  G.  STOPFORD  T AY' LOR. 

On  Thursday,  the  13th  of  June,  1878,  at  2:30  p.m.,  I  was  called  to  see  Mrs.  G., 
•who  was  supposed  to  be  sinking  during  a  protracted  labor.  On  arriving 
I  found  her  almost  bloodless ;  pulse  nearly  imperceptible  ;  extremities  cold  ; 
bedding,  mattresses,  and  floor  saturated  with  blood.  Stimulants  were  given  at 
once.  On  examining  per  vaginam  the  os  was  found  to  be  about  the  size  of 
half  a  crown ;  membranes  protruding,  and  blood  trickling  from  the  uterus. 
On  rupturing  the  membranes  a  great  quantit}-  of  liquor  amnil  escaped.  A 
binder  was  tightly  applied,  and  I  directed  my  efforts  to  rallying  the  patient. 
As  uterine  action  had  ceased  for  some  time  and  the  fetus  was  most  likely  dead, 
no  efforts  were  made  to  deliver.  On  making  inquiries  I  found  that  she  was  in 
her  ninth  month,  and  had  been  washing  the  day  before.  Hearing  a  noise  in 
the  street,  she  became  alarmed  about  the  safety  of  her  child,  who  was  playing 
outside  the  house,  and  who  she  feared  might  be  run  over.  She  felt  a  gush 
of  blood  per  vaginam  and  then  fainted.  She  was  removed  to  bed,  and  an  old 
woman,  who  was  practising  as  a  midwife  in  the  neighborhood,  was  called 
about  7  P.M.,  who  remained  all  night  and  endeavored  to  conceal  from  the 
friends  that  the  patient  was  bleeding.  She  left  her  about  11  a.m.,  assuring 
her  that  all  was  right  and  that  she  need  not  alarm  herself.  Mrs.  G.  getting 
worse,  I  was  sent  for,  and  found  her  as  described. 

Recognizing  the  fact  that  transfusion  was  the  only  means  of  saving  her,  I 
left  my  assistant  in  charge  of  the  patient  and  applied  to  Mr.  D.  Harrison, 
resident  medical  officer  of  the  Royal  Jntirmary,  who  kindl}'  came  at  once  to  my 
assistance  with  Roussel's  apparatus.  Dr.  J.  W.  Gallon,  who  was  passing,  also 
came  in  and  joined  us  in  consultation,  and  we  agreed  that  transfusion  should 
be  performed  without  further  delay.  The  patient's  sister,  a  strongly-built 
young  Irishwoman,  volunteered  the  blood.  About  ten  ounces  were  injected. 
Some  considerable  difiiculty  was  experienced  in  finding  a  vein  at  the  bend  of 
the  elbow  of  the  recipient,  owing  to  an  abnormality.  There  was  no  distress 
evinced  by  the  patient.  The  apparatus  worked  splendidly.  I  cannot  say  that 
the  patient  seemed  to  improve  as  we  had  hoped  she  would  after  the  trans- 
fusion. Previous  operators  have  experienced  great  satisfaction  at  the  result 
of  their  labors ;  unfortunately  it  was  not  so  in  our  case.  We  left  at  4:80, 
■conscious  of  having  done  our  duty,  but  entertaining  no  hopes  of  her  recovery. 
Directions  were  given  to  administer  as  much  nourishment  as  could  be  taken, 
which  was  very  little.  At  8  p.m.  she  was  wandering,  vomiting,  and  apparently 
sinking.  As  a  last  resort  I  bandaged  her  legs  and  arms  from  the  extremities 
to  tlie  body. 

.June  14th,  at  5  a.m.,  I  was  called  by  the  husband,  who  said  "his  wife  was 
much  better  after  bandaging,  that  the  sickness  had  continued  all  night,  and 
that  she  had  pains  in  her  belly."  I  went  at  once  to  her,  and  found  labor 
progressing  very  slowly  ;  the  os  dilated,  head  presenting  ;  skin  warm,  pulse 
140.  She  complained  of  intense  headache.  About  9  a.m.,  the  head  having 
descended  on  to  the  perineum  and  the  patient  getting  exhausted,  I  applied  the 
forceps  and  delivered  ;  my  assistant,  Mr.  Swindells,  keeping  up  pressure  on 
the  uterus  externally.  The  placenta  was  immediately  expelled,  and  after  it 
»  The  Lancet,  August  2d,  1879,  p.  159. 
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came  a  large  organized  clot  about  twice  tlie  size.  No  hemorrhage  ;  discharge 
only  faintly  colored  serum  Uterus  tirmly  contracted.  Patient  nearly  died. 
Administered  stimulants  as  before.  Child  was  dead,  of  course.  Patient 
continued  in  a  prostrate  condition  all  day  ;  pulse  160  ;  vomiting  frequent. 
Injection  of  brandy  one  ounce,  beef  tea  four  ounces,  retained.  Pa.ssed 
urine,  about  six  ounces.     Ice,  milk,  and  soda  ad  libitum. 

loth,  9  A.M.:  Vomiting  ceased.  Arm  .slightly  swollen  over  incised  vein  and 
painful.  Poultice  ordered.  Bowels  relieved  with  a  castor  oil  and  gruel 
injection.  Valentine's  meat  juice  supplied.  2  p.m.:  Has  taken  two  quarts  of 
milk.  Stopped  stimulants,  as  they  made  her  head  ache.  Pulse  140,  tempera- 
ture 100°. 

16th  :  Patient  about  the  same.     Pulse  142,  temperature  101  . 

17th  :  Improving.  Incision  beginning  to  suppurate.  Pulse  144  ;  tempera- 
ture 101'.    Bowels  moved  twice. 

19th  :  Not  so  well.  Complains  of  pain  in  abdomen,  owing  to  drinking  large 
quantity  of  iced  water.  Tincture  of  opium,  half  a  drachm,  stopped  the  pains. 
Heart  thumping  violently,  so  much  so  that  patient  could  not  sleep.  Resolved 
to  try  tincture  of  digitalis,  ten  minims  every  four  hours. 

20th  ;  I  found  on  my  visit  at  8  a.m.  that  she  had  taken  two  drachms  of 
digitalis  in  twelve  hours,  and  on  my  inquiring  why  she  had  not  taken  her 
medicine  according  to  directions,  she  said  her  heart  beat  so  violently  during 
the  night  that  she  could  not  sleep,  and  the  mixture  quieted  it.  Dozed  for  a 
few  minutes  at  a  time.  She  expressed  herself  as  better.  Pulse  140.  Swelling 
nearly  all  gone  in  arm  ;  wound  looking  well,  but  pale.  Passes  a  great 
quantity  of  water.  To  have  fifteen  minims  of  tincture  of  digitalis  every 
second  hour.     Temperature  102'. 

22d  :  Pulse  132,  temperature  100.4'.  Rather  better.  Has  taken  some  fish 
and  a  glass  of  beer.  Bowels  moved  naturally.  To  have  half  a  drachm  of 
tincture  of  opium  at  bedtime  to  procure  more  sleep. 

23d  :  Slept  six  hours.  Feels  much  better.  Palpitation  and  pulsation  in 
neck  much  less.     Has  taken  two  glasses  of  port  wine      Headache  gone. 

24th  :  Passed  a  good  night.     Pulse  120,  temperature  100.2°. 

26th  :  Pulse  110,  temperature  lOr.     Digitalis  suspended. 

27th  :  Pulse  120,  temperature  102°.  Complains  of  palpitation  again.  Ten 
minims  of  tincture  of  digitalis  every  four  hours  recommenced. 

July  1st :  Pulse  100,  temperature  lOT.     Tincture  of  digitalis  suspended. 

8th  :  Had  a  rigor  which  lasted  a  quarter  of  an  hour.  Pulse  120,  tempera- 
ture 103'.  To  have  cinchona  mixture  with  ten  minims  of  tincture  of  iron 
every  four  hours. 

12th  :  Better.    Pulse  104,  temperature  99.2'. 

14th  :  Had  another  rigor,  which  lasted  about  ten  minutes.  Pulse  120. 
temperature  101.6'.  Induration  taking  place  about  the  incision.  Poultices 
ordered. 

15th  :  Matter  forming,  which  came  through  the  wound  on  the  16th. 

From  this  date  the  patient  made  an  uninterrupted  recovery,  and  was  sent  to 
the  New  Brighton  Convalescent  Home  for  three  weeks. 

Liverpool. 
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HEMORRHAGIC   INFARCTION  OF  THE   FALLOPIAN  TUBE. 


W.    W.    RUSSELL,   M.n., 
Resident  Gynecologist  in  Johns  Hopkins  Hospital,  Baltimore,  Md. 


("With  four  illustrations.) 


Hemorrhagic  infarction  in  the  walls  of  ovarian  cjsts  is  caused 
by  the  tumor  rotating  upon  its  pedicle  and  thus  interfering  with 
the  blood  supply.  This  condition  has  been  carefully  studied, 
and  numerous  cases  have  been  reported.  In'the  Fallopian  tube, 
however,  a  similar  condition  has  but  recently  been  recognized 
for  the  first  time.  The  cause  of  hemorrhagic  infarction  in  the 
walls  of  the  Fallopian  tube  is  in  the  majority  of  cases  analogous 
to  that  in  ovarian  cysts,  as  there  is  in  the  tube  with  its  distended 
extremity  a  condition  simulating  cysts. 

From  the  anatomical  relation  of  the  tube  and  ovary  we  might 
expect  a  priori  to  find  hemorrhagic  infarction  of  the  tube  most 
frequently  associated  with  twisted  pedicle  in  ovarian  cysts,  as  the 
tube  is  more  or  less  susceptible  to  changes  of  position  of  the 
ovary,  especially  where  there  is  marked  enlargement  of  the 
latter. 

When  the  abdominal  end  of  the  tube  is  greatly  increased  in 
size,  as  in  some  cases  of  hydrosalpinx  and  in  tubal  gestation,  the 
remainder  of  the  tube  corresponds  somewhat  to  the  pedicle  of  a 
cyst.  Bland  Sutton  calls  attention  to  this  fact  and  mentions  a 
case  in  which  a  hydrosalpinx  had  rotated  upon  its  axis,  pro- 
ducing hemorrhage  in  the  walls  of  the  tube.  Martin,  of  Berlin, 
mentions  a  case  of  torsion  of  the  Fallopian  tube  occurring  in  a 
tubal  pregnancy.  Ilegar  has  collected  five  cases  where  the  tube 
has  been  found  in  hernial  sacs  ;  in  some  of  these  there  was  evi- 
dence of  strangulation,  but  he  does  not  record  the  microscopical 
changes  which  had  ensued.  Ilennig  states  that  in  marked  mal- 
position of  the  uterus  the  tube  may  be  so  situated  that  gangrene 
results  from  pressure;  he  does  not,  however,  mention  a  case 
where  such  an  accident  had  occurred.  Siinger  reported  an  in- 
structive case  to  the  Obstetrical  Society  at  Leipzig,  May,  1893, 
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arising  from  interference  of  the  blood  supply  of  the  tube  from  a 
constriction  due  to  the  formation  of  adhesions.  In  this  caee  the 
microscopical  examination  revealed  a  true  hemorrhagic  necrosis 
of  the  walls  of  the  tube.  He  was  thus  the  first  to  call  attention 
to  the  true  changes  produced. 

His  case  is  as  follows :  "  Operation,  celiotomy.  On  the  left 
side  the  tube  and  ovary  formed  aglobular  mass  the  size  of  a  large 
apple,  partly  enveloped  in  fresh  fibrinous  adhesions.  The  affected 
tube  was  bluish-black  in  color,  and  was  so  bent  upon  itself  that 
the  fimbriated  extremity  was  in  contact  with  the  uterine  end. 
The  very  small,  dense  ovary  lay  in  front  and  partially  above  the 
tube.  Both  tubes  and  ovaries  were  removed.  On  close  exami- 
nation of  the  left  side  the  tube  presented  a  ringed  appearance, 
which  was  due  not  alone  to  the  bending  and  production  of  these 
kinks  in  the  under  side,  the  upper  forming  a  smooth  semicircle, 
but  also  to  the  presence  of  tense  false  membranes  which  drew 
the  fimbriated  extremity  upward  toward  the  uterine  end.  These 
membranes  produced  fan-like  adhesions  with  intervals  between 
them  through  which  the  tube  wall  protruded.  In  addition  to 
the  flexion  produced  by  the  false  membranes  toward  the  abdomi- 
nal end,  there  was  also  a  twist  at  the  uterine  extremity.  This 
point  could  be  recognized  by  a  sharp  margin  between  the  pale 
and  the  congested  tissue.  The  thickness  of  the  tube  increased 
as  it  approached  the  ampulla,  where  it  was  from  one  to  two  cen- 
timetres in  thickness.  The  walls  of  the  tube  were  studded  with 
small  hemorrhages  and  were  soft  and  friable,  and  the  contents 
were  blackish  in  color. 

"  Microscopical  examination  of  the  tube  showed  all  the  layers 
of  the  wall  to  be  infiltrated  irregularly  with  blood  ;  the  con- 
nective-tissue corpuscles  and  bundles  of  muscle  contained  blood 
pigment ;  the  nuclei  stained  either  not  at  all  or  very  feebly — in 
short,  there  was  hemorrhagic  necrosis  of  the  walls  of  the  tube. 
The  veins  of  the  mesosalpinx  were  free  from  thrombi." 

This  case  illustrates  one  of  the  most  important  causes  of  hem- 
orrhagic infarction  of  the  tube,  as  it  is  not  at  all  uncommon  in 
inflammatory  disease  to  find  the  tube  greatly  distorted  and  bent 
upon  itself.  The  probable  reason  why  we  do  not  more  often 
find  hemorrhagic  infarction  of  the  tube  associated  witli  inflam- 
matory  change  is  that  the  distortion  is  brought  about  as  a  rule 
slowlj^,  thus  giving  the  blood  vessels  time  to  accommodate  them- 
13 
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selves  to  the  changed  relations,  a  compensatory  circulation  being 
established. 

An  additional  case  which  I  now  have  to  report  occurred  in  the 
service  of  Dr.  H.  A.  Kelly  at  tlie  Johns  Hopkins  Hospital,  and 
presents  three  of  the  conditions  mentioned  above  as  possible 
causes : 

First,  a  cystic  formation  ;  second,  distortion  from  adhesions  ; 
third,  rotation  of  the  pedicle  of  the  cyst. 

L.  M.,  net.  44,  white,  married  seventeen  years,  has  had  one 
child,  five  years  before  marriage,  the  labor  being  normal  and  the 
puerperium  uneventful.  One  miscarriage  twenty-one  years  ago, 
in  the  seventeenth  week  of  pregnancy,  no  difficulty  following. 
Menses  have  been  regular  and  painless,  flow  slight ;  no  leucor- 
rheal  discharge.  Family  history  negative.  She  suffered  from 
no  serious  illness  in  cliildhood  or  adolescence.  It  is  interesting 
to  note  that  she  has  never  been  pregnant  since  the  miscarriage, 
which  may  have  been  due  to  some  slight  inflammatory  process 
dating  from  that  time  and  which  has  possibly  given  rise  to  her 
present  trouble.  The  symptoms  of  which  she  complained  began 
three  days  before  entrance  to  hospital,  but  for  some  time  previ- 
ous to  this  attack  she  had  suffered  with  sharp  pain  in  both  ova- 
rian regions  ;  also,  the  last  two  menstrual  periods  have  been 
accompanied  by  similar  pains.  She  has  thought  of  late  that 
there  was  a  "knot  "in  the  right  side.  Three  days  before  en- 
trance she  had  a  sudden  attack  of  throbbing  pain,  beginning  in 
the  right  lower  zone  of  the  abdomen  and  extending  down  the 
right  leg.  Since  then  there  have  been  repeated  attacks  of  vomit- 
ing ;  bowels  have  been  constipated ;  she  has  had  no  chills  or 
vertigo,  but  thinks  there  has  been  some  fever.  At  the  time  of 
her  admission  to  hospital  her  general  condition  was  excellent, 
and  she  complained  only  upon  exertion  or  locomotion  of  severe 
pain  in  the  right  ovarian  region.  Her  temperature  before  ope- 
ration ranged  from  99.2°  to  100.3°,  pulse  74  to  90. 

Examination  under  ether  by  Dr.  Stavely  revealed  nothing  un- 
usual in  the  abdomen.  Per  vaginam  the  uterus  was  found  re- 
clining in  the  pelvis,  enlarged  and  movable ;  on  the  left  side 
tlie  tube  and  ovary  were  adherent  and  close  to  the  uterus  ;  on 
the  right  side  a  movable  and  fluctuant  tumor  the  size  of  an. 
orange  could  be  felt. 

Operation. — Celiotomy  by  Dr.  Kelly  six  days  after  the  onset 
of  the  severe  attack.     On  the  ritjht  side  of  the  uterus  a  mass 
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was  found  adherent  to  tlio  j)08teiior  wall  of  the  pelvis;  the 
ovary  was  enveloped  in  slight  adhesions.  On  the  left  side  the 
tube  and  ovary  were  adherent  to  the  lateral  wall  of  the  pelvis. 
Both  tubes  and  ovaries  were  removed  without  dilliculty.  Con- 
valescence was  uninterrupted.  The  highest  temperature,  100.7°, 
occurred  on  the  second  day  after  the  operation.  The  patient 
was  discharged  well  on  the  thirty-second  day  after  operation. 

Pathological  Report. — On  the  right  side  the  tube  is  7  centi- 
metres long ;  at  the  uterine  extremity  it  is  5  millimetres  in 
diameter,  increasing  in  thickness  toward  the  ampulla,  where  it 
measures  1.5  centimetres.  The  uterine  end  is  about  normal  in 
size  and  consistence,  but  1  centimetre  from  the  end  there  is  a 
marked  contraction  of  the  tube,  at  which  point  it  is  but  5  milli- 
metres in  width,  where  the  tissue  is  blanched.  Be^'ond  this  the 
tube  suddenly  becomes  enlarged  and  thickened,  and  makes  a  dis- 
tinct turn  upon  itself,  so  that  the  ampulla  rests  against  the  pos- 
terior side  of  the  isthmus  and  mesosalpinx,  the  fimbriated 
extremity  not  being  visible.  The  surface  of  the  tube  shows  a 
few  tine  shreds  of  adhesion,  and  beyond  the  contraction  is  of 
a  deep  brownish-red  color,  due  to  the  hemorrhage.  The  tube  is 
patent  except  at  the  fimbriated  extremity.  On  section  the  tissue 
is  found  to  be  soft  and  friable,  and  dark-red  in  color,  resembling 
placental  tissue  both  in  color  and  consistence.  Arising  from  the 
site  of  the  buried  fimbriated  extremity  is  a  pediculated  mass,  the 
pedicle  being  2  centimetres  in  length  and  5  millimetres  in  dia- 
meter. It  exhibits  well-defined  twists  from  left  to  right,  and 
is  continued  as  a  ridge  out  upon  the  mass,  passing  two-thirds 
around  its  circumference.  The  mass  measures  6x6x4r|-  centime- 
tres; its  surface  is  smooth,  shiny,  and  of  a  deep  brownish-red 
color.  The  contents  consist  of  clear  serous  fluid.  The  walls 
average  2  millimetres  in  thickness.  The  inner  surface  is  smooth 
and  grayish,  showing  many  injected  areas.  No  ciliated  epithe- 
lium could  be  found  in  scrapings  from  the  wall.  This  is  most 
probably  a  large  hydatid  of  Morgagni,  The  right  ovary  lies 
beneath  the  tube  and  partly  in  front  of  it.  Its  surface  is  cov- 
ered with  a  few  line  shreds  of  tissue  which  evidently  correspond 
to  adhesions.  The  whole  surface  of  the  ovary  is  somewhat 
hyperemic.  On  the  left  side  the  tube  is  normal  except  for  the 
remains  of  the  long  adhesions  over  the  surface. 

Microscopical  Examination. — Tissues  hardened  in  alcohol, 
embedded  in  collodion  ;   sections  stained  in  hematoxylon  and 
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eosin.     Sections  from  the  uterine  end  of  the  tul)e  on  the  proxi- 
mal side  of  and  close  to  the  constriction  show  a  much  roughened 


Fio.  1.  —Three-fourths  natural  size.  Hemorrhagic  infarction  of  right  Fallopian  tube  and 
hydatid.  Normal  ovary  below.  Pyriform  tube  in  centre.  Hydatid  above  constriction  of 
tube  seen  over  left  upper  angle  of  ovary.  Unaffected  uterine  end  of  tube  below  constric- 
tion. 

and  tliickened  peritoneal  coat,  and  ju.'^t  -beneath  iffe  surface  are 
numerous  dilated  capillaries  filled  with  blood.     The  muscular 

layer  is  about  normal  in 
thickness,  and,  as  a  rule, 
the  nuclei  stain  distinct- 
ly. This  layer  is  very 
rich  in  large  and  small 
blood  vessels,  and  in 
places  there  has  been 
hemorrhage  into  the  tis- 
sues. There  are,  besides, 
more  leucocytes  and  small 
round  cells  scattered 
throughout  this  tissue 
than  can,  we  think,  be 
accounted     for    by     the 

Fio.  2.-Section  of  tube  at  constriction,  under  low  hemorrhage.  The  lumeu 
power.  Big  clot  in  vein  to  left ;  compressed  lumen  of  the  tubc  is  quitC  Small, 
of  tube  to  right  of  this;  mesosalpinx  below  with     aI,      i:   ij    i  j  ii 

small  infarcts.  the  lolds  low,  and  the  epi- 

thelium intact.  Sections 
of  the  tube  were  made  at  the  constriction  ;  here  the  hemor- 
rhage into  the  tissue  is  much  more  marked  and  all  the  vessels 
are  dilated.     The  nuclei  in   the   muscle  in  many  places  do  not 
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stain  at  all.  The  leucocytes  and  small  round  cells  are  much 
more  numerous.  At  the  distal  edge  of  the  constriction  there 
is  one  vein  which  is  much  dilated  and  filled  with  a  throml)Us, 
«nd  at  the  edges  of  this  many  leucocytes  are  seen.     As  the  distal 

Fig.  3. 


Fig.  4. 


Fig.  3.— lofarcted  hjdatid  to  right  with  constricted  pedicle  at  Its  left  extremity.  In- 
farcted  Fallopian  tube  above  to  left;  ovary,  with  normal  ulerine  end  of  tube  overlying  it, 
to  left  below  this. 

Fig.  4  shows  ovary  to  left,  hydatid  to  richt.  Fallopian  tube  with  broad  adhesion  from 
distal  end  to  constriction,  binding  it  to  itself  and  forming  a  canal  through  which  pedicle 
of  cyst  travels,  and  to  which  the  tube  owes  its  involvement  in  the  infarction. 

end  of  the  tube  is  approached  all   these   changes   increase   in 
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intensit}'  until  tlie  tube  wall  becomes  much  thickened.  The 
veins  all  contain  thrombi.  The  nuclei  of  the  muscular  fibres 
are  only  visible  here  and  there,  and  tlien  staining  but  indis- 
tinctly, the  wliole  muscular  layer  being  infiltrated  with  blood. 
Enormous  numbers  of  leucocytes  are  seen  everywhere  through- 
out the  tissues,  and  there  is  a  well-marked  nuclear  fragmen- 
tation, especially  in  some  areas.  The  lumen  of  the  tube  is 
patulous  throughout  its  whole  length.  The  tubal  epithelium 
and  the  submucous  connective  tissue  present  a  fairly  normal 
aspect  throughout.  The  pedicle  where  it  extends  over  the  sur- 
face of  the  cyst  shows  externally  a  thin  layer  of  well-joreserved 
fibrous  tissue.  Beneath  this  the  nuclei  of  the  tissues  do  not 
stain  well  and  the  whole  structure  is  engorged  with  blood.  All 
the  blood  vessels  are  dilated  and  contain  thrombi.  Here  and 
there  are  found  a  few  foci  of  small  round  cells.  The  walls 
of  the  cyst  present  very  similar  changes  to  those  we  have  just 
described.  The  capsule  of  the  right  ovary  is  externally  rough, 
the  capillaries  are  dilated,  and  there  has  been  free  hemori-hage 
into  the  ovarian  stroma  just  beneath  the  capsule.  In  one  area, 
of  considerable  size,  running  well  into  the  centre  of  the  ovary, 
the  tissue  elements  stain  indistinctly  and  are  infiltrated  with 
blood,  and  a  few  foci  of  polymorphous  leucocytes  can  be  made 
out.  In  some  places  in  this  area  there  are  large  masses  of 
brownish  pigment,  evidently  in  cells. 

Cultures  in  agar  from  the  tube  and  cyst  failed  to  grow,  and 
in  the  cover-slip  preparations  no  organisms  were  found. 

It  seems  probable  that  there  was  in  this  case  first  an  axial 
rotation  of  ths  cyst,  which,  as  it  became  more  marked,  drew  the 
tube  and  ovary  into  their  changed  relations,  the  constriction  in 
the  tube  being  the  point  where  the  greatest  force  was  exerted  ; 
this  constriction  was  severe  enough  to  cut  off  the  flow  of  blood 
in  the  veins  ;  then  thrombi  formed,  necrosis  resulted,  and  the 
inflammatory  condition  already  present  bound  the  disordered 
parts  still  more,  the  result  being  hemorrhagic  infarction  of  the 
tube  and  cyst  beyond  the  contraction. 

As  Yeit  briefly  mentions,  this  condition  is  to  be  differentiated 
from  hematosalpinx  and  extrauterine  pregnancy.  In  this  case 
the  latter  was  strongly  suspected  before  a  microscopical  exami- 
nation revealed  the  true  condition.  The  history  in  this  case 
is  only  slightly  suggestive,  and  it  is  extremely  doubtful  if  a 
diagnosis  could  have  been  made  from  a  study  of  it  or  the 
macroscopieal  examination. 
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Positive  diagnosis  in  early  tubal  pregnancy,  hematosalpinx, 
and  hemorrhagic  infarction  of  the  Fallopian  tube  depends 
entirely  upon  the  microscope,  and  it  is  only  by  careful  examina- 
tion of  a  large  number  of  these  cases  that  we  can  decide  with 
certainty  that  hemorrhagic  infarction  of  the  tube  is  not  more 
frequent  than  supposed. 
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SURGICAL  INTERVENTION  IN   TUBERCULAR  PERITONITIS. 


O.  S.  RUNNELS,  A.M.,  M.D., 
Indianapolis. 


Before  the  introduction  of  the  exploratory  incision  little  was 
known  of  tubercular  peritonitis.  Everything  concerning  it  was 
chaotic  and  uncertain  ;  like  the  map  of  an  undiscovered  country 
it  was  a  matter  of  speculation  and  conjecture.  Knowledge  gained 
by  surv^ey  was  out  of  the  question,  and  the  treatment  was  wholly 
that  of  empiricism  and  expectancy. 

When  it  became  known  that  tubercular  peritonitis,  so  far  as 
the  symptoms  are  concerned,  can  develop  with  the  suddenness 
of  acute  peritonitis;  that  its  evolution  may  be  so  insidious  and 
painless  as  not  to  present  a  single  symptom  of  abdominal  disease, 
the  abdomen  being  flat  or  distended,  tympanitic  or  ascitic;  the 
temperature  elevated,  normal  or  subnormal  ;  and,  tinally,  that 
there  may  not  be  any  of  the  well-known  evidences  of  consump- 
tion, such  as  emaciation,  sweats,  or  quickened  pulse,  it  was  not 
a  wonder  that  the  disease  had  been  treated  under  almost  every 
name  in  the  category  and  with  such  indifferent  results. 

But  for  the  mistaken  diagnoses  of  Spencer  "Wells  and  others 
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in  the  surgical  treatment  of  ovarian  cysts,  this  midnight  \vould 
be  as  dense  as  ever.  If  they  liad  always  encountered  the  pre- 
supjjosed  cyst  in  their  abdominal  sections,  instead  of  occasionally 
finding  only  free  liquid  in  the  peritoneal  cavity,  or  a  conglome- 
rate of  matted  omentum  and  intestines  with  widely  disseminated 
tubercular  deposits,  they  would  not  have  known  of  the  disajv 
pointments  of  an  abandoned  operation,  and  they  would  not  have 
seen  cures  result  from  such  apparently  barren  procedures. 

But  these  were  the  first  light-streaks  in  the  dawn  of  this 
knowledge.  Soon  the  lessons  of  accident  were  turned  to  utility, 
and  Konig  had  the  great  merit  of  first  coming  forward,  in  1884, 
with  the  bold  proposition  to  make  celiotomy  the  deliberate 
remedy  in  tubercular  peritonitis  rather  than  a  mere  fortuitous 
procedure.  This  revolution  against  established  convictions  and 
expectant  methods  was  so  well  fortified  with  good  results  as  to 
challenge  the  attention  of  the  surgical  world  and  inaugurate  a 
new  era  in  surgical  thought. 

It  is  barely  a  decade  since  the  rills  began  to  run  and  the  stream 
of  this  knowledge  began  to  swell.  Konig  was  quickly  followed 
by  many  investigators,  and  was  enabled  to  publish  his  second 
papar  in  1890,  with  a  tabulation  of  one  hundred  and  thirty-one 
cases  and  a  mortality  of  about  twenty-five  per  cent.  By  this 
time  the  lines  had  become  somewhat  more  clearly  drawn,  the 
indications  more  precise,  and  the  technique  more  finished.  Since 
then  operators  everywhere  have  been  submitting  the  question 
to  the  test;  surgical  societies  the  world  over  have  been  putting 
the  pros  and  cons,'  and  the  medical  press,  growing  sensitive 
to  the  demand,  has  disseminated  the  knowledge  gained  most  in- 
dustriously. 

It  is  still  too  early,  the  years  are  yet  too  few,  in  which  to  close 
the  discussion  or  fix  the  verdict  upon  many  of  the  claims  for 
this  procedure.  But  this  is  established  beyond  cavil :  tuber- 
cular peritonitis  is  essentially  a  surgical  disease  and  cannot  be 
succe^sfullv  managed  witiiout  surijical  intervention.  It  is  settled 
that  tubercular  peritonitis,  verified  as  such  by  microscopical 
proof,  is  curable  by  celiotomy,  and  that  this  remedy  is  of  pri- 
mary importance  in  the  treatment  of  such  cases.  It  is  proven 
that  the  bacillus  culture  can  be  arrested  if  it  has  not  gone  too 
far,  and  that  the  bacillus  itself  is  a  post-hoc,  a  follower,  rather 
than  a  propter-hoc,  an  originator. 

It  is  now  well  proven  that  schizomycates,  bacteria  of  all  sorts, 
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are  innoauous,  incipable  of  evil,  if  a  nidus  cannot  Ije  made,  the 
habitat  be  unfavorable,  the  vital  energy  be  not  impaired ;  and 
that  tlie  baeilhis  of  Koch  is  no  exception  tD  this  rule.  Tliey  are 
sapropliytes,  parasites,  and  scavengers,  and  cannot  live  and  mul- 
tiply except  in  decaying  matter.  This  truth  has  been  tiltering 
into  the  medical  mind  from  many  sources,  but  has  never  had 
such  signal  demonstration  as  in  the  surgical  experiences  under 
consideration.  For  here  it  has  not  been  a  question  of  dealing 
with  bacilli  at  the  time  of  their  initial  lodgment,  but  at  some 
later  time  in  their  luxuriant  growth,  when  their  culture  lias  been 
far  advanced  and  the  odds  of  battle  have  been  wholly  on  their 
side. 

This  is  a  statement  of  sucli  tremendous  importance  that  we 
should  not  hasten  over  it.  Indisputable  proof  of  the  correctness 
of  such  an  assertion  should  be  furnished.  Fortunately  witnesses 
in  large  numbers  from  both  hemispheres  are  able  to  testify  from 
autopsical  observations  to  the  absolute  disappearance  of  tuber- 
cles previously  established  during  celiotomy,  the  peritoneum 
having  become  smooth  and  even,  and  death  having  followed 
other  cause  ;  others  have  had  occasion  to  open  the  abdomen  a 
second  time  during  life  to  cure  ventral  hernia  or  to  treat  some 
other  affection,  and  have  found  the  peritoneum  normal  and 
healthful  ;  while  all  surgeons  to-day  with  any  experience  in 
this  matter  have  seen  from  thirty  to  fifty  per  cent  of  the  cases 
under  their  care  recover  from  surgical  intervention  which  have 
been  intractable  under  all  other  forms  of  treatment,  and  which 
have  been  macroscopically,  and  very  frequently  microscopically, 
proven  to  be  tuberculous. 

Histological  proof,  I  grant,  has  been  wanting  in  a  majority  of 
the  recovered  cases,  but  microscopical  demonstration  has  been 
made  so  often  in  the  cases  truly  benefited  by  surgical  remedy  as 
to  enable  us  to  establish  beyond  controversy  the  curability  of 
bacillary  peritonitis.  It  does  not  detract  from  the  value  of  this 
claim  to  admit  that  cases  of  chronic  peritonitis  may  have  been 
mistakenly  diagnosed  as  tubercular  and  thus  put  to  service  in 
enlarging  the  number  of  the  cured.  Even  these  cases  occupy 
common  ground  with  the  tubercular  in  point  of  incurability  by 
other  methods,  and  interpose  no  bar  to  the  employment  of  celi- 
otomy as  a  remedy.  In  view  of  tlie  fact  that  all  cases  of  chronic 
disease  of  the  peritoneum  show  but  feeble  ability  to  make  evolu- 
tion toward  cure  by  any  of  the  antecedent  mcthodp,  it  is  not 
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strange  tliat  the  advocates  of  celiotomy  should  urge  its  claims 
with  such  manifest  enthusiasm. 

It  remains  now  to  define  the  rationale  of  the  disease,  to  study 
its  manifestations  and  modes  of  progress,  and  to  outline  as 
clearly  as  possible  when  surgical  intervention  is  likely  to  be 
efficacious. 

First  in  order  of  precedence,  and  far  advanced  in  point  of 
time,  comes  that  condition  of  tiie  system  favorable  to  the  propa- 
gation of  vegetative  diseases.  Gradually  through  the  years  of 
the  life  in  question  there  has  been  a  growing  vulnerability,  a 
progressive  loss  of  battle  power,  until  finally  the  wall  of  defence 
has  become  incapable  of  longer  resistance  and  invasion  has 
taken  place.  If  the  life  battery  is  kept  well  charged  the  inimi- 
cal forces  which  surround  all  alike  are  successfully  repelled, 
the  order  "Stand  back!"  is  implicitly  obeyed,  and  what  are 
called  zymotic  diseases  are  still  outside  of  the  citadel.  The  line 
of  division  between  friend  and  enemy  is  then  vigorously  main- 
tained, and  there  is  sucli  a  thing  manifest  as  defence  of  the  flag. 
If  by  any  mischance  an  intruder  should  gain  entrance,  his  ejec- 
tion or  imprisonment  is  so  speedy  and  effectual  as  to  convince 
all  of  the  vigor  of  the  powers  that  be.  And  this  is  always  the 
case  if  the  forces  of  life  are  regnant  in  all  their  domain. 

If,  however,  the  defence  be  weak  through  lack  of  discipline, 
misapplied  or  wasted  energy,  sleepy  sentinels  or  other  evidences 
of  nerveless  resistance,  the  mastery  then  passes  to  the  other  side 
and  the  cry  for  help  is  heard.  .  The  bacillus,  ever  knocking  at 
the  door,  flnds  the  latchstring  out,  and  has  nothing  to  do  but  to 
enter  and  take  possession,  which  it,  alas  I  too  frequently  does. 
The  bacillus  in  possession  presupposes  all  the  rest — viz.,  an 
antecedent  retrograde  metamorphosis. 

It  is  necessary  for  us  to  dwell  somewhat  on  this  point  if  we 
are  to  understand  how  such  a  simple  thing  as  mere  incision  of 
the  abdominal  wall  can  serve  as  the  macjic  wand  in  the  cure 
of  such  a  formidable  malady  as  tuberculosis.  For  while  it  is 
settled  that  celiotomy  can  and  does  cure  tubercle  of  the  peri- 
toneum, it  is  a  matter  of  dispute  as  to  how  it  does  it.  The 
authors  exhibit  the  utmost  variance  upon  this  point  and  have  so 
far  given  us  little  satisfaction.  One  claims  that  cure  follows 
celiotomy  because  of  the  mere  evacuation  of  the  ascites,  the 
lessened  pressure  upon  the  vessels  and  lymphatics  being  suffi- 
cient to  favor  or  awaken  the  absorptive   agency  of  the  peri- 
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toneiim.  Another  holds  that  while  ascites  doubtless  embarrasses 
the  circulation,  it  furnishes  the  chief  means  for  dissemination  of 
the  tubercular  deposits,  the  implantation  of  ptomaines  by  float- 
ing them  to  new  ground,  and  that  by  its  removal  this  source  of 
contamination  and  auto-infection  is  suppressed.  But  inasmuch 
as  it  is  known  that  bacilli  can  go  through  the  tissues  of  the  body 
without  provoking  in  them  lesions  of  tubercular  disease,  and 
inasmuch  as  many  cases  cured  have  had  no  ascites,  and  inas- 
much as  in  many  others  the  evacuation  of  the  liquid  was  unsuc- 
cessful in  whole  or  in  part,  other  reasons  must  be  sought.  Von 
Mositig-Moorhof  claims  that  cure  is  due  to  contact  of  air  with 
the  peritoneum,  and  has  practised  abdominal  paracentesis  and 
the  distention  of  the  peritoneal  sac  with  pumped-in  air;  Lauen- 
stein  in  addition  invokes  the  aid  of  light,  the  dryness  and  the 
heat  being  antagonistic  to  bacilli  ;  while  Van  de  Warker  holds 
that  the  tubercles  cause  an  inflammatory  process  upon  the  peri- 
toneum, which  then  becomes  a  culture  medium  for  the  bacilli, 
and  that  in  combating  the  inflammation  we  favor  a  retrogressive 
action  of  the  specific  infection. 

But  nothing  is  clear  in  all  this  but  variance  of  opinion.  Sub- 
stantial agreement  is  made,  however,  in  the  observation  that 
celiotomy  favors  a  retrogressive  process  in  the  fibrous  degenera- 
tion of  the  tubercles.  The  only  thing  that  all  do  in  common  is 
to  wound  the  peritoneum.  But  what  influence  this  can  have 
in  the  inauguration  of  the  cure  is  the  mooted  question.  The 
thing  generally  apparent  is  that  something  has  come  into  the 
field  to  turn  the  tide  of  battle  and  enable  the  life  forces  to 
change  a  retreat  and  rout  into  a  successful  charge  and  victory. 
What  can  it  be  ? 

Taking  steps  back\vard  to  the  point  of  the  disease  inception, 
we  realize  that  to  effect  cure  that  force  must  be  energized  that 
held  the  mastery  up  to  the  given  time  and  lost  it  only  by 
paralysis  and  inaction.  In  some  way  the  increment  must  be  sup- 
plied which  would  have  enabled  the  forces  to  repel  the  invader 
with  ease  at  the  beginning,  and  which  may  yet  prompt  them  to 
do  so.  That  increment,  if  it  is  to  be  found  anywhere  in  the  uni- 
verse, is  to  be  found  in  every  instance  within  the  body  which  is 
itself  diseased.  Cures  are  effected  in  every  instance  by  the  pres- 
sure  of  some  vital  button,  which,  liberating  stored-up  energy, 
calls  into  service  reinforcements  already  possessed  by  the  organ- 
ism, and  forms  them  into  most  effective  line  of  battle.     The 
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demand  is  imperative  in  every  deadly  conflict  that  every  soldier 
of  the  hody  shall  i)e  aroused  to  the  exercise  of  his  utmost  ability, 
and  that  all  shall  he  brought  down  to  desperate  concert  of 
action. 

That  this  is  accomplished  by  celiotomy  in  the  cure  of  the  dis- 
ease in  question  there  is  no  longer  proof  wanting.  The  reasons 
for  this,  I  think,  are  now  comparatively  clear.  Since  the  better 
realization  of  the  part  played  by  the  sympathetic  nervous  system 
in  the  realm  of  organic  life,  we  understand  that  irritations  appa- 
rently the  most  trivial  are  capable  of  reducing  life  capital  from 
princely  wealth  to  pauperism  ;  that  removal  of  the  thorn  from 
the  flesh  is  a  primary  requisite  to  restoration  ;  and  that  sympa- 
thetic ganglia  discharge  untold  volumes  of  force  as  the  result  of 
sudden  demand  or  shock.  Nothing  can  make  a  more  profound 
imprcGsion  upon  the  life  forces  than  the  invasion  of  the  sym- 
pathetic precincts  by  celiotomy ;  nothing  can  underscore  the 
life  processes  more  effectually  or  start  them  by  more  emphatic 
command.  It  is  the  inauguration  of  a  concerted  and  sustained 
movement  all  along  the  line,  which  draws  out  all  the  reserves 
and  masses  them  in  one  supreme  struggle  for  ascendancy.  Why 
it  does  it  or  how  it  does  it  none  can  tell ;  but  why  or  how  ipe- 
cacuanha acts  in  producing  emesis  is  an  equal  riddle.  We  note 
the  fact  and  stop;  further  than  this  we  cannot  go. 

The  evolution  of  tubercle  is  recognized  in  three  ways:  it  is 
found  in  a  state  of  gray  granulation  ;  it  is  found  cheesy  or  in  a  state 
of  ulceration;  and  it  is  found  in  fibrous  transformation.  These 
are  commonly  termed  miliary,  ulcerous,  and  fibrous,  and  are  only 
gradations  in  the  tubercular  process.  The  last  of  the  series  is 
the  type  invariably  present  if  the  evolution  be  toward  cure,  the 
tubercles  being  walled  in  and  metamorphosed  by  fibrous  trans- 
formation. Like  a  rope  around  the  neck,  this  is  slow  strangu- 
lation, and  goes  on  through  the  months  till  all  the  bacilli  become 
inanimate  and  the  cure  is  complete.  If  the  granulations  become 
cheesy  and  go  into  sup])uration  the  indications  are  the  most 
unfavorable,  for  the  argument  is  thus  established  that  there  is 
but  little  organic  resistance  and  that  the  down-grade  momentum 
his  become  practically  irresistible.  Early  interference  is  called 
for  no  more  loudly  in  any  morbific  condition  than  in  this  one. 
It  is  unquestionable  that  the  most  of  these  cases  evolve  through 
ordinary  congestions  and  inflammations  which,  by  continuance 
or   by   instalments,  sapping  the  life    to  the   point  of  beggary, 
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have  made  possible]  tlie  development  of  tubercle.  It  is  the  long- 
continued  embarrassment  of  ovaries  or  tubes  or  appendix  vermi- 
formis,  or  other  tissue,  that  paves  the  way  to  this  misfortune. 
Even  the  cases  that  seem  to  arise  de  novo^  without  previous 
warning,  when  closely  analyzed  will  invariably  show  that  the 
disease  is  never  a  stroke  of  lightning  out  of  a  clear  sky,  but 
comes  at  the  end  of  a  long  course  of  enfeeblement  and  physical 
pauperism.  It  is  but  the  solution  of  long-continued  physical 
mystery,  the  denouement  of  the  disease  plot.  The  way,  there- 
fore, to  cure  this  and  every  other  form  of  phthisis  is  to  come  to 
the  rescue  early,  before  the  tissues  have  become  soft  and  rotten, 
and,  if  possible,  before  the  microscope  can  show  the  bacillus  of 
Koch. 

It  will  not  matter,  then,  if  you  are  a  little  uncertain  as  to 
the  histology,  and  if  some  erudite  brother  confronts  you  with 
the  claim  that  your  specimen  did  not  contain  the  bacillus.  The 
demonstration  of  the  bacillus  is  not  the  chief  service  that  a 
doctor  can  render.  It  is  of  far  more  importance  to  stay  a  decline 
than  to  procrastinate  an  operation  till  it  can  be  determined 
whether  the  morbid  condition  under  observation  has  eventuated 
in  sarcoma,  carcinoma,  or  tuberculosis.  For  one  disease  is  just 
as  mortal  as  another  when  it  comes  to  dying. 

I  am  not  now  preaching  to  specialists  alone.  This  is  knowledge 
that  all  can  utilize.  If  the  general  practitioner  will  but  read  the 
signposts  all  along  the  way,  he  can  divert  the  most  of  the 
travellers  on  the  road  to  consumption  and  companion  maladies 
into  green  fields  and  beside  still  waters,  and  the  knight  of  the 
scalpel  will  have  less  occupation.  Unfortunately  the  rule  is  that 
physicians  are  not  consulted  before  the  patient  has  reached  the 
"bad  lands  "  and  the  malady  is  already  far  advanced. 

The  rules  of  guidance,  however,  are  always  the  same :  Make 
exhaustive  search  for  the  cause,  and  if  possible  remove  it.  Put 
the  patient  under  the  most  favorable  conditions,  and  bring  to 
bear  for  a  sufficient  time  every  promising  therapeutic  and  adju- 
vant measure.  But  if,  in  spite  of  all  this,  the  malady  persists 
unabated  or  recurs  at  intervals  with  more  marked  evidences  of 
continuity  and  aggravation,  delay  should  cease.  In  the  light  of 
present  knowledge  long-continued  mystery  concerning  abdomi- 
nal maladies  is  inexcusable.  The  exploratory  incision  is  the 
indicated  remedy  in  every  such  condition,  and  will  enable  the 
adviser  to  avail  himself  of  the  knowledge  requisite  for  wisest 
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procedure.  A  clironieallj  diseased  appendage  either  of  the 
uterus  or  cecum  is  a  constant  menace  to  the  well-being  of  the 
peritoneum,  and  may  go  on  through  slow  process  to  widespread 
peritoneal  metamorphosis  or  leap  into  dangerous  conflagration 
with  great  suddenness.  The  demand  for  removal  in  every  such 
instance  cannot  be  questioned.  The  indications  for  interference 
in  acute  peritonitis,  it  must  be  conceded,  are  still  somewhat 
indeflnite,  and  many  are  allowed  to  die  who  could  be  saved  by 
timely  surgical  endeavor.  But  no  such  indecision  should  be 
manifest  in  cases  that  run  long  enough  for  second  thought.  In 
all  the  marked  forms  hesitation  is  scarcely  pardonable.  Here  it 
is  that  hard-and-fast  rules  can  be  formulated  and  made  impera- 
tive. Every  a])domen  that  contains  a  morbid  process  of  long 
continuance  should  be  opened  without  delay  and  scrutinized 
most  rigidly.  Experience  more  and  more  dictates  that  there 
shall  be  no  procrastination  under  such  circumstances.  Every 
manifestation  of  prolonged  ascites  is  indicative  of  peritoneal 
embarrassment  and  requires  open  interference  ;  and  this  is  espe- 
cially true  if  it  recurs  after  tapping  or  is  associated  with  indura- 
tion or  neoplasms. 

As  has  been  said  above,  most  cases  of  tubercular  degeneration 
of  the  peritoneum  have  been  ascertained  only  after  exploration, 
so  little  manifest  are  the  evidences  of  abdominal  phthisis  in  the 
early  stages.  This  fact  alone  speaks  in  thunder  tones  for  very 
early  surgical  inquiry.  The  operation  should  proceed  as  soon  as 
the  disease  shows  a  marked  persistency  and  stubborn  tendency 
toward  extension.  At  all  events  do  not  wait  till  general  fever 
and  hectic  indicate  that  tubercularization  has  leaped  the  local 
boundary  and  that  granulations  have  been  implanted  upon  other 
organs.  If  you  wait  for  emaciation,  sweats,  and  cachexia — 
the  objective  signs — the  patient  is  lost.  "When  generalization  is 
announced  the  golden  opportunity  is  passed  and  recovery  under 
any  regime  partakes  of  the  nature  of  the  miraculous.  By  all 
means  operate  too  soon  rather  than  too  late — as  soon,  certainly, 
as  lack  of  success  by  the  employment  of  other  methods,  more  or 
less  prolonged,  is  demonstrated. 

The  objections  to  this  course  have  been  practically  swept 
away.  Nothing  can  be  said  in  favor  of  delay  and  expectancy. 
The  path  of  established  tuberculosis  is  so  thoroughly  beaten  that 
questions  concerning  its  certain  course  and  termination  are  child- 
ish in  the  extreme.     The  perils  incident  to  operation  are  minor 
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compared  with  those  pertaining  to  the  disease  abandoned  to  itself ; 
for  while  they  are  realized  on  the  one  hand  occasionally,  they 
are  succumbed  to  on  the  other  universally.  The  technique  of 
the  surgeon  has  now  reached  such  finish  as  practically  to  rob 
abdominal  section  of  its  terrors.  Where  complications  do  not 
exist  recov^ery  is  well-nigh  as  certain  as  the  next  sunrise;  and 
where  complications  do  exist  their  early  measurement  and  man- 
ipulation afford  the  only  remedy.  While  dangers,  then,  abound 
on  every  hand,  it  is  still  the  only  door  through  which  escape  can 
be  made. 

If  the  patient  still  has  a  good  resistance,  the  unexpected  may 
yet  happen  and  cure  may  evolve  out  of  conditions  the  most 
forbidding.  If  the  general  condition  be  only  mediocre  or  poor  ; 
if  you  tind  the  development  after  so-called  "  intermittent  fever  "  ; 
if  there  be  rapid  decrease  of  force  with  progressive  emaciation, 
the  disease  has  become  general  and  surgery  can  afford  little  prom- 
ise ;  the  vis  medicatrix  naturce  has  been  clogged  and  swamped, 
and  there  is  small  probability  of  again  energizing  it  to  the  point 
of  mastery. 

I  had  one  case  of  tuberculous  ascites  where  the  abdomen 
refilled  to  the  bursting  point  in  forty-eight  hours ;  the  fluid 
poured  through  the  interstices  between  the  parietal  sutures  and 
continued  like  a  perennial  spring  during  the  eight  remauiing 
days  of  her  life.  Another  was  found  with  the  ulcerous  form, 
the  entire  peritoneum  proving  to  be  the  wall  of  a  pus  sac; 
here,  too,  there  was  no  union  even  of  the  parietal  wound,  pus 
being  discharged  daily  in  large  quantities  for  the  six  remaining 
weeks.  Yet  a  third  was  relieved  of  a  forty-five-pound  fibrous 
growth  springing  from  the  left  lumbar  wall  near  the  spleen, 
the  result  of  a  kick.  It  had  taken  on  tuberculous  degeneration, 
and  was  so  extremely  friable  that  I  broke  it  off  in  from  one-  to 
five-pound  masses  in  the  removal.  It  was  adherent  to  every 
abdominal  tissue  and  required  several  scores  of  ligatures  for 
bleeding  vessels  and  the  ablation  of  more  than  one-third  of  the 
omentum.  Thousands  of  tubercles  were  disseminated  over  all 
the  abdominal  tissues,  and  the  outlook  was  most  formidable. 
She  not  only  lived  to  get  off  the  table,  but  recovered  rapidly, 
left  the  hospital  in  four  weeks,  gained  thirty  pounds,  and  for 
a  few  months  considered  herself  entirely  cured.  After  seven 
months  there  was  a  recurrence;  the  bacilli,  reinvading  all  the  old 
haunts,  leaping  to  the  lungs,  carried  her  oflf  in  six  weeks.     The 
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autopsy  exhibited  a  typical  form  of  the  fihro-ulcerous  variety. 
Here  was  preserved  in  pathological  specimen  a  literal  record 
of  tuberculous  peritonitis  from  its  inception  through  all  grades 
of  evolution  toward  cure  and  final  relapse. 

I  can  only  mention  further  in  this  category  the  hopelees  ul- 
cerous cases  producing  matting  of  intestines  and  fecal  fistnlse. 
These  instances  are  types  of  the  conditions  liable  to  confront  the 
surgeon  and  prove  to  be  his  partial  or  total  defeat.  Under  such 
circumstances  it  is  one  of  the  most  delicate  questions  whether 
the  surgeon  shall  proceed  after  entering  the  peritoneal  cavity  or 
shall  close  the  abdomen  and  abandon  further  operation. 

It  would  be  far  more  pleasurable  for  me  to  tell  you  of  a 
fourth  case  with  recurrent  ascites  after  many  tappings,  which 
recovered  promptly  and  wholly  after  removal  of  a  tuberculous 
mass  of  vegetations  springing  from  the  right  lumbar  peritoneum 
with  general  dissemination  of  gray  granulations  ;  or  of  a  fifth, 
which  made  what  seemed  to  be  a  miraculous  escape  after  de- 
generation of  a  two-pound  ovarian  fibroid,  the  peritoneum  and 
all  the  viscera  being  thickly  studded  with  cheesy  deposits  ;  or, 
lastly,  of  the  reclamation  of  scores  of  incipient  cases  which  but 
for  prompt  surgical  intervention  would  have  descended  to  deeper 
depths  of  tuberculous  expression.  But  further  recital  must  be 
omitted  ;  enough  has  been  said  to  furnish  the  outline. 

All  this  is  but  the  trend  of  the  surgical  thought  of  our  time, 
and  I  bring  it  forward  as  an  aid  in  the  elucidation  of  a  hitherto 
baffling  problem.  "  Laparatomy  does  not  cure  tubercular  peri- 
tonitis," says  Roersch ;  "  it  only  aids  in  a  powerful  way  the  spon- 
taneous cure  in  giving  to  the  peritoneum  the  necessary  qualities 
to  oppose  the  invasion  of  the  lesions  and  to  reabsorb  the  inliam- 
matory  products  which  have  become  useless  and  noxious." 
276  NoKTU  Illinois  street. 
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A  SUGGESTION  IN  THE  OPERATION  FOR  VESICO-VAGINAL 

FISTULA. 


BY 

EUGENE  R.  CORSON,  B.S.,  M.D., 
Savannah,  Ga. 


(With  one  illustration.) 


Some  time  ago  a  case  of  vesico-vaginal  iistiila  came  to  me  for 
operation  offering  some  difficulties.  The  patient,  a  young  ne- 
gress,  showed  on  examination  a  small  fistula,  about  four  milli- 
metres in  diameter,  midway  between  the  urethra  and  the  cervix. 
The  edges  were  thin,  the  vagina  small,  and  the  entire  cervix 
quite  sloughed  away,  so  that  it  was  impossible  to  draw  the  parts 
down.  However,  I  operated  with  the  parts  in  situ,  doing  the 
operation  advised  by  Lawson  Tait,  a  method  first  proposed  by 
Maurice  Collis,  of  Dublin,  in  1861.  This  consists  in  splitting 
the  margin  of  the  fistula  all  around  so  as  to  separate  the  vesico- 
vaginal septum  into  two  equal  portions,  one  half  consisting  of 
the  vaginal  mucous  membrane  and  submucous  tissue,  the  mus- 
cular portion  of  the  septum  being  equally  divided  between  the 
two.  The  extent  of  this  artificial  separation  is  to  be  regulated 
by  the  extent  of  the  fissure,  by  the  condition  of  the  margins, 
and,  to  a  certain  extent,  by  the  position  of  the  fissure.  When 
the  fissure  is  near  the  vesical  end  of  the  urethra  or  near  the  cer- 
vix uteri  the  dissection  need  not  be  carried  to  any  great  depth. 

The  operation  failed,  and  after  a  proper  interval  I  again  tried 
the  same  operation  and  again  failed.  Though  so  highly  praised 
by  such  an  authority  as  Mr.  Tait,  this  operation  has  not  been 
favorably  received  in  this  country.  Surely  the  many  hundreds 
of  cases  cured  in  the  old  way  show  that  the  method  is  a  reliable 
one.  The  proof  of  the  pudding  is  in  the  eating.  Collis  con- 
tended that  in  his  operation  there  was  no  loss  of  material,  and 
even  if  it  failed  the  patient  was  no  worse  off  than  before. 
This,  however,  cannot  always  hold,  for  there  is  likely  to  be 
some  sloughing  of  the  flaps  on  failure  to  unite,  as  shown  in 
14 
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my  own  case.     Everytliing  considered,  I  should  certainly  advise 
the  young  operator  to  stick  to  the  old  way. 

On  my  third  attempt  I  hit  upon  the  following  simple  device 
for  drawing  the  parts  within  easy  reach  of  the  knife,  ^vhich 
so  facilitated  matters  that  I  published  a  short  note  of  it  in  the 
!New  York  Medical  Times  for  July,  1891.  The  device,  in  a  few 
words,  was  simply  this  :  I  cut  in  half  a  small  hollow  rubber  ball, 
such  as  you  find  in  the  toy  shops,  pierced  the  centre  of  this  rub- 
ber disc  with  the  small  blade  of  my  penknife,  and  passed  through 
the  slit  made  the  shank  of  an  ordinary  shoe  button,  the  shank 
appearing  on  the  convex  side  of  the  disc.  Through  this  was 
passed  a  strong  silk  ligature,  strong  enough  to  bear  considerable 


traction.  I  then  pared  the  disc  down  to  a  size  permitting  its 
passage  through  the  fistula  and  giving  me  sufficient  margin  for 
traction.  Curling  it  up,  I  passed  it,  by  the  aid  of  my  dressing 
forceps,  into  the  bladder,  where  it  expanded,  enabling  me  on 
traction  to  draw  the  vaginal  wall  well  down  and  within  easy 
reach  of  any  operative  measure.  I  had  now  an  arrangement 
which  I  can  only  compare  to  the  "goose  egg"  used  by  women 
in  darning  stockings,  only  much  more  useful  for  the  object  in 
view.  Through  the  counter-pressure  of  the  disc  the  paring  of 
the  edges  was  greatly  facilitated,  especially  in  checking  hemor- 
rhage, so  apt  to  blur  the  way  of  the  knife. 

Dr.  Emmet  describes  in  his  work  a  device  made  use  of  by  him 
to  control  obstinate  hemorrhage  from  wounding  of  the  vesical 
mucous  membrane.  It  consists  in  "pushing  a  portion  of  a  thin 
handkerchief  through  the  fistula  ;   then,  as  the  ends  were  held. 
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a  sufficient  quantity  of  cotton  was  packed  into  the  bag  thus 
formed.  This  made  a  mass  in  shape  like  a  door  knob,  wliich 
pressed  against  the  bleeding  surface  when  traction  was  made 
on  the  portion  of  the  handkerchief  outside  of  the  fistula."  In  a 
complication  like  this  I  am  sure  my  device  will  prove  simpler 
and  more  effective. 

As  may  well  be  imagined,  the  nice  introduction  of  the  stitches, 
so  necessary  in  all  plastic  work,  is  greatly  aided  by  this  counter- 
pressure.  And  then  the  wonderful  facility  with  which  the  parts 
are  brought  into  view,  almost  on  a  level  with  the  vulvar  outlet! 
On  my  third  attempt,  with  the  aid  of  this  device  I  cured  the 
case  and  in  just  one-half  the  time.  Since  this  case  I  have  had 
another,  a  much  larger  fistula,  involving  the  beginning  of  the 
urethra,  and  I  closed  it  by  one  operation.  When  all  the  sutures 
are  in  place  they  can  be  drawn  aside  and  the  disc  drawn  through 
the  pared  fistula.  When  the  fistula  is  too  small,  and  the  opera- 
tor is  afraid  of  injuring  the  pared  edges,  the  disc  can  be  cut  up 
by  scissors  and  removed  piecemeal  by  the  dressing  forceps. 

Shortly  before  his  death  Dr.  Henry  F.  Campbell  sent  me  a 
paper  on  some  bad  cases  of  vesico-vaginal  fistula,  and  I  sug- 
gested to  him  this  device.  He  wrote  me  an  interesting  letter  on 
tlie  subject,  and  I  take  the  liberty  of  quoting  from  it :  ''  On  page 
9  of  my  pamphlet  I  refer  to  a  case  which  I  class  among  the '  bad 
cases,'  which  has  given  me  much  trouble.  It  is  one  very  similar 
to  your  case  as  described  in  your  letter — the  entire  neck  of  the 
uterus  has  been  sloughed  away  by  the  long  detention  and  pressure 
of  the  head  during  the  labor.  As  in  your  case,  I  had  no  cervix 
to  pull  upon— indeed,  all  my  paring  and  suturing  had  to  be  done 
in  situ,  and  I  made  a  signal  failure.  The  rent  is  enormous,  but 
I  believe  I  could  cure  the  woman  if  I  could  bring  the  edges  com- 
fortably into  sight  and  range  of  manipulation.  I  have  in  this 
case  to  thank  you  for  the  ingenious  device  of  the  diWded  hollow 
ball.  Indeed,  I  had  regretted  my  promise  to  try  another  opera- 
tion, but  your  invention  gives  me  some  hope  of  success.  I  feel 
very  sure  that  if  I  can  place  my  sutures  in  the  properly  pared 
edges  I  will  cure  the  case,  and  I  think  that  your  device  will  en- 
able me  to  do  it.  I  am  quite  sure  that  sucli  a  device  has  never 
been  recorded  by  any  one  in  the  literature  of  the  subject.  I  can 
have  no  trouble" in  getting  out  the  ball,  or  one-half  ball,  for  we 
can  pull  out  the  sutures  between  the  lips  of  the  rent  into  any 
length  of  loops  so  as  to  bring  the  ball  out  between  the  wires, 


212  CORSON  :    OPERATION    FOR    VESICO-VAGINAL    FISTULA. 

or  we  can  cut  tlie  l)a]l  into  pieces  with  the  scissors  and  take  it 
out  piecemeal. 

'•  Your  suggestion  is  a  most  excellent  one  in  such  cases." 

It  may  be  necessary  to  mention  some  additional  points  in  the 
use  of  this  device.  Choose  a  rubber  Imll  moderately  tliin,  say 
the  twelfth  of  an  inch,  so  that  the  rubber  disc  may  be  readily 
curled  up  and  passed  into  tli^  bladder  with  the  dressing  forceps. 
Before  curling  it  up  draw  the  button  well  out,  an  inch  or  more, 
that  the  button  head  be  not  in  the  way.  On  traction  being 
made  the  shank  immediately  slips  back  into  the  slit  made  by 
the  penknife. 

Make  the  sutures  sufficiently  long  to  permit  of  their  being 
well  drawn  out  into  loops  preparatory  to  removing  the  disc 
from  the  bladder.  As  seen  in  his  letter.  Dr.  Campbell  foresaw 
this  necessity. 

It  had  occurred  to  me  that  the  instrument-makers  could  give 
us  an  inflatable  ball  somewhat  after  the  fashion  of  a  Barne& 
dilator.  The  tubing  in  this  case  would  have  to  be  fortified  by 
a  spiral  wire  or  some  arrangement  to  permit  of  sufficient  trac- 
tion. But  it  would  have  the  great  disadvantage  of  be^ng  elastic, 
and  would  be,  I  think,  in  every  way  inferior  to  my  simple  ar- 
rangement. The  operation  for  recto- vaginal  fistula  would  also  be 
greatly  facilitated  by  this  device.  While  skilful  and  experienced 
operators  may  disregard  these  little  lielps,  it  behooves  those  less 
skilful  to  avail  themselves  of  everything  which  can  in  any  way 
aid  in  the  easy  performance  of  this  operation.  Since  the  intro- 
duction of  cocaine,  general  anesthesia  will  only  be  occasionally 
required.  A  hypodermic  of  morphia  and  the  local  application 
of  cocaine  render  the  operation  almost  painless,  and  this,  I  think, 
overcomes  a  difficulty.  In  both  my  cases  this  method  worked 
admirably.  It  will  be  found  safer,  I  believe,  to  make  the  line 
of  union  transverse,  and  the  traction  of  the  stitches  in  the  line 
of  the  vagina.  It  is  quite  evident  that  there  must  be  less  ten- 
sion longitudinally  than  transverse,  yet  cases  may  arise  where 
the  opposite  holds  good.  Each  case  demands  its  own  special 
treatment. 

115  Jones  street. 
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CASES  OF  EXCESSIVE  SECRETION  OF    MILK. 


THOMAS  C.  SMITH,  M.D., 
Washington,  D.  C. 


Prolonged  lactation  is  one  of  the  causes  of  insanity.  Exces- 
sive secretion  of  milk,  if  continued  beyond  a  short  period,  may 
be  productive  of  the  same  result,  although  this  effect  is  of  rare 
occurrence.  More  frequently  we  have  anemia  of  varying  degree 
as  a  sequence  of  these  abuses  or  disturbances  of  the  milk  secre- 
tion. 

When  the  mammary  secretion  is  simply  excessive  in  quantity 
after  parturition  and  during  the  nursing  period,  it  is  called 
^'  polygalactia  "  ;  but  when  the  secretion  escapes  from  the  breast 
for  an  unusual  period  after  weaning,  or  irrespective  of  the  act 
of  nursing,  it  receives  the  designation  "  galactorrhea."  In  some 
<;ases  the  flow  of  milk  is  so  great  under  circumstances  that  would 
assign  it  to  the  latter  class  that  the  former  term  would  have  to 
be  included  in  the  title  in  order  to  clearly  define  the  existing 
condition  of  affairs.  Hence  the  title  given  to  this  paper  is  made 
comprehensive  enough  to  include  all  cases  in  which  the  essential 
feature  is  the  superabundant  secretion  of  milk. 

The  two  principal  forms  of  this  affection  are  those  which  have 
reference  to  the  quality  of  the  secretion.  In  the  first  the  flow 
is  excessive  and  the  quality  good.  The  other  form  is  character- 
ized by  a  great  quantity  which  is  so  watery  as  to  have  received 
the  name  of  "  mammary  diabetes." 

We  all  meet  with  cases  in  which  the  secretion  of  milk  during 
the  first  days  after  the  function  of  lactation  has  been  inaugurated 
is  beyond  the  needs  of  the  new- born  child,  but  I  believe  it  to 
be  very  unusual  for  this  excessive  action  of  the  breasts  to  con- 
tinue beyond  a  brief  period ;  hence  I  deem  it  of  sufficient  interest 
to  record  the  following  cases  which  have  recently  occurred  in 
my  practice. 

Mrs.  T.,  aged  21  years,  was  delivered  of  her  first  child  July 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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5th,  1891.  The  labor  was  iineventful.  The  patient  was  of 
rather  frail  organization,  weighing  about  one  hundred  pounds, 
but  was  otherwise  healthy.  The  milk  came  on  the  second  day 
after  delivery.  After  the  usual  number  of  visits  I  ceased  my 
attendance,  but  a  week  later  I  was  sent  for  to  indicate  what 
should  be  done  for  the  excessive  flow  of  milk,  which  was  prov- 
ing a  source  of  great  annoyance  to  the  patient.  I  first  en- 
deavored to  control  the  secretion  by  regulation  of  the  diet,  but 
this  proved  futile,  and  then  belladonna  was  tried  locally  without 
benefit.  Iodide  of  potassium  internally  had  no  effect,  nor  did 
ergot.  The  lady's  condition  now  became  really  deplorable. 
Breast  cups  failed  to  hold  the  milk  which  escaped.  Every 
morning  the  patient  found  her  garments  so  thoroughly  saturated 
that  she  said  she  felt  as  if  a  bath  had  been  taken  without  remov- 
ing her  clothing.  Several  heavy  pieces  of  bedclothing  placed 
under  her  at  night  were  «;aturated,  and  the  mattress  beneath  was 
likewise  soiled.  By  my  direction  the  nurse  collected  the  waste 
milk,  and  reported  that  it  measured  half  a  gallon  daily.  Symp- 
toms of  anemia  now  appeared  and  caused  some  anxiety.  Vari- 
ous methods  of  treatment,  including  strapping  the  breasts,  failed 
to  afford  relief.  Finally  antipyrin  and  opium  were  adminis- 
tered and  seemed  to  meet  the  requirements  of  the  case,  but 
these  drugs  were  not  employed  until  nearly  three  months  had 
elapsed  from  the  beginning  of  the  trouble.  At  the  expiration 
of  the  three  months  the  secretion  of  milk  suddenly  ceased  and 
it  became  necessary  to  resort  to  artificial  food  to  supply  the 
needs  of  the  child.  It  may  be  added  that  the  great  waste  of 
milk  was  in  addition  to  the  quantity  supplied  to  a  vigorously 
nursing  child.  The  child,  however,  did  not  seem  to  thrive  on 
the  breast  milk. 

The  following  statement,  prepared  for  me  by  Mrs.  T.,  is  given 
to  further  elucidate  the  history  of  the  case  : 

"  My  baby  was  born  July  5th,  1891.  Previous  to  that  date 
a  small  quantity  of  milk  oozed  from  the  breast.  I  nursed  my 
baby  for  three  months,  and  during  that  time  the  flow  of  milk 
was  something  phenomenal.  My  baby  nursed  frequently,  and 
when  not  nursing  there  flowed  a  continual  stream  of  milk.  I 
Anally  resorted  to  breast  cups,  and  measured  the  amount  of 
waste  milk,  which  amounted  to  half  a  gallon  per  day  besides 
the  quantity  my  baby  took.  My  milk  came  the  second  day,  and 
without  pain  or  sickness  of  any  kind,  and  left  me  after  three 
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months  very  suddenly,  I  not  being  conscious  of  losing  it.  To 
all  appearances  the  milk  seemed  very  rich  and  healthy,  but  my 
baby  was  not  nourished  by  it  at  all." 

The  second  patient  was  the  wife  of  a  young  physician.  She 
was  delivered  by  forceps  October  26th,  1892.  Her  husband 
measured  the  waste  milk,  beginning  November  4th,  on  which 
day  and  for  four  succeeding  days  the  waste  amounted  to  three 
pints,  for  four  days  two  pints,  two  days  one  and  a  half  pints, 
two  days  one  pint,  and  so  on,  gradually  diminishing  until  the 
waste  was  only  a  gill.  The  child  was  well  nourished  by  the 
mother's  milk,  and  continues  to  thrive  admirably  thereon. 

Various  causes  have  been  assigned  for  the  production  of  the 
conditions  under  consideration.  Diet  sometimes  exercises  a 
marvellous  influence  on  the  secretion  of  milk.  Tea-drinking 
will  act  powerfully  in  some  cases.  Relaxation  or  paralysis  of 
the  circular  muscular  fibres  surrounding  the  milk  ducts  is  said 
to  exist  in  galactorrhea.  This  has  not  been  proven  to  be  the 
case,  and  even  if  it  were  it  would  only  account  for  the  failure 
to  retain  the  milk,  but  would  not  explain  its  excessive  secretion. 
The  flow  of  milk  is,  in  some  women,  excited  by  the  cry  of  the 
child  or  by  friction  of  the  clothing  against  the  nipple.  Other 
external  and  emotional  causes  will  have  the  same  effect ;  but, 
again,  these  explanations  fail  to  throw  light  upon  the  question 
of  hypersecretion  of  the  lacteal  fluid.  It  is  probable  that  per- 
sonal idiosyncrasy  is  the  predominant  factor  in  most  cases. 

I  will  introduce  a  few  cases  to  illustrate  phases  of  polygalactia 
and  galactorrhea,  and  will  then  consider  the  treatment. 

Parvin  '  says  that  "  marvellous  stories  have  been  reported  by 
Puzos  as  to  the  abundance  of  the  secretion  of  milk.  Borelli 
stated  that  a  nurse  had  so  great  a  supply  she  not  only  suckled 
two  infants,  but  sold  a  large  quantity  to  an  apothecary,  who 
from  it  made  butter  for  the  phthisical.  Ridley,  a  physician, 
said  of  his  wife  that  she  nursed  twins,  several  small  puppies, 
and  then  had  enough  milk  escape  from  her  breasts  in  twenty- 
four  hours  to  make  a  pound  and  a  half  of  butter." 

The  following  quotation  shows  the  influence  of  diet  on  the 
production  of  milk.  It  is  taken  from  the  Journal  of  the  Ameri- 
can Medical  Association,'  and  refers  to  the  treatment  of  women 
in  Japan  during  the  period  following  delivery.  The  writer 
states  that  after  pregnancy  the  breasts  "  are  capable  of  produc- 
1  "  Midwifery,"  p.  542,  *  Vol.  i.,  p.  21. 
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iiii;  an  incredible  amount  of  milk,  and  pathological  galactorrhea 
is  (jiiite  common.  In  one  case  which  he  saw  in  hospital,  a  young 
woman  gave  from  her  breasts  over  twelve  and  a  half  pints  of 
milk  in  a  day.  Their  diet  during  lactation  consists  of  a  con- 
siderable quantity  of  rice,  herbaceous  and  farinaceous  vegetables, 
tish,  a  great  deal  of  tea,  and  certain  popular  drugs ;  forty  or  fifty 
times  a  day  is  tea  made  in  a  Japanese  household." 

The  case  of  Glutton  is  interesting,'  and  is  as  follows  : 

''  Woman  get.  24.  Confined  six  months  previous.  Had  pro- 
fuse discharge  of  milk  since  birth  of  child.  She  had  only 
nursed  the  baby  one  week,  as  the  milk  had  '  turned  sour  from 
fright'  and  the  child  refused  to  nurse.  Secretion  from  both 
breasts  had  l)een  excessive,  the  milk  dropping  from  both  nipples 
without  cessation.  On  one  occasion  she  collected  the  milk 
which  flowed  between  9  a.m.  and  3  p.m.,  and  this  amounted  to 
a  quart,  and  at  the  same  time  her  clothes  were  saturated  through 
inability  to  catch  all  that  escaped.  She  wore  a  flannel  shirt  of 
her  husband  next  her  skin,  as  her  linen,  so  constantly  wet,  was  a 
source  of  great  annoyance  and  discomfort.  Round  her  waist, 
immediately  below  her  breasts,  she  placed  a  small  folded  blan- 
ket to  catch  the  milk.  This  fairly  answered  the  purpose  for 
which  it  was  intended,  but  occasionally  the  milk  came  through 
that  and  ran  down  the  front  of  her  dress.  At  night  she  placed 
a  blanket  beneath  her,  folded  so  as  to  have  six  layers  of  the 
same  between  her  and  the  mattress,  and  also  wore  two  of  her 
husband's  flannel  shirts,  and  still  it  soaked  through  all  these  and 
stained  the  mattress.  She  had  lost  flesh  and  was  extremely 
weak  and  feeble.  The  milk  had  a  specific  gravity  of  1.030, 
about  the  normal  density  of  human  milk  during  lactation.  The 
microscope  proved  that  the  milk  consisted  almost  entirely  of 
healthy  oil  globules.  After  various  modes  of  treatment  had 
been  employed,  tight  strapping  and  bandaging  effected  a  cure. 
The  flow  had  continued  six  months,  and  during  this  period  the 
milk  had  been  of  good,  rich  character." 

In  the  same  volume  of  the  Journal  of  the  American  Medical 
Association  above  cited,'  "  A  Case  of  Continuous  Flow  of  Milk  " 
is  recorded  by  Dr.  Gomez  Pamo : 

"A  woman  married  at  16  years  of  age,  whose  menses, 
established    at   l-i  years,  continued    without  interrnption  until 

'St.  Thomas  Hospital  Rep.,  1879.     London,  1880,  n.  s.,  vol.  x.,  p.  66. 
•  Vol.  i.,  p.  22. 
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the  first  month  of  marriaoje,  when  she  became  pregnant.  After 
delivery  lactation  was  established  and  continued  for  twelve 
months  without  any  appearance  of  tlie  menses.  Becoming 
again  pregnant,  she  weaned  her  child,  and  this  repeated  itself 
fourteen  times  without  any  complications.  She  nursed  each 
of  her  fourteen  children  up  to  the  time  that  she  felt  herself 
again  pregnant.  During  her  pregnancies  the  flow  of  milk  di- 
minished somewhat,  but  never  disappeared  entirel}'.  Imme- 
diately after  delivery  she  gave  the  breast  to  the  infant.  The 
milk  was  abundant  and  of  good  quality.  All  the  children  were 
very  robust,  two  of  them  having  been  born  prematurely.  Dur- 
ing all  this  time — that  is,  from  the  first  month  after  marriage  to 
the  present,  seven  years  after  the  birth  of  the  last  child — the 
menses  have  not  reappeared.  She  weaned  her  last  child  live 
years  since,  but  the  flow  of  milk  has  not  diminished  in  spite 
of  all  treatment ;  it  is  abundant  and  of  good  quality,  and  the 
breasts  have  to  be  drawn  frequently  to  relieve  the  pain  caused 
by  tension.  The  woman  is  robust,  muscular,  intelligent,  of  a 
nervous  temperament  and  a  lively  character,  occupied  in  house- 
keeping." 

Concerning  the  treatment  of  cases  of  the  character  cited 
al)ove,  it  may  be  said  that  each  one  has  to  be  considered  sepa- 
rately. In  some  cases  it  has  been  observed  that  when  the  menses 
-appear  the  mammary  secretion  diminishes.  Hence  the  advice 
has  been  o-iven  to  brine;  on  the  menses.  Uterine  irritation  is 
also  recommended  as  a  remedy,  and  the  introduction  of  nitrate 
of  silver  into  the  uterine  cavity  has  been  commended.  Hot 
vaginal  douches  and  vapor  baths  likewise  meet  with  favor. 
Strapping  and  bandaging  the  breasts  seem  to  do  more  good  than 
any  other  treatment.  The  external  and  internal  use  of  bella- 
donna is  advocated  by  many,  and  will  prove  serviceable  very 
often.  Iodide  of  potassium  exerts  a  decided  influence  in  some 
cases.  On  theoretical  grounds  ergot  should  be  of  essential  ser- 
vice, but  in  my  cases  it  failed  completely.  The  combination  of 
■opium  and  antipyrin  seemed  to  have  the  desired  efl'ect  in  my 
first  case,  but  this  prescription  was  not  resorted  to  until  the 
affection  had  lasted  nearly  three  months;  and  while  I  would 
■employ  it  in  any  future  case,  it  svould  not  be  proper  to  do  so  on 
the  assumption  that  it  wrought  a  cure  in  the  patient  mentioned, 
while  the  farther  fact  that  the  milk  secretion  entirely  ceased 
after  the  remedies  had  been  used  would  be  just  ground  for  not 
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iisinti^  them  to  any  extent  if  we  could  be  assured  that  such  a 
result  would  follow  their  administration.     If,  however,  by  the 
judicious  employment  of  opium  and  antipyrin  we  can  regulate- 
the  secretion,  then  we  would  be  unwise  not  to  resort  to  them. 
1133  Twelfth  street,  N.  W. 


FIVE  CASES   OF  PYOSALPINGITIS.' 


BY 


A.   LAPTHORN  SMITH.  B.A.,  M.D.,   M.R.C.S.  Eng., 

Gynecologist  to  the  Montreal  Dispensary;  Surgeon  to  the  Women's  Hospital;  Fellow  of 

the  American  Gynecological  Society. 


Case  I.— On  February  16th,  1894,  Mrs.  M.,  aged  37,  pre- 
sented herself  at  my  ofKce  at  the  request  of  a  member  of  this- 
Societj'.  She  was  a  medium-sized  but  thin  woman,  with  a  very 
dark,  almost  bronzed  complexion,  such  as  we  commonly  see  in 
those  who  have  for  a  long  time  been  poisoned  either  with  re- 
tained feces  or  retained  pus.  She  had  also  the  prematurely 
wrinkled  face  and  anxious  expression  of  one  who  liad  suffered 
acutely  for  a  long  time.  She  gave  me  the  following  history  of 
her  life,  beginning  with  menstruation  at  the  age  of  17.  As  a 
girl  her  periods  had  appeared  every  three  weeks  and  had  lasted 
eight  days,  and  were  always  profuse.  She  was  married  about 
the  same  time,  and  during  the  course  of  the  next  few  years- 
had  four  children,  the  last  child  being  born  thirteen  years  ago. 
She  had  one  miscarriage  eleven  years  ago,  since  which  she  has 
never  been  well.  From  her  physician  I  learned  that  her  hus- 
band gave  her  gonorrhea  about  the  same  time,  but  of  this  she 
was  never  aware.  Eight  years  ago  she  stopped  menstruating 
for  seven  months,  and  two  years  ago  she  stopped  menstruating 
for  four  and  a  half  months.  Since  then  she  has  been  menstru- 
ating every  three  weeks  for  three  days  and  suffering  great  pain.. 
Last  month,  however,  the  period  was  a  week  late  and  only  lasted 
one  day.  For  many  years  her  bowels  were  moved  only  once  in 
eight  days ;  but  latterly,  by  the  aid  of  medicine,  they  have  been 
moved  every  three  days.  She  states  that  she  passes  water  fifty 
times  in  twenty-four  hours,  more  often  at  night.     She  has  had. 

»  Read  before  the  Medico-Chirurgical  Society  of  Montreal,  May  11th,  1894. 
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several  attacks  of  "inflammation  of  the  bowels,"  as  she  called  it 
— properl}'  speaking,  pelvic  peritonitis.  The  last  attack  occurred 
six  months  before  seeing  me,  and  was  so  severe  that  she  was  not 
expected  to  recover.  Since  eleven  years  she  has  hardly  ever 
been  a  day  free  from  severe  pain  in  her  right  side  and  down  her 
leg. 

On  examination  the  perineum  was  found  to  be  slightly  lace- 
rated, the  vagina  bathed  in  pus,  and  the  cervix  badly  lacerated. 
The  uterus  was  in  normal  position,  but  the  tubes  and  ovaries 
could  be  felt  as  a  mass,  the  size  of  an  orange,  glued  together  and 
completely  filling  the  cul-de-sac  of  Douglas.  The  diagnosis  of 
pus  tubes  and  ovaries  was  at  once  made,  the  condition  of  affairs 
was  fully  explained  to  her,  and  she  was  strongly  advised  to  sub- 
mit to  abdominal  section  and  a  Schroder's  operation  at  the  same 
sitting.  After  fully  understanding  the  relative  gravity  of  the 
two  operations,  she  refused  to  have  the  appendages  removed,  but 
insisted  upon  having  the  lacerated  cervix  repaired  first.  This 
was  contrary  to  my  rule,  which  is  to  remove  diseased  appendages 
before  or  at  the  same  sitting  as  that  at  which  the  cervix  is  re- 
paired. On  February  21st  I  performed  Schroder's  operation, 
taking  the  greatest  possible  care  not  to  disturb  the  appendages, 
and  succeeded  so  well  that  there  was  not  the  slightest  rise  of 
temperature  or  acceleration  of  the  pulse  until  the  twelfth  day, 
when  I  allowed  her  to  get  up.  She  had  only  been  up  for  an 
hour  when  her  temperature  suddenly  dropped,  and  then  as  sud- 
denly rose  to  103°  and  her  pulse  ran  up  to  140,  accompanied  by 
a  rigor.  The  abdomen  swelled  and  the  patient  vomited  a  great 
deal.  I  was  perfectly  aware  that  the  pus  tubes  were  leaking, 
and  I  felt  pretty  sure  that  their  removal  would  put  an  end  to  the 
peritonitis  ;  but  I  had  to  wait  a  few  hours  for  the  consent  of  the 
family,  and  during  that  time  the  abdomen  became  so  much  dis- 
tended that  I  foresaw  that  I  would  have  the  greatest  diflBculty  in 
getting  the  bowels  back  should  they  escape  during  the  opera- 
tion, and  that  afterward  I  should  probably  lose  the  patient  from 
intestinal  obstruction.  I  therefore  decided  to  wait  until  the 
acuteness  of  the  attack  was  over.  By  the  aid  of  quinine  and 
plenty  of  asafetida  and  salines  by  the  rectum  and  afterward  by 
the  mouth,  the  abdomen  became  soft  and  flattened  down,  and 
the  patient  was  carefully  prepared  for  celiotomy.  This  was  per- 
formed on  March  IGth,  when  a  pair  of  enormously  distended  tubes 
and    ovaries  were  removed  with  considerable  difficulty.     The 
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masses  were  tied  close  t<^  the  uterus  and  cut  off,  but  just  as  they 
were  beini^  pb\ced  on  the  tray  thick  yellow  pus  began  to  pour 
out  of  the  cut  ends  of  the  tubes,  so  as  to  cover  the  bottom  of  the 
dish.  The  ends  of  the  stuinpa  were  thoroughly  cleaned  with 
bichloride,  the  abdomen  was  well  washed  with  water  as  hot  as 
could  be  borne,  a  drainage  tube  passed  to  the  bottom  of  Douglas' 
cul-de-sac,  and  the  abdomen  closed  with  silkworm-gut  stitches 
so  cl  )se  as  four  to  the  inch.  The  drainage  tube  was  left  in  two 
days,  being  frequently  pumped  out.  What  was  remarkable  was 
this  :  although  the  patient's  sufferings  during  the  attack  of  pel- 
vic peritonitis  caused  her  to  scream  for  hours  together,  so  that 
she  could  be  heard  in  the  next  house,  she  was  hardly  ever  heard 
to  complain  after  so  painful  an  operation  as  this  must  have  been 
of  tearing  out  these  adherent  and  distended  pus  tubes.  As  a 
matter  of  fact,  the  patient  herself  declared  that  the  pain  after 
the  operation  was  as  nothing  compared  with  the  agony  she  had 
endured  with  each  of  her  attacks  of  pelvic  peritonitis.  She  also 
stated,  the  very  day  after  the  operation,  that  she  was  entirely  free 
from  the  pain  she  had  had  for  so  many  years,  although  the  cut 
in  the  abdomen  was  still  very  painful.  Her  convalescence  was 
uneventful,  the  bladder  trouble  disappearing  of  itself,  and  she 
was  up  in  four  weeks  and  walked  down-stairs  in  five  weeks  to 
go  home,  since  which  I  have  seen  her  nursing  a  sick  daughter 
and  going  about  the  house  with  considerable  activity. 

Description  of  Specimens. — The  tubes  and  ovaries  of  both 
sides  presented  much  the  same  appearance,  the  right  being  rather 
larger  than  the  left.  The  two  pairs  were  adherent  to  each  other, 
but  were  separated  with  some  difficulty  before  being  brought  to 
the  surface.  On  examining  the  right  tube  it  is  impossible  to  say 
which  is  the  tube  and  which  is  the  ovary,  unless  after  careful 
dissection,  for  the  tube  is  so  distended,  distorted,  and  twisted 
on  itself,  and  so  glued  to  the  ovary  by  repeated  inflammatory 
attacks,  that  the  tube  and  ovary  appear  as  one  shapeless  mass. 
The  tubes  were  distended  with  thick  but  fluid  pus,  the  abdom- 
inal or  fimbriated  end  being  sealed  up  so  that  the  fimbriae  cannot 
be  seen.  The  uterine  end  is  much  thinner,  and  was  apparently 
blocked  up  before  being  cut.  After  it  was  cut,  however, 
pus  began  to  pour  out  until  the  pus  sacs  had  almost  entirely 
emptied  themselves,  so  that  they  now  appear  about  one-half  the 
size  they  were  when  first  removed.  When  placed  in  water  the 
extent  of  the  adhesions  can  best  be  seen  from  the  fringe  of 
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frayed  adhesions  torn  by  my  finger  while  separating  the  masses 
from  Douglas'  culde-sac  wliere  they  were  glued.  These  adhe- 
sions were  the  result  of  repeated  attacks  of  pelvic  peritonitis, 
while  the  flakes  of  lymph  correspond  with  her  recent  attack. 
A  cross-section  of  the  tubes  near  the  uterine  end  shows  to  the 
naked  eye  that,  while  the  calibre  of  the  tube  is  very  much 
diminished,  the  walls  are  enormously  thickened,  the  muscular 
layers  apparently  being  replaced  by  w^iite  tibrous  tissue.  About 
an  inch  from  the  uterus  the  tube  has  expanded  and  the  w^allsare 
much  thinner,  although  still  thick  enough  to  stand  a  great  deal 
of  forcible  manipulation  without  rupturing.  The  glandular  and 
epithelial  structures  have  been  destroyed  by  gonococci.  The 
mesosalpinx  or  folds  of  broad  ligament  are  very  much  thickened 
by  the  deposit  of  inflammatory  exudation  from  the  tube. 

Case  II. — The  next  specimens  were  removed  from  a  Mrs.  A., 
29  years  of  age,  who  gave  the  following  history :  Menstruation 
began  at  the  age  of  14,  and  was  normal  until  her  marriage  at 
the  age  of  19.     She  had  no  children,  but  she  had  a  miscarriage 
at  five  months  nearly  ten  years  ago,  since  which  her  periods 
have  come  on  every  two  or  three  weeks  and  have  lasted  four 
days,  accompanied  by  very  severe  pain.     I  saw  her  during  seve- 
ral periods,  and  the  pain  was  so  severe  that  ordinary  doses  of 
anodynes  had  no  effect  whatever  in  relieving  her.     Coitus  had 
been  impossible,  the  few  times  it  was  attempted  causing  her  to 
cry  for  some  hours  afterward.     Her  bowels  are  generally  moved 
once  in  five  days.     On  examination  the  uterus  was  found  in 
normal  position  and  size,  but  in  Douglas'  cul-de-sac  there  were  felt 
two  hard,  round  masses,  very  sensitive  to  the  touch,  which  were 
thought  to  be  enlarged  tubes  and  ovaries  matted  together.     As 
she  was  very  anxious  to  have  children  and  very  loath  to  part  with 
her  ovaries,  I  took  her  into  my  hospital  on  February  5th  to  see 
what  a  few  weeks'  rest  in  bed  with  systematic  douching  and 
catharsis  would  do  for  her.     In  addition  the  vaginal  vault  was 
painted  with  iodine  once  a  week.     "While  in  hospital  she  had 
a  menstrual  period,  during  which  she  suffered  only  half  as  nmch 
pain,  and  she  was  considerably  improved  otherwise.     She  was 
allowed  to  go  home,  but  returned  much  emaciated  on  April  I7th, 
stating  that  since  I  had  last  seen  her  she  had  steadily  grown 
worse,  until  now  life,  she  said,  had  become  unbearable.     She 
was  now  quite  anxious  to  have  the  appendages  removed.     After 
a  couple  of  days  of  careful  preparation  celiotomy  was  performed 
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on  April  19th,  when  the  specimens  which  I  show  you  were 
removed  with  a  great  deal  of  difficulty,  the  adhesions  JDciiig  very 
dense.  A  drainage  tube  was  inserted,  after  Hushing  out  the  ab- 
domen with  very  hot  water,  and  the  tube  was  left  in  for  only  one 
day.  Both  this  and  the  last  case  were  allowed  a  hypodermic  of 
a  quarter-grain  of  morphine  the  first  night  after  the  operation, 
which  gave  them  great  relief  and  did  not  seem  to  do  them  any 
harm.  This  patient  also  stated  that  the  pain  which  she  had 
sutfered  almost  constantly  all  these  years  had  entirely  disap- 
peared two  days  after  the  operation,  and  that  the  pain  of  the 
operation  was  as  nothing  compared  with  the  pain  of  a  menstrual 
period.  She  has  made  a  rapid  recovery,  and  is  now  sitting  u]) 
in  bed  and  will  be  allowed  up  to-morrow,  the  twenty-first  day. 
This  patient  was  seen  two  months  later  in  good  condition,  doing 
her  own  housework. 

These  tubes  contained  only  a  very  little  pus,  but  they  were 
even  thicker  than  the  tubes  just  shown. 

Case  III. — The  next  specimens  were  removed  from  a  Mrs. 
M.,  26  years  of  age.  She  had  been  under  my  care  for  several 
years  for  menorrhagia  and  dysmenorrhea.  She  had  begun  to 
menstruate  at  the  age  of  17,  the  flow  always  having  been  painful 
and  profuse.  She  was  married  at  the  age  of  23,  but  had  never 
been  pregnant.  Bowels  had  always  been  confined.  Coitus  was 
painful.  On  examining  the  pelvis  the  uterus  was  found  to  be 
sharply  anteflexed.  The  tube  and  ovary  on  the  left  side  ap- 
peared normal  in  size  but  painful  to  the  touch.  The  right  tube 
was  felt  to  be  decidedly  enlarged.  She  stated  that  she  suf- 
fered with  every  period,  but  at  every  second  period  the  pain 
was  terrible.  I  saw  her  on  several  of  these  occasions,  and, 
after  trying  many  other  things,  I  had  to  give  her  morphine 
as  a  temporary  expedient,  but  insisted  on  more  rational  treat- 
ment. Thinking  that  the  anteflexion  might  be  the  cause  of 
her  suffering,  I  performed  rapid  dilatation,  with  the  result 
that  the  next  three  periods  were  about  half  as  painful.  At 
the  end  of  six  months  she  was  as  bad  as  ever,  and  I  dilated 
again  with  the  same  result.  I  therefore  determined  to  re- 
move the  appendages,  for  which  she  was  quite  anxious,  as  she 
dreaded  for  weeks  beforehand  the  arrival  of  every  second  period. 
Celiotomy  was  performed  at  her  own  home  on  March  22d,  1894, 
the  right  tube  being  detached  with  great  difficulty,  the  left 
coming  out  easily.     She  had  a  remarkable  convalescence.    I  had 
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the  greatest  difficulty  in  keeping  lier  in  bed  a  reasonable  length 
of  time.  I  went  at  an  unexpected  hour  on  the  tenth  day  and 
found  her  rocking  herself  in  a  chair  before  the  fire.  After  a 
severe  scolding  I  could  only  keep  her  in  bed  fourteen  days.  I 
did  not  remove  the  stitches  for  a  month.  No  drainage  tube  was 
used  in  this  case,  as  the  adhesions  did  not  bleed  very  much. 

On  examining  the  specimens  one  tube  is  found  to  be  very 
little  larger  than  normal  and  possessing  a  beautifully  fimbriated 
pavilion.  The  other,  on  the  contrary,  is  completel}'  sealed  up, 
the  pavilion  being  withdrawn  into  the  interior  of  the  tube. 
There  was  a  little  pus  in  the  tube,  but  the  mesosalpinx  was  not 
much  thickened. 

Why  did  this  patient  suffer  so  much  more  every  second 
month?  Was  it  because  alternately  each  ovary  produced  a  ripe 
ecrg,  so  that  when  the  open  tnbe  had  to  swallow  the  egg  the  only 
pain  felt  was  that  caused  by  the  squeezing  of  it  and  the  men- 
strual blood  through  the  stenosed  cervical  canal,  while  when  the 
egg  ripened  on  the  side  in  which  the  tube  was  blocked  and 
bound  down  the  additional  pain  was  caused  by  the  frantic  efforts 
of  the  tube  to  pass  the  egg  on  to  the  uterus  (  This  seems  to  be 
the  most  probable  explanation. 

Case  I\". — These  very  large  tubes  and  ovaries  were  removed 
from  a  Mrs.  F.,  an  emaciated  and  sallow-looking  woman,  35 
years  of  age,  who  gave  me  the  following  history : 

She  began  to  menstruate  at  the  age  of  13,  always  profuse  but 
otherwise  normal.  She  was  married  at  23,  but  never  had  any 
children.  Two  weeks  after  her  marriage  she  was  taken  with 
pelvic  peritonitis  and  very  nearly  died.  She  was  five  weeks  in 
bed,  and  it  was  three  months  before  she  could  get  about.  That 
was  eleven  years  ago,  and  ever  since  that  time  ^she  has  had 
attacks  of  pelvic  peritonitis,  about  four  times  a  year  or  oftener, 
which  confined  her  to  bed  for  about  a  week  each  time.  During 
most  of  that  time  her  periods  have  come  on  every  two  weeks 
and  lasted  a  week.  Her  bowels  were  moved  every  four  to  eight 
days,  and  defecation  caused  her  great  suffering,  as  did  also  coi- 
tus, during  which  she  generally  fainted  with  pain.  The  bladder 
was  all  right.  On  examination  the  uterus  was  found  in  normal 
position,  but  the  cul-de-sac  of  Douglas  was  filled  with  an  irregu- 
lar-shaped mass  the  size  of  a  small  orange.  A  diagnosis  of  pus 
tubes  was  made  and  their  removal  strongly  advised.  She 
entered  my    private  hospital    on    April  11th,    and    celiotomy 
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wa<5  performed  on  the  13tli,  when  the  appendages  were  re- 
moved. The  operation  occupied  nearly  an  hour,  owing  to  the 
density  of  the  adhesions;  but  the  appendages  were  eventually 
removed,  the  abdomen  flushed  out  with  hot  water,  and  a  drain- 
age tube  was  inserted.  The  incision  was  closed  with  silkworm- 
gut  stitches,  four  to  the  inch.  The  tube  was  pumped  out 
under  strict  aseptic  precautions,  at  first  every  half-hour  and 
afterward  at  longer  intervals,  about  four  ounces  of  serum  being 
removed  altogetiier,  until  it  was  taken  out  at  the  end  of  thirty- 
six  hours.  This  patient  did  not  require  any  morphine,  also 
stating  that  the  pain  which  she  had  suffered  for  more  than 
eleven  years  was  entirely  gone  since  the  operation.  She  made 
a  nice  recovery,  getting  up  at  tha  end  of  two  weeks  and  going 
home  on  the  twenty-tirst  day,  on  which  date  the  stitches  were 
removed. 

Case  Y. — Mrs.  K.,  aged  24  years,  mother  of  one  child  3  years 
old.  Began  to  menstruate  at  14,  normal  until  marriage,  Never 
well  since  birth  of  her  child,  and  made  a  slow  recovery.  Had 
a  miscarriage  four  months  ago,  and  bled  steadily  afterward  for 
one  month,  keeping  her  in  bed,  and  for  which  she  was  treated 
by  her  family  physician  without  avail.  For  this  reason  I  was 
called.  The  uterus  was  found  not  lacerated,  but  large  and  retro- 
verted,  and  the  tubes  and  ovaries  large,  hard,  and  tender  behind 
the  uterus.  Lest  there  might  be  either  retained  placenta  or 
fungous  endometritis,  the  uterus  was  curetted  very  tlioroughly 
and  Churchill's  iodine  was  applied  to  its  cavity.  There  was  no 
retained  placenta,  but  the  endometrium  was  very  fungous  or 
velvety,  bleeding  readily.  The  organ  was  packed  with  sub- 
limated gauze,  which  was  left  in  for  two  days.  The  bleeding 
ceased,  but  she  still  complained  of  pelvic  pain  and  dysmenorrhea 
for  the  next  two  months  or  more.  But  she  was  so  much  better 
after  the  curetting  that  she  did  not  send  for  me  until  three  days 
ago,  when  an  urgent  message  was  received  to  come  at  once,  her 
husband  stating  that  something  had  burst  in  her  inside  and  that 
she  had  fallen  on  the  floor  unconscious.  Knowing  the  condi- 
tion of  her  appendages,  ruptured  pus  tubes  were  suspected,  and 
she  was  ordered  at  once  to  come  to  my  private  hospital,  prepara- 
tions being  made  for  a  celiotomy.  She  appeared  to  be  in  a  con- 
dition of  shock,  the  pain  having  diminished,  but  her  pulse  was 
fast  and  thready.  As  soon  as  she  could  be  prepared  her  ab- 
domen was  opened,  and  at  the  first  cut  through  the  peritoneum 
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an  ounce  of  thin  yelIov\^  pus  flowed  out.  This  was  sponged  out 
and  with  a  good  deal  of  effort  the  tubes  and  ovaries  were  re- 
moved. The  pelvic  i)eritoneani  was  full  of  freshly  organized 
lymph,  and  there  was  a  hole  in  the  tube  from  which  the  pus  had 
poured.  While  tearing  out  the  left  ovary  a  cavity  was  burst, 
from  which  an  organized  blood  clot  the  size  of  an  almond 
escaped.  It  remained  attached  by  means  of  a  little  cord,  and 
could  be  replaced  in  its  bed  in  the  ovary.  It  was  preserved  for 
future  examination.  The  tubes  an  inch  from  the  uterus  were 
thickened  to  tiie  size  of  the  thumb,  and  at  that  point  were  almost 
solid  fibrous  tissue,  of  a  very  brittle  consistence,  however.  The 
walls  of  the  tube  were  much  thinner  at  the  fimbriated  ends  and 
formed  veritable  abscesses.  The  abdomen  was  washed  out  with 
unusual  care  and  drainage  tube  inserted,  from  which  about  eight 
ounces  of  lymph  were  drawn.  This  patient  also  made  a  good 
recovery,  being  up  in  two  weeks  and  going  home  in  three  weeks. 
She  also  stated  that  her  pain  was  completely  removed  since  the 
operation. 

Remarks. — These  Ave  cases  are  almost  exactl}^  alike,  and  are 
very  little  different  from  twenty  others  on  whom  I  have  ope- 
rated, and  about  forty  others  who  have  been  under  my  care,  on 
and  off,  during  the  last  ten  years,  but  who  still  possess  their 
diseased  appendages.  Some  have  not  been  operated  on  because 
they  improved,  under  various  forms  of  treatment,  so  much  that  I 
could  not  convince  myself  that  an  operation  was  urgent;  others, 
I  am  certain,  are  in  urgent  need  of  operation,  but  I  cannot 
convince  them  of  its  necessity.  But  I  have  no  doubt  that  sooner 
or  later  the  majority  of  them  will  submit  to  celiotomy  for  the 
removal  of  organs  which  are  useless  for  the  performance  of 
their  functions  and  which  are  a  constant  menace  to  their  life 
and  health.  Believing,  as  I  do,  that  there  are  a  great  many  un- 
necessary abdominal  sections,  I  am  nevertheless  assured,  by  the 
consideration  of  the  cases  of  pus  tubes  in  which  1  have  operated, 
that  I  have  erred  on  the  side  of  conservatism.  iS^early  all  of 
these  women  have  reproached  me  for  not  having  urged  them 
more  forcibly  to  submit  to  operation  at  once  ;  and  I  may  also  add 
that  my  Augers  in  the  abdomen  discovered  a  condition  uf  affairs 
much  more  serious  than  I  had  been  led  to  believe  was  the  case 
by  the  tingers  in  the  vagina,  so  that,  while  still  anxious  to  save 
as  many  ovaries  as  possible,  I  shall  be  more  inclined  to  urge  the 
removal  of  all  appendages  which  are  grossly  enlarged  and  ten- 
15 
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der  and  bound  down.  What  makes  nie  still  a  little  slow  to  urge 
an  operation  when  the  case  first  conies  under  my  care  is  the  un- 
doubted fact  that  at  least  half  a  dozen  of  the  above-mentioned 
cases,  who  liave  had  appendages  diseased  enough  to  cause  tliem 
one  or  more  attacks  of  pelvic  peritonitis,  have  after  treatment 
remained  free  from  discomfort  or  inconvenience  for  several 
years,  so  that  I  shall  continue  to  deem  it  my  duty  to  give  them 
the  benefit  of  local  and  general  treatment  before  deciding  that 
removal  of  the  appendages  is  inevitable.  My  caution  is  not  due 
to  my  considering  that  the  operation  is  a  very  dangerous  one ; 
on  the  contrary,  my  experience  has  led  me  to  believe  that  the 
removal  of  pus  tubes  is  one  of  the  safest,  although  sometimes 
one  of  the  most  difficult,  of  abdominal  operations,  for  in  this 
condition  the  peritoneum  seems  to  be  more  tolerant  than  usual 
of  very  forcible  manipulations.  My  hesitation  to  operate  is 
altogether  due  to  the  discomforts  Avhich  very  frequently  follow 
the  removal  of  the  ovaries,  not  the  least  of  which  is  the  altered 
relations  between  husband  and  wife,  j)artly  based  on  imagina- 
tion, but  also  partly  based  on  fact, 
250  Bisnop  street,  Montreal. 
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FRANK  T.  MERIWETHER,  M.D., 

First  Lieutenant  and  Assistant  Surgeon  U.  S.  A., 

Fort  Logan,  Colorado. 


(With  three  illustrations.) 


The  following  case  is  of  interest  because  of  its  rarity,  the 
exceptionally  large  size  of  the  tumor,  and  the  unusual  method 
adopted  for  delivery.  I  had  not  seen  the  patient  prior  to  labor, 
but,  so  far  as  I  could  learn,  pregnancy  had  been  normal. 

Mrs.  B.,  a  primipara  aged  21  years,  began  to  have  pains  at 
3  A.M.  of  January  13th,  1S94,  the  membranes  rupturing  an  hour 
later.  The  pains  began  to  be  expulsive  at  6.  I  first  saw  her  at 
9:30.  Upon  examination  I  found  the  head  near  the  vulva  and 
the  pelvis  apparently  large  and  roomy.     Position  II.  O.  A.     The 
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head  was  somewhat  hydrocephalic,  was  moulding  itself  nicely,  the 
bones  overlapping  slightly,  and  there  seemed  to  he  no  reason  for 
any  delay  in  delivery.  A  small  hematocele,  about  the  size  of  a 
filbert,  of  the  patient's  right  labium  minus  had  ruptured,  but  only 
a  slight  oozing  was  now  taking  place.  This  was  in  connection 
with  the  remains  of  the  hymen,  which  had  been  torn  entirely 
from  the  left  side  and  was  hanging  loosely  to  the  right  labium. 
The  pains  were  strong,  and,  as  the  patient  was  a  healthy,  mus- 
cular young  woman,  I  expected  delivery  to  take  place  shortly. 
After  waiting  half  an  hour  I  found  that  no  descent  had  occurred, 


Fig.  1.— The  tumor  was  derived  from  the  meninges  of  the  cerebellum  through  the  pro- 
longation of  the  foramen  magnum. 


and  as  the  pains  were  getting  weaker  I  determined  to  apply 
forceps.  Hospital  Steward  Moser  giving  the  anesthetic,  chloro- 
form, I  applied  the  forceps,  and,  much  to  my  surprise,  met  with 
great  resistance,  not  accountable  for  by  the  resistance  of  the 
perineum,  which  was  very  distensible.  After  much  difficulty  I 
delivered  the  head  and  removed  the  forceps,  expecting  rotation 
to  take  place.  As  it  did  not,  I  attempted  to  rotate  the  shoulders, 
but  could  not  move  them  the  slightest.  I  then  delivered  the 
arms,  one  at  a  time,  which  gave  me  plenty  of  room.     I  brought 
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the  shoulders  down  to  the  vulva  and  again  attempted  to  rotate, 
using  a  good  deal  of  force,  but  to  no  avail.  The  child  had 
gasped  a  few  times,  but  was  now  apparently  dead.  Upon  exam- 
ination with  the  finger  passed  between  the  head  and  the  pubis, 
I  detected  what  seemed  to  be  a  Hat  band  passing  from  the  occiput 


Fig.  8.— Foramen  magnum.  The  outer  line  shows  the  outline  of  the  normal  foramen. 
The  dotted  line  shows  the  outline  in  this  specimen,  with  the  ii  regular  extension  posteriorly, 
through  which  the  pedicle  of  the  tumor  passed. 

of  the  child  up  into  the  uterus.     As  the  entire  canal  seemed  to 
be  very  roomy,  I  determined  to  deliver  by  performing  evolution. 


Fig.  3.— Photograph  showing  relative  size  of  the  tumor. 

By  hooking  both  index  fingers  of  my  hands  around  the  child's 
back  I  brought  down  first  the  chest,  then  the  hips,  and  finally, 
revolving  the  entire  child  upon  the  pubis,  delivered  the  feet, 
the  meningocele  following.  This  evolution  was  favored  by 
the  extreme  extension  of  the  head  upon  the  pubis,  drawing  it 
completely  out  of  the  way.     The  sac  had  become  incarcerated 
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between  the  hips  of  the  child  and  the  puhic  hone,  thus  i>revL'iiting 
both  rotation  and  descent.  Evohition,  of  coun>e,  could  not  have 
been  done  had  the  pelvis  been  less  roomy  or  the  child's  body  less 
flexible. 

The  perineum  was  only  slightly  torn,  and  I  decided  to  leave  it 
for  a  future  operation,  if  necessary,  as  the  woman  would  not  have 
the  best  of  care  and  the  parts  were  very  edematous.  The  pla- 
centa was  delivered  at  once,  the  uterus  contracting  well.  Very 
little  hemorrhage  occurred,  and  the  puerperium  was  normal. 

The  sac,  as  shown  in  the  photograph  and  drawings,  was 
attached  to  the  base  of  the  skull  by  a  pedicle  four  and  a  half 
inches  in  circumference,  measured  eight  inches  in  length,  and 
was  fourteen  and  a  half  inches  in  circumference  at  its  base.  It 
contained  twenty  ounces  of  serous  fluid  of  a  specific  gravity  of 
1.010.  The  upper  portion  of  the  sac  was  covered  with  thick, 
heavy  black  hair.  A  small  hernial  protrusion  projected  through 
the  opening  in  the  occipital  bone,  and  the  greatest  possible  pres- 
sure applied  to  the  sac  could  not  reduce  the  amount  of  fluid,  the 
opening  being  iirmly  plugged.  Except  for  the  marked  hydro- 
cephalus, the  child  was  otherwise  normal.  The  specimen  has 
been  placed  in  the  Army  Medical  Museum,  and  is  numbered 
10,683  of  the  Pathological  Section.  , 


THE  TREATMENT  OF  ABORTION. 


WYTHE  COOK,  M.D., 
Washington,  D.  C. 


Eecent  experience  with  some  cases  of  abortion  prompts  me 
to  bring  its  treatment  to  the  consideration  of  the  Society.  I  am 
aware  that  the  subject  is  commonplace ;  nevertheless  I  know  of 
nothing  more  important  that  could  engage  the  attention  of  the 
general  practitioner,  who  must  of  necessity  meet  with  many 
cases  in  the  course  of  his  ordinary  practice,  and  upon  their 
proper  management  depends  not  only  the  future  health  but 
sometimes  the  life  of  the  woman.  I  am  not  presuming  to  stand 
in  the  attitude  of  an  instructor ;  what  I  may  say  is  simply  an 
'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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expression  of  my  own  views,  deduced  from  what  I  liave  read  and 
a  not  very  extensive  experience.  I  expect  to  learn  much  from 
the  discussion  which  I  hope  will  be  elicited.  There  can  be  no 
two  opinions  as  to  the  duty  of  the  physician  to  use  every  endeavor 
to  prevent  the  occurrence  of  a  miscarriage.  This  is  to  be  done 
by  absolute  rest  of  body  in  a  supine  position  in  bed,  quietude  of 
mind,  and  the  administration  of  such  drugs  as  Avill  conduce  to 
nervous  sedation  and  weaken  muscular  action.  Failing  in  the 
attempt  to  prevent  the  blight  of  the  ovum,  and  the  abortion 
seeming  to  be  inevitable,  what  course  shall  be  pursued  ?  Having 
suspended  the  use  of  such  sedatives  as  may  have  been  employed, 
it  becomes  necessary  to  completely  evacuate  the  uterus  as  speed- 
ily as  may  be.  If  there  is  any  considerable  lien)orrhage  the 
tampon  should  be  used.  This  has  a  double  advantage,  in  that  it 
controls  the  hemorrhage,  and  such  blood  as  may  escape  is  retained 
within  the  uterus  and  may  dissect  off  the  fetal  appendages  and 
in  that  way  facilitate  the  emptying  of  the  uterus.  The  best  way 
to  apply  the  tampon  is  to  insert  some  iodoform  gauze  into  the 
cervical  canal  and  then  pack  the  vagina  with  long  strips  of  asep- 
tic gauze.  After  six  or  eight  hours,  when  the  tampon  is  removed 
it  will  be  a  fortunate  circumstance  if  the  entire  ovum  comes 
away.  Up  to  this  point  there  is  no  great  diversity  of  opinion  as 
to  the  manner  of  procedure.  But  here  a  divergence  occurs. 
Should  the  embryo  or  fetus  escape  from  its  membranes,  leaving 
the  appendages  within  the  uterus,  the  advocates  of  the  so-called 
conservative  method  recommend  that,  unless  hemorrhage  occurs 
or  septicemia  threatens^  the  expulsion  of  the  retained  membranes 
and  placenta  may  be  left  to  ^Nature,  inasmuch  as  they  have  been 
known  to  remain  within  the  uterus  a  long  time  without  any 
damage  resulting.  On  the  other  hand,  the  radical  treatment 
consists  in  the  immediate  removal  of  the  secundines  by  the  finger 
introduced  into  the  uterus,  or  by  the  use  of  the  curette  if  neces- 
sary, and  the  washing  out  of  the  uterus  with  an  antiseptic  douche. 
I  unhesitatingly  give  my  adherence  to  the  radical  method,  for 
these  reasons,  briefly  stated  :  So  long  as  any  portion  of  the  mem- 
branes or  placenta  remains  within  the  uterus,  just  so  long  is  the 
woman  menaced  by  the  danger  of  hemorrhage  or  septicemia,  or 
both ;  and  there  is  no  justification  in  allowing  these  foreign  bodies 
to  remain  shut  up  within  the  uterine  cavity  because  it  has  some- 
times been  done  without  any  disastrous  results.  Hemorrhage 
may  occur  at  any  time,  or  septicemia,  by  its  insidious  develop- 
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nieiit,  may  sap  the  streiiiii^tli  and  destroy  life  or  produce  a  con- 
dition of  chronic  invalidism  that  makes  life  a  burden.     Again, 
an  enlarged  uterus  containing  a  foreign  body  renmins  decidedly 
hypertrophied,  and  when  finally  evacuated  its  walls  may  remain 
permanently  thickened  and  its  cavity  enlarged,  these  conditions 
favoring  dislocations.     I  believe  that  nejjrlected  miscarriages  are 
most  fruitful  of  pelvic  disease  in  women.     In  delivery  occurring 
at  term  we  seek  to  surround  the  woman  with  the  best  aseptic 
coniitions  possible,  because  such  precautions  are  attended  with 
the  best  results.     This  being  so,  there  can  be  no  excuse  for  per- 
mitting what  may  prove  to  be  a  festering  hotbed  of  infection 
to  ramain  within  the  uterus.     It  has  been  urged  that  the  curotte 
is  dangerous  to  use  in  tiiese  cases,  because  the  uterus  has  been 
perforated  by  this  instrument.     That  is  no  valid  objection.     If 
the  attendant  upon  the  case  feels  that  he  cannot  use  the  curette 
skilfully,  he  should,  without  hesitation,  call  some  one  to  his  aid 
who  can,     I  am  assuming  that  the  membranes  and  placenta  can- 
not be  removed  by  the  linger,  which  is  by  far  the  best  instru- 
ment to  use  in  cases  of  this  kind.     If  the  cervical  canal  has 
partially  closed,  so  as  not  to  admit  of  the  introduction  of  the 
iino;er  or  curette,  a  laminaria  tent  or  other  cervical  dilator  should 
be  introduced  and  sufficient  dilatation  procured  to  allow  of  the 
extradition  of  the  retained  membranes  and  placenta.     Ordinarily 
mure  difficulty  will  be  experienced  in  removing  the  secundines 
in  an  abortion  procured  by  instrumental  means  than  in  a  spon- 
tanaous  miscarriage,  because  in  the  former  case  the  tissues  are 
more  healthy  and  the  placenta  and  membranes  are  more  adherent. 
If  the  uterus  has  been  thoroughly  evacuated  there  will  be  little 
else  to  do,  as  the  lochial  discharge  will  be  slight  and  uterine 
involution  rapid. 

Permit  me  to  relate  briefly  two  cases  illustrative  of  the  bad 
results  of  failure  to  thoroughly  clear  out  the  uterine  cavity  : 

Mrs.  M.  P.,  white,  aged  about  26  years,  mother  of  four  chil- 
dren, missed  her  expected  menstrual  flow  in  the  latter  part  of 
October  and  experienced  her  usual  symptoms  of  pregnancy 
early  in  the  following  month.  About  the  middle  of  November 
she  visited  a  well-known  abortionist,  who  used  an  instrument. 
She  afterward  had  a  slight  flow  of  blood,  but  had  no  pain. 
In  a  week  after  the  first  visit  she  saw  him  a  second  time,  when 
he  again  used  the  instrument.  More  blood  followed  this,  accom- 
panied by  some  pain.     Thinking  that  she  would  certainly  abort, 
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she  sent  for  me  and  betj^ed  that  I  hasten  the  niisearriaiie.  I 
directed  lier  to  remain  in  bed  and  prescribed  some  suppositories 
of  opium,  witli  the  result  of  relievins:  the  pain  and  controlling 
the  Itleeding.  But  she  was  so  determined  to  l)e  rid  of  lier  preg- 
nancy that  she  paid  several  subsequent  visits  to  the  abortionist, 
with  the  result  of  the  final  expulsion  of  the  em]>rvo  when  it  was 
about  three  months  old.  I  had  no  great  difficulty  in  introducing 
my  finger  into  the  uterus  and  peeling  off  the  placenta,  which  came 
away  in  a  ragged,  stringy  condition.  I  congratulated  myself 
that  I  had  cleared  out  the  uterus  and  that  there  would  be  a 
speedy  recovery.  She  got  along  fairly  well  until  the  night  of 
the  sixth  day,  when  I  was  sent  for  in  great  haste,  and  on  arriving 
at  the  house  was  informed  that  she  had  been  bleeding  profusely 
for  several  hours.  I  found  the  bedding  saturated  with  blood 
and  the  woman  almost  pulseless.  I  removed  a  handful  of  clots 
from  the  vagina  and  irrigated  the  uterus  with  hot  water.  Be- 
ing much  concerned  about  the  safety  of  the  woman,  I  requested 
Dr.  H.  II.  Barker  to  come  to  my  assistance,  whicli  he  promptly 
did.  The  uterus  was  curetted  and  some  small  pieces  of  what  was 
probably  placental  tissue  were  brought  away.  The  hot-water 
douche  was  again  used  and  there  was  no  further  hemorrhage. 
A  collection  of  pus  formed  in  the  wall  of  the  uterus  and  gave 
considerable  trouble  ;  this  may  have  been  caused  by  the  instru- 
ment of  the  abortionist.  The  patient  had  a  slow  convalescence. 
Mrs.  C.  C,  white,  aged  28  years,  mother  of  four  boys,  had 
a  miscarriage  in  February,  1892,  being  about  two  months  preg- 
nant. The  mishap  came  upon  her  so  suddenly  that  slie  did 
not  have  time  to  send  for  me,  but  called  a  neighboring  physi- 
cian. I  saw  her  some  days  afterward,  when  she  told  me  that 
the  doctor  said  "everything  had  come  away."  She  seemed  to 
be  getting  along  very  well.  Some  time  afterward  she  told  me 
that  the  flow  kept  up  several  weeks  and  that  she  passed  at  in- 
tervals a  number  of  shreddy  pieces.  In  May  following  she  con- 
sulted me  about  an  annoying  pelvic  pain.  She  said  that  men- 
struation had  been  irregular  since  the  miscarriage,  I  made  a 
vaginal  examination  and  found  a  fluctuating  tumor  posteriorly 
and  to  the  right.  I  was  doubtful  as  to  its  nature,  but  the  idea 
of  extrauterine  pregnancy  was  in  my  mind.  Several  nights 
afterward  I  was  summoned  to  her  and  found  her  sufferin":  most 
excruciating  pain  low  down  in  the  pelvis.  I  gave  a  hypodermic 
injection  of  morphia,  and  while  waiting  for  its  action  thought 
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of  rupture  of  the  sac  of  extrauterine  fetation.  There  was  no 
evidence  of  hemorrhage  or  colhipse,  only  the  severe  pain.  The 
morphia  relieved  the  pain  in  a  degree,  hut  the  next  day  it 
returned  and  seemed  more  diffused  over  the  ahdomen.  There 
was  no  douht  of  peritoneal  inflammation.  I  afterward  con- 
cluded that  the  tumor  was  a  pus  tube  and  that  it  ruptured  at  the 
time  the  great  pain  was  experienced,  causing  general  peritoni- 
tis. I  invited  Dr.  Joseph  Taber  Johnson  to  see  the  case,  which 
he  kindlj'  did,  but  her  condition  was  so  bad  that  he  thought  an 
operation  would  be  unavailing.  She  died  the  evening  of  the 
same  day,  being  the  fourth  day  from  the  onset  of  the  violent 
pain.  JS"o  autopsy  was  had.  I  believe  that  the  difKculty  in  these 
two  cases  was  due  to  the  failure  to  thoroughly  clear  out  the  uteri 
after  the  miscarriages. 

Incidentally  I  would  remark  that  several  of  the  cases  of  al)or- 
tion  seen  by  me  within  the  last  eighteen  months  were  procured. 
I  venture  to  propound  to  the  members  this  interrogatory : 
What  is  the  duty  of  the  physician  to  the  State  in  matters  of  this 
sort  ?  I  believe  it  to  be  the  moral  duty  of  the  physician  to  pre- 
serve inviolate  facts  that  he  may  have  learned  in  his  capacity  as 
physician.  Yet  criminal  abortion  is  a  crying  evil,  and  the  law 
does  not  excuse  the  doctor  from  revealing  what  he  may  have 
learned  in  his  capacity  of  physician,  notwithstanding  the  infor- 
mation he  may  have  was  communicated  only  because  it  was 
necessary  to  an  intelligent  understanding  of  the  case.  And 
should  a  woman  die  from  the  effects  of  a  procured  abortion, 
should  the  physician  so  state,  or  should  he  falsify  the  death  cer- 
tificate ?  There  can  be  no  doubt  as  to  his  duty  in  this  last  case. 
But  the  woman  surviving,  I  am  not  so  sure  as  to  the  course  he 
should  pursue,  because  of  the  apparent  difficulties  in  legally  es- 
tablishing the  facts. 

3  Thomas  Circle. 


234  TOMPKINS  :    MENTAL    DISEASE    AND 


REPORT  OF  CASES  OF  MENTAL  DISEASE   DEPENDENT  ON 

OR  COINCIDENT  WITH   DISEASE  OF  THE 

GENERATIVE   ORGANS.' 


E.   L.  TOMPKINS,   M.D., 

Professor  of  Nervous  Diseases  in  the  Columbian  University  :  Attending  Physician  to  the 

Department  of  Nervous  Diseases  in  the  Central  Dispensary  and  Emergency  Hospital, 

Washington,  D.  C. 


The  cases  that  I  wish  to  narrate  to  you  this  evening  are  of 
special  interest  from  a  gynecological  standpoint.  My  object  in 
reporting  them  is  not  to  give  information  to  this  Society,  but  to 
evoke  a  discussion  that  will  enable  me  to  know  whether  their 
mental  disorders  were  merely  coincident  with  those  of  the  gene- 
rative organs,  or  dependent  on  them  so  as  to  be  relieved  by  their 
cure. 

The  following  case  is  one  that  I  saw  at  Dr.  Hammond's  hos- 
pital.    The  notes  were  taken  by  me  in  January  four  years  ago  : 

A  woman,  28  years  old,  single.  Her  health  has  been  good  up 
to  two  years  ago;  since  then  she  has  suffered  very  much  from 
constipation,  never  having  a  passage  from  the  bowels  without 
an  enema.  She  has  a  variable  appetite,  indigestion,  and  has  lost 
flesh  very  fast.  About  six  months  ago  she  had  a  love  affair  with 
a  young  man,  but  a  mutual  friend  was  in  love  with  him  too  and 
tried  to  win  his  affections  for  herself  by  telling  him,  among  other 
things,  that  there  was  insanity  in  the  family. 

She  wished  to  have  an  explanation  with  the  man,  ])ut  it  could 
not  be  effected,  and  this  seemed  to  be  constantly  on  her  mind 
and  prevented  her  from  sleeping  at  night.  About  this  time 
she  had  a  chill  while  in  church,  and  this  seemed  to  increase 
her  trouble.  She  thought  she  was  a  great  sinner  and  ought  to 
pray.  She  went  home  from  church  very  nervous  and  much  ex- 
cited; sat  in  her  mother's  lap  and  cried;  seemed  to  be  dazed 
for  two  days ;  did  not  speak  rationally  and  could  not  sleep,  and 
took  Scotch  oats  essence  to  make  her  sleep.  During  these  two 
days  she  talked  constantly  of  this  man  and  wanted  to  have  the 
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explanation  witli  liini.  She  haj^pcned  to  (ro  to  the  door,  and  as 
the  cold  air  struck  her  she  seemed  suddenly  to  come  to  herself 
and  was  perfectly  rational.  The  next  day  she  became  excited 
again,  Avhich  lasted  for  about  two  days,  so  the  family  took  her 
to  Clifton  Springs,  but  she  did  not  recover.  For  ten  nights  she 
had  little  or  no  sleep,  and  in  the  daytime  she  seemed  to  be  in  a 
dazed  condition.  She  was  given  sitz  baths  and  taken  out  driv- 
ing regularly.  She  remarked  several  times  that  she  was  losing 
her  mind  ;  liad  intense  pain  in  the  sides  and  back  of  her  head. 
All  this  time  she  was  worrying  about  not  having  had  the  ex- 
planation with  the  man  and  kept  calling  liis  name.  On  No- 
vember 5th  she  slept  twelve  hours  without  any  medicine  and 
seemed  very  much  better  the  next  morning.  About  this  time 
she  had  severe  burning  pain  in  the  region  of  the  bladder  and 
passed  very  little  water.  She  was  rational  at  times,  but  seemed 
as  if  she  could  not  see,  although  she  would  hold  a  book  in  her 
hand.  She  grew  worse  from  that  time  and  got  very  weak ; 
constantly  thought  she  heard  people  talking  about  her  and  an- 
gels whispering  to  her.  She  was  then  brought  to  Washington 
to  see  Dr.  Hammond,  and  had  a  cataleptic  attack  in  his  office 
that  lasted  one  hour.  After  this  was  over  she  walked  back  to 
the  hotel.  She  still  had  the  idea  that  people  were  listening  at 
the  keyholes  and  talking  in  the  walls.  Her  legs  began  to  swell 
and  her  mind  became  more  disturbed,  she  being  very  wild  at 
times.  For  a  good  many  months  she  had  not  menstruated,  and 
six  weeks  before  she  had  a  slight  "  show "  for  one  day.  On 
January  10th  she  had  a  free  bleeding  from  the  nose.  She  had 
been  detected  masturbating  several  times.  She  was  then  brought 
to  the  Sanitarium  by  her  sister  and  her  physician.  She  pre- 
sented the  most  pitiable  appearance — very  thin  and  weak,  saliva 
running  down  both  sides  of  the  mouth,  entirely  irrational,  legs 
and  ankles  much  swollen  and  pitting  on  pressure.  She  weighed 
only  eighty-four  pounds.  On  examination  the  urine  was  found 
to  contain  a  large  quantity  of  albumin  but  no  casts;  pulse  fast 
and  weak.  The  diagnosis  was  hysterical  mania.  The  treatment 
was,  first,  one-fiftieth  grain  digitalin  t.  i.  d.,  and  a  pill  of  carbo- 
nate of  iron  and  manganese  ;  also  a  laxative  to  unload  the  bowels. 
Massage  was  so  distasteful  to  her  that  it  was  discontinued. 
Static  electricity  was  apphed  to  her  spine.  Whenever  I  applied 
the  sparks  to  the  back  of  her  neck,  close  to  the  hair,  it  always 
l^roduced  vomiting  or  severe  nausea.     I  presume  tliis  was  due  to 
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the  stimulation  or  irritation  of  the  centre  for  vomiting  in  the 
inediilhi.  I  have  seen  one  case  since  then,  that  of  a  man,  and 
sparks  to  the  nape  of  his  neck  always  nauseated  him.  If  the 
sparks  were  not  apph'ed  that  high  tliere  was  no  nansea. 

She  also  had  daily  a  spinal  douche  of  alternating  hot  and 
cold  water,  after  the  manner  of  Charcot,  and  thrown  with  con- 
siderable force.  Another  point  of  interest  was  that,  although 
there  was  much  struggling  and  resistance,  and  the  pulse  was 
rapid  and  weak,  from  114  to  120,  after  the  douche  it  would  be 
full  and  soft  and  number  from  98  to  100.  The  urine  increased 
in  quantity  and  the  albumin  disappeared.  She  was  in  the  Sani- 
tarium about  three  months,  sometimes  better — so  much  so  that 
she  was  allowed  to  go  to  church — then  worse  again.  For  two 
months  she  refused  to  eat,  and  I  had  to  feed  her  through 
the  nose,  and  each  time  her  hands  and  feet  would  have  to  be 
tied,  ds  she  would  bite,  scratch,  and  kick.  The  menstruation 
still  did  not  appear,  and  it  was  decided  to  give  faradism  directly 
to  the  uterus.  In  order  to  do  this  she  had  to  be  thrown  down 
on  a  bed,  each  foot  tied  to  a  bedpost,  and  her  hands  tied  in  like 
manner.  I  then  passed  in  on  my  linger  a  cup-shaped  electrode 
which  fitted  the  cervix  perfectly.  The  other  electrode  (sponge) 
was  placed  on  the  abdomen.  This  was  done  once  a  day,  with 
the  assistance  of  her  sister  and  a  trained  nurse,  for  about  ten  or 
fifteen  minutes,  for  a  month.  Her  menses  appeared  after  one 
or  two  applications,  but  lasted  only  a  day  and  a  half.  Her  sister 
had  kept  a  record  of  the  time  of  her  periods,  so  we  knew  it  was 
the  regular  time  for  her  to  be  unwell.  The  next  time  of  her 
period  it  lasted  longer.  She  began  to  hnprove  under  this  treat- 
ment, but  worried  so  to  go  home  that  it  was  thought  advisable 
to  let  her  go.  The  same  treatment,  douche,  electricity,  and 
medicines,  w^as  carried  out  there.  Her  improvement  continued 
after  getting  home.  She  began  to  eat  again  of  her  own  accord. 
Her  menstruation  got  better  each  time,  and,  her  sister  writes 
me,  has  been  perfectly  regular  ever  since  and  her  mind  as  good 
as  ever.  She  weighed,  when  I  last  heard,  one  hundred  and  fortv- 
seven  pounds.  It  has  been  four  years  since  she  left  the  Sani- 
tarium, and  although  her  father  has  died  in  the  meantime  and 
she  has  had  many  things-  to  upset  her,  her  health  is  altogether 
better  than  for  many  years.  I  cannot  help  thinking  it  was  more 
than  a  mere  coincidence. 

The  next  case  is  that  of  a  woman  from  Florida.     She  was 
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about  28  years  old,  married,  and  liad  one  cliild.  Pier  liealth 
had  been  good  until  after  the  birth  of  this  child.  The  first 
evidences  of  mental  derangement  were  shown  by  her  antipathy 
to  her  husband,  to  whom  she  had  been  devoted.  She  became 
more  and  more  distant  to  him,  finally  accusing  him  of  infidelity 
and  refusing  to  live  with  him.  At  the  same  time  she  showed 
a  tendency  to  like  any  other  man  that  she  was  thrown  with. 
Once  she  tried  to  run  away  with  a  drummer  when  she  had  not  a 
cent  of  money  and  he  had  shown  no  desire  whatever  to  have 
her.  She  tried  to  commit  suicide  by  drowning,  and  threatened 
to  kill  her  cliild.  She  was  finally  brought  to  the  Sanitarium. 
On  examination  I  found  a  deeply  lacerated  cervix  with  a  pro- 
fuse leucorrhea.  She  was  put  on  the  table  by  force,  anesthet- 
ized, and  I  performed  the  ordinary  cervix  operation,  using 
silver  sutures.  It  was  impossible  to  keep  her  in  bed,  and  the 
minute  she  came  out  from  the  ether  she  was  walking  about 
the  room,  which  had  to  be  locked  up.  In  about  a  week  after 
the  operation  had  been  performed  she  began  to  improve,  and 
by  the  time  I  was  ready  to  take  out  the  sutures  she  submitted 
quietly,  without  resistance.  Before  the  operation  she  would 
have  nothing  to  do  with  her  husband,  not  even  speaking  to  him, 
Now  she  kissed  him  and  told  him  she  loved  him.  She  improved 
rapidly  from  that  time,  and  he  took  her  home.  Some  time  after 
I  got  a  letter  from  him  saying  his  w^ife  "  was  more  and  more 
like  her  dear  self  every  day."  I  would  simply  say  that  every- 
thing was  done  for  her  that  was  possible  before  the  operation, 
which  was  a  last  resort. 

The  next  case  is  one  of  epilepsy  in  a  young  woman  of  this 
city,  who  was  subject  to  attacks  of  grand  mal,  as  a  rule  just 
before  her  menstruation.  She  had  been  perfectly  well  up  to 
three  or  four  years  ago,  when  one  evening,  while  walking  on 
the  street,  a  drunken  negro  brushed  by  her  and  struck  her  in 
the  side  in  the  region  of  the  left  ovary.  Some  time  after  that 
— about  a  year,  I  think — she  had  the  first  epileptic  attack.  She 
had  never  been  very  regular  in  her  menstruation,  so  I  do  not 
know  whether  to  attribute  the  attacks  to  the  blow  or  not. 
When  they  first  began  she  had  them  only  at  the  time  for  men- 
struation, but  finally  oftener,  having  as  many  as  two  or  three  a 
week.  At  the  time  of  menstruation  she  would  have  severe 
headaches  and  then  the  attack.  She  was  put  on  the  bromide  of 
sodium,  and  1  applied  faradism.     No  doubt  the  bromide  had  a 
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good  deal  to  do  with  stopping  the  attacks,  but  she  had  taken  it 
before  without  effect.  There  was  a  slight  show  of  menstruation 
the  tirst  niontli,  and  she  liad  one  attack  only.  The  next  month 
she  was  menstruating  normally,  and  the  headaches  left  her.  I 
had  her  under  treatment  for  about  a  year  and  a  half,  and  for 
nearly  eight  months  she  had  no  attack  and  felt  well  in  every 
respect ;  but  after  that  she  got  very  imprudent  in  eating  and 
brought  on  an  attack.  I  finally  lost  sight  of  her,  but  met  her 
sister  some  time  after,  who  told  me  that  she  did  not  return 
because  they  could  not  afford  it ;  that  she  was  still  taking  the 
bromides,  but  that  her  menstruation  was  very  irregular  and  she 
occasionally  had  an  attack. 

There  is  a  well-marked  form  of  insanity,  called  hebephrenia, 
which  doubtless  you  are  all  familiar  with,  which  is  due  purely 
to  pubescence.  The  symptoms  do  not  always  come  on  at  the 
beginning  of  puberty,  but  a  year  or  two  after.  Some  authors 
restrict  it  entirely  to  males,  but  Dr.  Hammond  thinks  it  equally 
divided.  I  know  of  only  two  cases  that  I  have  seen,  one  a  boy 
and  the  other  a  girl.  Both  were  entirely  cured,  although  the 
boy  was  one  of  the  most  insane  people  I  have  ever  seen,  and 
was  of  such  pugilistic  tendencies  that  we  had  to  keep  him 
locked  up  in  a  barred  room  all  the  time  with  muffs  on.  It  was 
about  the  time  of  the  Sullivan-Kilrain  light,  and  this  boy  im- 
agined that  he  was  Sullivan.  Both  of  these  patients  were  at 
Dr.  Hammond's  hospital. 

The  following  case  is  one  of  considerable  interest  and  still 
under  observation.  A  young  lady  about  18  years  of  age  liad 
been  subject  to  attacks  of  petit  mal  since  she  was  a  small  child. 
The  attacks  would  last  from  live  to  fifteen  seconds.  She  might 
be  talking  in  the  most  animated  conversation,  and  suddenly  she 
would  stop,  her  eyes  become  more  or  less  fixed,  her  head  droop 
slightly  to  one  side,  and  if  spoken  to  or  touched  she  would  make 
no  response.  This  would  occur  four  or  five  times  in  an  hour. 
She  was  taken  to  Philadelphia,  but  was  not  cured,  and  her 
parents  were  told  that  when  she  began  to  menstruate  the  attacks 
would  disappear.  When  the  menstrual  period  came,  however, 
instead  of  being  cured  she  had  an  attack  of  grand  mal.  Kow 
she  has  four  or  five  attacks  an  hour  in  spite  of  all  drugs.  The 
bromides  kept  them  off  once  for  about  two  months,  and  then 
they  returned,  ushered  in  by  an  attack  of  grand  maL  When- 
ever they  are  kept  off  for  any  length  of  time  she  has  a  severe 
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attack,  followed  by  the  little  ones.  This  girl  has  never  been 
regular  in  her  menstruation  more  than  three  months  at  a  time. 
As  a  rule  she  has  none.  It  is  a  most  distressing  case,  as  she  has 
everything  to  live  for,  being  both  pretty  and  rich.  The  ques- 
tion is  whether  these  attacks  can  be  attributed  to  the  derange- 
ment in  menstruation  or  are  simply  coincident. 

The  next  case  is  that  of  a  woman,  about  30  years  old,  who  has 
been  under  my  treatment  for  about  one  year;  she  is  single  and 
robust,  but  subject  to  attacks  of  hysterical  mania.  "When  I  first 
saw  her  she  was  violent,  would  laugh  and  sing,  then  cry  and 
scream  out.  She  was  always  worse  at  her  menstrual  period, 
which  was  irregular  and  scanty.  I  succeeded  in  making  her 
menstruation  regular,  and  for  six  months  she  has  had  no  bad 
symptom  whatever  except  once,  and  then  her  menstruation  was 
delayed  for  about  a  week.  That  was  brought  on  by  a  liot  sitz 
bath  and  vaginal  douche,  and  she  became  quiet  almost  immedi- 
ately.    I  have  not  seen  her  since  professionally. 

The  next  case  is  one  that  occurred  at  the  Sanitarium.  A 
young  woman,  single,  refined,  and  highly  educated,  was  so  insane 
that  she  had  to  be  locked  up  almost  constantly.  Among  many 
absurd  notions  was  one  that  she  was  covered  with  lice,  and  she 
would  be  constantly  striking  the  air,  saying  that  lice  were  flying 
at  her  and  trying  to  light  on  her.  She  also  thought  people  were 
listening  at  the  keyhole,  and  she  would  hold  conversations  with 
people  in  the  walls.  Many  times  I  have  gone  into  the  room  and 
found  her  perfectly  nude  and  all  her  clothing  pushed  up  the 
chimney.  She  had  no  modesty,  and  would  say  that  she  would 
rather  go  naked  than  to  have  lice  on  her.  Several  times  I 
found  her  crying,  and  when  I  asked  her  what  was  the  matter 
she  would  say  she  was  "  wrong  with  her  menstruation,"  but  she 
did  not  apparently  want  to  be  examined.  The  nurse  had  told 
me  that  she  seemed  to  be  flowing  very  often.  With  the  aid  of 
two  nurses  I  put  her  on  the  table,  strapped  her  on  it,  and  one 
nurse  held  the  feet  and  the  other  the  head  and  hands. 

On  examination  I  found  the  os  considerably  eroded  and  the 
whole  cervix  scratched  and  injured.  I  suspected  her  of  tearing 
it  with  her  nails,  so  in  order  to  keep  her  from  taking  all  her 
clothes  off,  as  well  as  to  prevent  her  from  meddling  with  the 
cervix,  she  was  put  in  a  strait-jacket.  The  cervix  began  to  heal 
at  once,  and,  strangely  enough,  her  mental  symptoms  also  dis- 
appeared.    She  went  from  here  to  Old  Point  Comfort,  and  I 
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have  heard  of  no  return  of  sj^nptoms  during  a  period  of  two  or 
more  years. 

Tliere  is  one  single  point  more,  which  I  merely  state  in  con- 
firmation of  what  I  have  said  above.  One  of  the  most  distress- 
ing forms  of  disease,  and  almost  the  most  unsatisfactory  to  treat, 
is  hypochondria  in  man  resulting  from  functional  or  organic 
impotence.  It  is  not  always  the  desire  to  have  sexual  inter- 
course, but  the  fact  of  knowing  that  he  cannot  do  so,  even  if  he 
should  want  to,  which  makes  him  thoroughly  miserable,  until 
finally  it  is  really  a  disease  of  the  brain  as  well;  and  I  have 
known  several  men,  who  were  thorough  hypochondriacs,  declare 
that  if  they  knew  positively  that  this  function  would  never  be 
restored  to  them  they  would  take  their  own  lives.  Only  a  short 
time  ago  a  man  who  was  being  treated  for  functional  impotence 
told  me  that  he  would  rather  lose  an  eye  or  leg  or  arm  than  his 
penis  or  the  power  of  using  it. 

After  having  written  the  foregoing  remarks  I  accidentally 
picked  up  two  medical  journals,  both  of  which  had  articles  on 
this  subject — one  by  Landon  Carter  Gray,  of  New  York,  and 
the  other  by  F.  Byron  Robinson,  of  Chicago  ;  and  with  your  per- 
mission I  will  quote  verbatim  the  conclusions  of  each  autiior. 

Robinson  states:  1.  The  sexual  instinct  is  dominant  in  ani- 
mals. 

2.  Evolutionary  forces  have  linked  the  nervous  system  and 
the  genitals  by  numerous  and  intimate  bands,  which  increase 
with  the  progress  of  higher  development — i.e.,  sexual  instincts 
dominate  and  mfluence  the  monkey,  ape,  and  man  far  more  than 
the  lower  grades  of  animals. 

3.  By  reason  of  the  growing  and  increasing  intimate  relations 
between  the  genitals  and  the  nervous  system,  mental  forces  play 
a  greater  role  in  the  production  of  the  disease. 

4.  I  have  observed  that  the  monkey  is  an  inveterate  mastur- 
bator  in  confinement,  and  his  great  and  persistent  attention  to 
his.genitals  shows  that  the  significance  of  sexual  instincts  keeps 
pace  with  his  mental  progress. 

5.  The  severe  shock  arising  from  vaginal  hysterectomy  shows 
that  the  uterus  has  an  extensive  nervous  connection  with  the 
abdominal  brain.  In  this  operation  one  cuts  off  the  great  hypo- 
gastric plexus,  and  I  have  seen  an  alarming  rise  of  temperature 
(lU3°j,  disturbed  respiration  and  circulation,  all  from  cutting  the 
hypogastric  plexus.     The  disturbance  was  not  due  to  infection, 
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as  almost  all  of  it  arose  in  a  few  hours  after  the  operations.  Oc- 
casionally taking  out  the  appendages  causes  shock,  but  as  the 
ovarian  plexus  is  small  the  shock  is  limited. 

6.  The  genital  and  the  urinary  organs  both  arise  from  the 
same  AVolffian  body,  they  are  anatomically  and  physiologically 
connected,  and  both  liave  an  enormous  nerve  supply,  so  that 
damage  to  one  often  injures  the  other  by  reflex — e.tj.^  vaginal 
hysterectomy  I  have  known  to  cause  death  by  inducing  nephritis 
a  few  days  succeeding  the  operation. 

T.  The  close  connection  between  genitals  and  nerve  system  is 
clearly  seen  from  the  terrible  nerve  storms  which  flash  over  the 
system  from  irritation  (manual,  instrumental,  or  pathological) 
of  the  genitals — e.g.^  irritating  the  clitoris  quickly  disturbs  the 
woman's  whole  nerve  balance. 

8.  The  great  nerve  connection  of  genitals  and  centres  indi- 
cates that  all  irritation  should  be  at  once  removed,  all  preputial 
adhesions  on  the  clitoris  should  be  broken  up,  and  the  same  with 
those  of  the  prepuce.  In  short,  all  pathological  ctmditions  of  the 
genitals  should  be  at  once  righted,  so  that  the  nerve  balance  may 
be  maintained. 

Gray  says : 

1.  That  there  is  no  proof  that  genital  irritation  in  the  male 
or  female  can  cause  nervous  or  mental  disease,  except  in  a  pre- 
disposed individual. 

2.  That  the  proof  is  not  yet  absolute  that  genital  irritation 
can  produce  nervous  or  mental  disease,  even  in  a  predisposed 
individual. 

3.  That  there  is  undoubted  proof  that  the  relief  of  genital 
disease  in  the  male  and  female  will  often  relieve  certain  nervous 
diseases,  such  as  migraine,  hysteria,  epilepsy,  simple  nervousness, 
and  hallucinatory  insanity.  I  believe,  however,  that  an  opera- 
tion should  only  be  done  in  an  insane  female  after  the  acute 
period  of  insanity  has  passed  and  when  convalescence,  under 
proper  treatment,  has  begun  but  is  not  progressing  favorably. 

826  Fourteenth  street,  N.  W. 
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Ilonorani  Presidents — Spencer  Wells,  Granville  Bantock, 
Simpson,  Martin,  Gusserow,  Winckel,  Pawlik,  Pean,  Pinakd, 
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report  on  symphysiotomy. 
MoiusANi,  of  Naples  ;  Pinakd,  of  Paris  ;  Lkopold,  of  Dresden. 

^foRisAM  (Naples). — From  tlieoretical  considerations  and  from 
clinical  experience  symplivsiotomy  is,  within  certain  limits,  a  per- 
fectly jusritiable  operation.  These  limits  should  be  accurately 
determined  ;  Morisani,  for  his  part,  does  not  uphold  the  opera- 
tion when  the  conjngata  vera  is  less  than  67  millimetres  (2|- 
inches).  The  maximum  limit  should  not  exceed  86  millimetres 
(3^  inches). 

Tiie  fetus  should  be  living;  when  the  fetus  is  dead  a  dimi- 
nution of  the  fetal  diameters  rather  than  a  symphysiotomy  is 
indicated. 

The  indications  for  the  operation  are,  generally  speaking,  the 
following:  pregnancy  should  be  advanced  to  term,  and  labor 
have  almost  completed  dilatation.  The  operative  technique  is 
well  known.  The  question  as  to  whether  the  symphysis  shall 
be  divided  from  above  downward  or  from  ijelow  upward  is  of 
no  importance,  but  it  is  imporiant  to  know  whether  the  sub- 
pubic ligament  should  be  incised.  In  opposition  to  the  opinion 
held  by  Leopold,  Morisani  believes  that  it  should  be  completely 
divided,  in  order  that  the  complete  separation  of  the  pubic  bones 
may  be  assured. 

After  section  of  the  symphysis,  parturition  may  be  left  to 
Nature,  except  that  too  feeble  contractions  necessitate  the  use 
of  the  forceps. 

Morisani  does  not  believe  the  osseous  suture  recommended 
by  Zweifel  to  be  useful,  nor  does  he  approve  of  preparations  of 
plaster.  A  simple  restraining  bandage  Avith  approximation  of 
the  thighs  is  all-sufficient. 

*  Special  report  for  tliis  Journal,  by  Prof.  .J.  Emilio  Curatulo,  of  Rome. 
Translated  from  the  Italian  by  Dr.  Aimce  Raymond-Schroeder. 
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The  fetus  beini^  alive,  he  believes  syraphjsiotoinj  to  be  pre- 
ferable to  embryotomy,  and  even  to  the  Cesarean  section.  He 
is  not  yet  certain  whether  in  cases  of  deformed  pelvis  it  is 
preferable  to  induce  premature  labor  or  to  wait  until  term  and 
perform  symphysiotomy.  lie  does  not  indorse  the  proposed 
union  of  induced  labor  and  symphysiotomy  nor  of  symphysi- 
otomy and  embryotomy.  From  the  preceding  remarks  he  draws 
the  following  conclusions : 

1.  Symphysiotomy  is  a  justifiable  operation;  by  its  means  a 
well-developed  fetus  at  term  can  traverse  a  pelvis  which  is  con- 
stricted within  certain  limits. 

2.  It  is  an  ill-advised  operation  when  the  fetus  is  dead  or 
dying. 

3.  As  a  usual  thing  it  is  to  be  performed  at  term,  when  dila- 
tation is  nearly  completed.  Under  the  existing  conditions  of 
practice,  premature  induction  of  labor  and  symphysiotomy  are 
not  to  be  united.  In  a  few  cases  symphysiotomy  may  be  joined 
to  embryotomy  of  a  dead  fetus. 

4.  The  operative  measures  described  by  us  are  the  simplest 
and  surest ;  it  is  of  no  particular  importance  whether  Galbiati's 
curved  instrument  or  a  strong-bladed,  probe- pointed  bistoury  be 
used  to  cut  the  intrapubic  cartilage ;  the  section  may  be  made 
from  above  downward  or  from  below  upward,  but  the  subpubic 
ligament  must  be  divided. 

5.  After  the  operation  the  obstetrician  must  be  sure  that  the 
iliac  bones  are  separated. 

6.  When  the  conjugate  has  a  diameter  of  81  millimetres  (3:^ 
inches)  or  more,  it  is  well,  l)efore  dividing  the  symphysis,  to 
attempt  extraction  with  the  forceps;  in  the  interest  of  the  fetus, 
however,  do  not  push  its  use  too  far. 

7.  After  division  of  the  symphysis  the  forceps  is  usually 
useful,  although  by  no  means  indispensable. 

8.  Osseous  suture  and  immobilizing  apparatus  are  unnecessary ; 
it  is  bad  practice  to  place  foreign  bodies  between  the  lips  of  the 
wound. 

9.  Symphysiotomy  is  to  be  preferred  to  embryotomy  when 
the  fetus  is  living,  and  is  destined  to  replace  Cesarean  section. 

10.  Further  discussion  is  needed  to  decide  the  question  whether, 
when  indications  are  shown  in  the  first  weeks  of  the  ninth  month, 
it  is  better  to  induce  premature  labor  or  to  await  term  and  open 
the  symphysis.  Previous  to  that  date  symphysiotomy  at  term 
is  preferable. 

1 1.  Ischio-pubiotomy  is  entirely  different  from  the  pelviotomj 
of  Aitken  and  Galbiati ;  it  may  be  given  the  name  of  its  inven- 
tor (Faraboeuf),  and  constitutes  a  valuable  resource  in  cases  of 
constricted  pelvis  caused  by  anchylosis  of  one  of  the  sacro-iliac 
synchondroses  (Naegeli's  oblique  oval  pelvis). 

12.  Bad  results  of  symphysiotomy  may  be  attributed  to  the 
fact  of   the  operation  having  been  performed  outside  of  the 
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limits  indicated,  and  dej)eiid  upon  (a)  tlie  time  durintj  laLor 
when  oiKTatioii  is  undertaken,  (i)  the  method  of  execution,  (c)  pre- 
vious bad  treatment  of  the  genital  j)arts,  {d)  special  conditions 
affecting  the  patient.  Death  of  the  fetus  may  be  attributed  to 
{a)  tardy  intervention,  (6)  accidental  circumstances,  (c)  operative 
measures  necessary  for  its  extraction. 

PiNARD  (Paris)  reported  to  the  Congress  not  only  the  results 
of  his  clinical  experience,  but  the  anatomical  studies  of  Fara- 
boeuf.  lie  is  an  enthusiastic  upholder  of  symphysiotomy  and 
desirous  of  its  more  extended  adoption  in  preference  to  many 
other  obstetric  operations.  By  experience  he  has  learned  that  in 
primiparfe,  before  incising  the  symphysis,  it  is  well  to  dilate  the 
soft  parts  by  the  aid  of  Champetier  de  Ribes'  balloon,  in  order 
to  avoid  laceration  of  the  soft  parts.  Much  may  be  done  to 
prevent  laceration  by  following  Yarnier's  advice  to  bring  the 
patient's  thighs  close  together  when  the  head  is  engaged. 

When  tiie  pelvis  is  enlarged  by  means  of  the  operation, 
should  the  forceps  be  applied,  as  has  hitherto  been  the  rule  in 
the  Baudelocque  clinic  ?  Pinard  thinks  not.  He  is  at  present 
studying  the  question  of  the  best  substitute  for  the  forceps. 

The  statistics  of  Pinard's  clinic  for  the  year  1893  in  regard  to 
symphysiotomy  in  obstetrical  operations  show  that  there  were 
no  cases  of  einbryotomy  on  a  living  child  and  no  artificially  in- 
dtLced  labors.  There  were  only  a  few  cases  where  the  forceps 
was  applied. 

This  revolution  in  obstetrical  practice  is  due  to  symphysiot- 
omy, Pinard  having  during  the  past  year  carried  out  with  more 
than  usual  strictness  the  following  precepts: 

1.  Relinquishment  of  artificially  induced  labor  in  all  cases 
where  symphysiotomy  would  permiit  of  the  passage  of  the  head 
of  the  fetus  at  term. 

2.  Relinquishment  of  application  of  forceps  for  osseous  re- 
sistance of  any  part  of  the  pelvic  basin. 

3.  Absolute  relimjuishment  of  embryotomy  of  a  living  fetus. 

4.  Temporary  enlargement  of  the  basin  "(by  means  of  sym- 
physiotomy, pui>iotomy,  ischio-pubiotomy,  coccygotomy)  in  all 
cases  of  osseous  resistance,  when  the  head  is  in  good  position, 
and  when  it  can  be  predicted  that  the  operation  w'ill  enable  the 
head  to  pass. 

5.  Utero-ovarian  amputation  in  cases  of  absolute  constriction. 
In  conclusion   Pinard  told  the  reasons  for  his  conversion  to 

his  present  opinion,  w^hich  is  the  substitution  of  symphysiotomy 
and  kindred  operations,  whose  object  is  to  enlarge  the  parturient 
canal,  for  destruction  of  the  life  of  the  fetus  or  disturbance  of 
its  intrauterine  development  by  causing  its  premature  birth, 
thus  exposing  to  death  or  to  a  precarious  existence  beings  whose 
lives  might  be  saved  wntliout  injury  or  peril  to  the  mother. 

Leopold  (Dresden)  believed  that  \vhile  symphysiotomy  was 
entitled  to  a  high  place  among  contemporary  scientific  methods, 
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it  was  not  applicable  in  ))rivate  practice  and  wonld  liave  to  be 
reserved  for  clinical  institutions.  The  dangers  attending  it 
(hemorrhage,  lesions  of  the  vagina,  sepsis),  and  even  the  dithciil- 
ties  of  the  post-operatory  treatment,  render  it  improbable  that 
in  private  practice  it  will  ever  be  used  as  a  substitute  for  ver- 
sion and  emhnjotoiinj.  lie  believes  that  symphysiotomy  may 
be  performed  wdien  the  diameter  of  the  con jngata  vera  is  only 
6.5  centimetres  (2|  inches),  but  prefers  craniotomy  in  such  a  case. 
Symphysiotomy  is  to  be  resorted  to  only  when  we  have  not 
been  able  to  induce  labor  earlier  in  pregnancy,  and  when,  at 
term,  version  followed  by  manual  extraction  has  been  unsuc- 
cessful. 

Discussion. 

Sanger  stated  that  he  did  not  believe  symphysiotomy  to  be 
preferable  to  Cesarean  section,  even  in  cases  where  it  was  con- 
sidered to  be  perfectly  indicated.  Cesarean  section  is  more 
prompt  and  the  post-operatory  treatment  is  almost  nil. 

ZwEiFEL,  in  opposition  to  Leopold,  believed  that  symphysi- 
otomy is  an  operation  possible  to  all  physicians,  and  certainly 
destined  to  become  generally  adopted.  He  accepted  the  limits 
of  6.5  centimetres,  which  is  very  nearly  the  same  measurement 
as  that  given  by  Morisani.  For  the  soft  parts  he  advised  trans- 
verse suprapubic  incision,  and  section  of  the  symphysis  by  means 
of  a  ])robe-pointed  bistoury.  Separation  of  the  legs  is  to  be 
avoided. 

Varnier,  statistics  in  hand,  combated  Leopold's  opinion,  and 
held  that  symphysiotomy  is  from  every  point  t>f  view  prefer- 
able to  induced  premature  labor  and  to  version,  and  stated  that 
even  at  the  present  time  the  results  of  the  operation  in  private 
practice  demonstrated  the  possibility  of  its  becoming  generally 
adopted. 

MoRTSANi  and  Leopold  in  their  replies  upheld  their  previous 
statements,  and  the  former,  taking  advantage  of  a  report  by 
Mancusi  of  eight  symphysiotomies,  some  of  which  would  appear 
not  to  have  been  indicated,  said  that  in  order  to  avoid  unmerited 
discredit  the  operation  should  be  performed  strictly  within  the 
limits  prescribed  by  him  and  accepted  by  the  majority  of  ob- 
stetricians. Other  obstetrical  procedures,  such  as  version  and 
induced  labor,  were  not  to  be  altogether  abandoned,  since  they 
were  oftentimes  indicated. 

TREATMENT   OF   THE    PEDICLE    AFTER   SIYOMECTOMY. 

Mangiagalli,  of  Milan,  a/irf  Martin,  of  Berlin. 

Mangiagalli  remarked  that  his  task  would  have  been  an 
easier  one  a  few  years  ago,  when  completely  vaginal  orabdo- 
mino-vaginal  hysterectomies  were  as  yet  unknown  and  it  was 
only  necessary  to  decide  between  the  external  and  the  internal 
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treatment  of  the  pedicle — a  question  which  used  to  be  tlie  centre 
of  all  discihssions  upon  uterine  myoniectoniy.  In  these  days 
there  are  more  important  matters  to  discuss  than  the  treatment 
of  the  pedicle.  That  this  is  not  of  the  first  importance  is  shown 
by  the  fact  that  he  is  prepared  to  show,  by  statistics  whose  truth 
he  has  proved,  that  all  the  methods  of  treating  the  pedicle  are 
good  and  that  all  are  in  process  of  ini])rovenient.  Statistics,  in 
fact,  demonstrate  that  the  mortality  is  diminishing  yearly,  with- 
out reference  to  the  method  used.  On  the  other  hand,  in  rela- 
tion to  the  i)rognosis  of  the  operation,  more  attention  should  be 
given  to  other  considerations  which  have  been  too  much  neg- 
lected and  which  relate  to  the  seat  of  the  tumor.  "Whatever 
the  method  of  operation,  intraligamentous  myomata  give  worse 
results  than  others,  and  the  bad  results  increase  with  the  size  of 
the  tumor.  These  tumors  should  tlierefore  be  placed  in  a  cate- 
gory by  themselves,  since  they  give  a  mortality  much  greater 
than  that  in  the  case  of  subserous,  submucous,  or  interstitial 
tumors,  which,  as  a  rule,  whether  b}'  the  external  or  the  intra- 
abdominal treatment,  give  a  mortality  of  only  5  per  cent. 

From  18S7  to  1893  he  performed  80  hysteromyomectomies, 
using  all  the  methods,  and  the  mortality  was  11 — that  is  to  say,  a 
percentage  of  13.75  deaths.  Mangiagalli  summed  up  as  fol- 
lows : 

1.  Comprehensive  statistics  cannot  give  satisfactory  results, 
owing  in  part  to  the  heterogeneous  nature  of  the  materials  upon 
which  they  are  based,  in  part  to  errors  due  to  the  fact  that  they 
are  compiled  from  the  reports  of  operators  who  quote  isolated 
cases  as  well  as  from  those  who  have  a  vast  experience,  and  in 
part  from  the  fact  that  many  lethal  cases  are  never  published. 

2.  Individual  statistics  are  of  great  value,  but  are  often  defi- 
cient in  analyses  of  cases. 

3.  Statistics  show  that  the  mortality  of  the  operation  is  pro- 
gressively decreasing,  whatever  the  method  used,  and  that  each 
method  can  claim  magnificent  results. 

4.  The  importance  of  treatment  of  the  pedicle  in  the  prog- 
nosis of  hysteromyomectomy  has  been  greatly  exaggerated. 

5.  Other  general  and  local  conditions  are  deserving  of  more 
attention.  Among  these  may  be  mentioned  as  of  prime  impor- 
tance the  intraligamentous  development  of  the  tumor,  which 
increases  the  gravity  of  the  prognosis  in  proportion  to  the  vol- 
ume of  the  tumor. 

6.  In  a  consideration  of  the  results  obtained  by  the  various 
methods,  it  is  essential  to  make  a  distinction  betwe^en  fibromata 
which  develop  within  the  ligaments  and  the  other  varieties  of 
fibroma,  subserous,  submucous,  and  interstitial.  In  this  second 
class  the  mortality  is  about  5  per  cent  by  both  methods,  and  it 
is  not  likel}^  that  this  prognosis  would  be  improved  by  total 
ablation,  whether  abdominal  or  abdomino-vaginal. 

7.  With  the  exception  of  a  few  cases  to  be  determined  by  the 
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clinician,  the  external  method  must  yield  the  palm  to  the  endo- 
peritoneal  method,  by  which  it  has  been  proved  tliat  a  lower 
death  rate  is  obtained  with  an  avoidance  of  some  of  the  draw- 
backs of  the  extraperitoneal  mctiiod. 

S.  As  a  rule,  preference  is  to  be  j^iven  to  Zweifel's  method 
because  of  its  simplicity  and  rapidity.  Mangiajralli  would, 
however,  object  to  the  substitution  of  the  elastic  ligature  for  a 
silk  ligature  lohen  the  former  is  covered  by  a7i  edge  of  perito- 
neum. 

9.  Intraiicriinentous  fibromata  show  a  high  mortality,  and  the 
question  of  the  method  to  be  used  is  of  importance.  Total 
ablation  by  the  abdominal  method  might  be  valuable. 

10.  Paginal  hysterectomy  for  tibromata  may  be  considered  as 
a  valuable  aiiquisition  to  science,  and  by  forcipressure  and  mor- 
cellement  its  boundaries  have  been  greatly  extended,  but,  not 
being  a  method  of  universal  application,  it  should  not  be  com- 
pared with  the  foregoing.  It  may  profitably  replace  castration 
when  this  is  indicated,  and  in  general  may  be  applied  where  the 
size  of  the  uterus  is  not  greater  than  that  of  a  gravid  uterus  at 
four  months. 

Martin  (Berlin)  first  gave  a  brief  history  of  myomectomy  and 
its  principal  modifications,  and  then  stated  that  the  care  given 
by  operators  at  all  times  to  the  treatment  of  the  pedicle  showed 
that  it  has  always  been  considered  a  source  of  dangers,  chief 
among  which  were  hemorrhage  and  infection.  Since  these 
dangers  were  due  to  the  presence  of  the  pedicle,  it  was  a  logical 
procedure  to  abolish  it,  wherefore  Martin,  in  1888,  decided  to 
substitute  total  ablation  of  the  uterus  for  supravaginal  amputa- 
tion. He  began  by  total  extirpation  of  the  uterus  by  the  abdo- 
minal method.  At  first  it  was  his  practice  to  leave  a  drainage 
tube  in  the  peritoneal  cavity,  and  the  mortality  was  30.23  per 
cent  ;  after  suppressing  drainage  the  mortality  fell  to  9.25  per 
cent.  In  a  later  series  of  operations  the  mortality  was  only  3.84 
per  cent,  due,  as  Martin  believes,  to  the  following  procedures: 
{a)  scraping  and  disinfection  of  the  uterine  cavity  and  vaginal 
canal  ;  {h)  laparatomy  ;  {c)  uplifting  uterus  ;  {d)  ligature  and 
section  of  the  broad  and  the  round  ligaments  to  the  cervix  ;  {e) 
opening  of  the  posterior  fornix  ;  {f)  suture  of  the  vagino-peri- 
toneal  border;  {g)  excision  all  around  the  cervix  and  completion 
of  suture  ;  (A)  placing  of  threads  of  suture  in  the  vagina,  and 
closure  of  peritoneum.  In  this  way  he  operated  upon  20  women 
and  obtained  25  complete  cures. 

Dmctri  de  ()tt  (St.  Petersburg)  explained  a  new  method 
of  operation.  After  anesthetizing  the  patient  and  carefully 
disinfecting  the  vagina  with  a  1^2000  bichloride  solution,  he 
scrapes  the  cervical  cavity  and  lower  part  of  uterine  cavity  with 
a  sharp  curette;  if  the  cervix  is  too  narrow  to  admit  the  instru- 
ment he  dilates  by  the  use  of  Hegar's  dilators.  He  then  disin- 
fects the  cervical  canal  with  the  bichloride  solution,  and  canter- 
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izes  it8  surface  as  liitjli  up  as  i)ossihle  with  a  Paquelin  tlienno- 
cautery.  This  process  hists  about  ten  minutes,  and  he  then 
tampons  the  vagina  with  iodoform  gauze.  After  this  he  opens 
the  abdiuninal  walls,  removes  the  tumor  found  by  the  libroma- 
tous  uterus,  and  ligates  the  broad  ligaments,  which  he  removes 
in  part.  In  this  ligature  he  endeavors  to  include  and  compress 
a  portion  of  the  uterine  tissue,  in  order  to  prevent  hemorrhage 
from  the  uterine  arteries,  and  this  enables  him  to  dispense  with 
the  elastic  ligature.  When  the  ligature  is  completed  the  uterus  is 
amputated,  following  a  plane  perpendicular  to  its  vertical  axis. 
Any  portion  of  the  cervical  cavity  remaining  in  the  stump  is 
cauterized,  and  the  whole  surface  of  the  section  is  lightly 
touched  with  the  thermo-cautery.  Finally,  if  the  above-men- 
tioned ligature  is  not  sufficient  to  assure  complete  hemostasis, 
he  passes  two  strong  ligatures  through  the  pedicle  from  before 
backward  (one  centimetre  =  two-fifths  of  an  inch  below  the 
superficial  surface  of  the  section,  and  near  the  cervical  canal 
without  penetrating  it),  these  ligatures  l)eing  placed  one  to  the 
right  and  the  other  to  the  left,  and  each  tied  on  the  same  side  in 
which  it  has  been  applied.  By  means  of  these  ligatures  nearly 
all  the  tissue  composing  the  uterine  cervix  is  bound,  but  the 
canal  remains  permeable,  and  two  small  portions  of  uterine 
tissue  remain  untouched  anteriorly  and  posteriorly.  Should  the 
cervix  be  too  voluminous,  and  should  there  be  any  reason  to 
fear  a  hemorrhage  from  the  tissues  not  included  in  the  ligature, 
it  would  only  bo  necessary  to  place  two  ligatures  bisecting  the 
first  ones  at  a  rio^lit  angle.  The  advantaijces  of  the  ligatures  de- 
scribed  consist  in  the  fact  that  they  compress,  Avithout  excep- 
tion, all  the  cut  blood  vessels  which  open  on  the  surface  of  the 
stump,  and  that  the  cervical  canal  is  not  compressed  as  in 
Kocher's  process,  but  remains  open  and  allows  of  a  free  passage 
for  secretions.  He  then,  by  means  of  a  long  buttonhole  sound, 
introduces  from  above  downward,  through  the  whole  length  of 
the  cervical  canal,  an  iodoform  wick,  whose  upper  extremity 
should  not  project  beyond  the  surface  of  the  section.  He  does 
not  cover  the  stump  with  peritoneum  (II,  Treub),  as  it  is  not 
further  exposed  to  infection.  When  the  stump  is  disposed  of 
in  the  abdomen  he  performs  the  abdomiTial  suture,  and  tampons 
the  vagina  with  iodoform  gauze,  pushed  up  to  meet  the  lower 
end  of  the  wick  tampon  mentioned,  which  is  withdrawn  on  the 
fourth  or  fifth  day  after  the  operation.  The  advantages  of  the 
modifications  introduced  by  him  are  : 

1.  A  shorter  operation,  owing  to  the  extreme  simplicity  of 
the  methods  used  ;  the  stump  is  not  covered  and  subsequent 
hemorrhage  can  be  easily  checked,  danger  of  infection  is 
greatly  lessened,  and  shock  is  much  less  frequent.  These  pro- 
cesses tend  to  make  the  operation  resemble  a  simple  ovariot- 
omy, the  difference  consisting  merely  in  the  manner  of  applying 
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the  ligature  and  disinfectiiii;-  the  pediole — tlie  nature  of  tlie  pedi- 
cle itself  deterniinin*!:;  this  ])r()(:ess. 

2.  Antisepsis  of  the  parts  is  more  perfect,  the  whole  ^enital 
canal  being  subjected  to  thorough  disinfection— that  is  to  sav, 
complete  preventive  disinfection  of  the  mucosa — by  mechanical 
and  chemical  means,  application  of  the  red-hot  iron,  and  draiu- 
age  through  the  cervical  cavity  by  means  of  the  iodofcjrm  wick- 
ing.  His  method  of  treating  the  uterine  stump  (cauterization, 
ligature,  permeability  of  the  cervix,  drainage)  forms  a  radical 
difference  between  his  treatment  and  that  of  other  authorities. 
The  permeability  of  the  cervical  canal  insuring  drainage,  tlie 
retention  of  septic  products  is  avoided,  and  there  is  a  better 
chance  of  obtaining  prompt  and  aseptic  closnre  of  the  canal  at 
the  point  of  section  by  the  union  due  to  sul)sequent  reaction. 

3.  Complete  hemostasis  is  no  more  difiicult  to  obtain  than  in 
the  case  of  the  large  pedicle  of  a  cyst  which  is  divided  into 
several  portions.  Additional  isolated  ligatures  may  be  applied 
to  any  openings  of  blood  vessels  which  are  of  large  size. 

4.  The  after-care  of  the  patient  does  not  differ  essentially 
from  that  usually  given  when  the  intra-abdominal  method  is 
used. 

De  Ott,  not  wishing  to  take  the  time  to  describe  all  the  cases 
upon  which  he  has  operated,  simply  stated  the  results  of  24 
cases  operated  upon  according  to  his  method.  He  had  only  one 
death,  that  is  to  say,  a  mortality  of  4.3  per  cent,  while  previous- 
ly the  mortality  of  31  cases  of  supravaginal  uteromyomectomy 
was  24.4  per  cent.  The  name  which  he  gives  to  his  process  is 
uteromyomectomy  reseinblin<j ovariotomy .  Covering  the  pedicle 
with  peritoneum  has  been  given  up  in  this  operation  as  in 
ovariotomy.  The  temporary  communication  of  the  abdominal 
cavity  with  the  external  air  is  not,  in  actual  practice,  productive 
of  any  harm,  as,  indeed,  is  demonstrated  by  the  brilliant  results 
obtained  in  cases  of  vaginal  extirpation  of  the  uterus,  an  opera- 
tion in  which  this  communication  with  the  external  air  is  much 
greater.  Clinical  data  show  that  the  cervical  canal  closes  at  the 
surface  of  section  in  a  very  short  time  after  the  operation. 
Neither  a  large  stump  nox  great  vascularity  interferes  in  the 
least  with  the  operative  procedures  given,  which  are  likewise 
well  adapted  to  amputation  of  the  gravid  uterus,  such  as  De  Ott 
has  twice  been  obliged  to  perform. 

Bantock  (London)  read  the  following  communication  on  the 
subject :  In  a  paper  which  I  read  before  the  American  Gyne- 
cological Society  in  1887,  I  detailed  the  steps  by  which  I  had 
been  led  into  the  adoption  of  the  extraperitoneal  method  of 
treating  the  pedicle  in  abdominal  hysterectomy  in  preference  to 
the  intraperitoneal  method.  I  theai  pointed  out  that  in  my  first 
case  (November,  1878)  I  adopted  a  method  which  in  its  essen- 
tials was  that  which  was  subsequently  popularized  by  Schroder, 
and  which  even  now  has  its  advocates.     1  related  how  failure  to 
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arrest  the  bleeding  from  the  stump  of  a  pedunculated  fibroid  by 
lueatis  of  the  ligature  and  suture  in  more  than  one  ease  of  large 
pedicle  compelled  me  to  have  recourse  to  the  extraperitoneal 
method  with  successful  results,  and  how  the  Klij)ping  of  the  liga- 
ture in  two  cases  of  small  pedicle,  with  a  fatal  result  in  each, 
contirmed  me  in  my  determination  not  to  employ  the  intraperi- 
toneal method  if  I  could  by  any  means  avoid  it.  I  pointed  out 
how  simple  and  safe  was  the  operation  of  supravaginal  hysterec- 
tomy in  cases  where  the  broad  ligaments  were  long  and  the 
uterus  could  be  raised  well  out  of  the  pelvis  ;  that  while  in  some 
cases  the  immediate  application  of  the  serre-neud  was  possible 
without  any  preparation,  in  others  it  was  necessary  to  make  a 
pedicle  for  one's  self;  and  I  described  the  method  I  adopted 
in  the  latter  case  when  the  broad  ligaments  were  short  and  it 
was  incumbent  to  gain  such  increase  in  the  length  of  the  pedicle 
as  would  make  it  possible  to  apply  the  serre-neud — a  method 
which  consisted  in  first  securing  the  broad  ligaments,  either 
temporarily  .by  means  of  forceps  or  elastic  ligature,  or  per- 
manently by  an  ordinary  transtixing  ligature  on  each  side,  the 
dividing  them  near  the  uterine  cornua  so  as  to  allow  the  uterine 
body  to  be  raised  up,  and,  finally,  applying  the  serre-neud 
when  sufficient  length  of  pedicle  had  been  thus  obtained.  But 
I  soon  found  that  this  did  not  suffice  for  some  cases — as,  for 
example,  when  the  lower  segment  of  the  uterus  and  one  or  both 
broad  ligaments  were  involved — and  it  then  became  necessary 
to  develop  the  operation  further  in  the  same  direction.  It  is 
this  further  development  I  now  desire  to  bring  to  your  notice. 
For  the  purpose  of  description,  and  as  illustrating  the  way  it 
came  about,  it  will  be  convenient  to  describe  the  first  case  in 
which  I  adopted  the  method.  The  tumor  was  an  example  of 
the  multiple  fibroid  variety,  of  somewhat  globular  form,  much 
nodulated,  and  occupying  the  abdomen  from  the  pubes  to  mid- 
way between  the  umbilicus  and  the  sternum,  and  weighing 
about  six  pounds.  The  cervix  was  somewhat  elevated,  nearly 
an  inch  in  length,  and  passed  at  once  into  the  abdominal  mass, 
which  on  its  pelvic  aspect  presented  the  same  nodular  charac- 
ter. On  the  left  side  one  nodule,  the  size  of  a  hen's  egg,  stood 
out,  as  if  quite  separate,  and  occupied  a  position  between  the 
layers  of  the  broad  ligament  below  the  level  of  the  os  externum; 
On  delivering  the  tumor  through  an  abdominal  incision  about 
seven  inches  long,  several  small  subperitoneal  fibroids  were 
brought  into  view  low  down  on  the  posterior  aspect,  and  it  was 
at  once  evident  to  me  that  a  method  must  be  adopted  different 
from  any  I  had  hitherto  employed.  After  the  application  of  a 
temporary  elastic  ligature  around  tlie  mass  as  near  its  base  as 
possible,  the  peritoneum  was  divided  all  around  about  three 
inches  in  advance  of  the  elastic  ligature.  The  largest  mass  was 
now  shelled  out,  together  with  several  smaller  fibroids,  and  the 
uterine  body,  which  was  found  to  occupy  a  central  position,  was 
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then  separated  from  its  loose  connections  in  front  witli  tlie 
bladder,  and  at  the  sides  with  the  broad  li^janients,  and  ])0s- 
teriorly  from  its  peritoneal  covering,  by  careful  dissection, 
leaving  a  thin  layer  of  uterine  tissue  attached  to  it,  and  shelling 
out  in  the  process  some  of  the  small  subperitoneal  hbroids 
already  mentioned.  Wlien  the  uterine  body  was  thus  isolated 
as  low  as  the  level  of  the  elastic  ligature — about  that  of  the 
internal  os — the  serre-neud  was  at  once  applied  and  the  ute- 
rine body  cut  away.  When  the  temporary  elastic  ligature  was 
removed  the  raw  surface  was  free  from  bleeding, "and  it  was 
evident  that  the  uterine  arteries  were  under  the  control  of  the 
serre-neud.  It  was  necessary  now  to  secure  union  between  the 
parietal  and  visceral  peritoneums.  For  this  purpose  several 
sutures,  involving  the  peritoneum  only,  were  employed  to  stitch 
them  togetlier ;  and  to  prevent  retraction  doul)ie  sutures  were 
used,  one  at  the  lower  end  of  the  wound  next  the  pubes,  and 
two  on  each  side,  passing  through  the  whole  thickness  of  the 
parietes,  and  tied  over  a  small  roll  of  gauze  to  prevent  their 
cutting  through  the  skin.  At  the  angle  of  the  parietal  wound 
above  the  stump  the  peritoneal  edges  were  secured  to  that  part 
of  the  envelope  which  covered  the  back  of  the  uterus  by  two 
interrupted  sutures,  the  first  of  which  caught  up  the  parietal 
peritoneum  a  quarter  of  an  inch  from  the  edges,  the  second 
involving  the  edges  only,  thus  forming  a  sort  of  collar  around 
what,  for  convenience  sake,  may  be  called  the  stump.  The 
remainder  of  the  w^ound  was  closed  in  the  ordinary  way.  Thus 
the  whole  of  the  raw  surface  was  outside  the  peritoneal  cavity. 
The  sac  thus  formed  was  packed  with  iodoform  gauze.  The 
small  tumor  springing  from  the  left  side  of  the  uterus  below  the 
level  of  the  elastic  ligature  and  serre-neud  was  left  undisturbed 
and  gave  no  subsequent  trouble.  The  complete  success  of  this 
case  opened  up  a  new  field  of  operation,  and  instead  of  rejecting 
as  unsuitable  for  operation  by  any  method  short  of  complete 
extirpation  cases  in  which  the  lower  segment  of  the  uterus,  or 
even  the  cervix  itself,  was  involved,  1  was  enabled  to  attack 
them  on  a  definite  plan,  sui)ject  to  variation  in  the  details 
according  to  circumstances.  It  would  be  wearisome  to  multiply 
cases,  for,  while  the  principle  is  the  same,  the  details  are  very 
variable.  The  essential  steps  of  the  operation  then  are,  viz., 
to  secure  the  broad  ligaments,  and,  if  possible,  the  uterine  ar- 
teries, by  ligature  ;  to  apply  a  temporary  elastic  ligature  around 
the  base  of  the  tumor;  to  divide  the  peritoneal  envelope  of  the 
uterus  all  around,  about  two  to  three  inches  in  advance  of  the 
temporary  ligature  ;  to  isolate  the  uterine  body  down  to  the 
level  of  the  internal  os,  and  there  apply  the  serre  neud  or  per- 
manent elastic  ligature  ;  to  arrest  any  bleeding  that  may  occur 
on  removing  the  temporary  elastic  ligature  ;  and.  finally,  to 
secure  the  uterine  envelope  to  the  parietes  by  double  sutures, 
and  then  remove  any  redundancy  of  tissue  and  pack  the  cavity 
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with  iodoform  an<l  absorbent  ^unze  after  tlie  closure  of  the 
parietal  wound.  Tlie  ovaries  may  be  removed  at  any  con- 
venient sta«jje  of  the  operation.  The  redundant  portions  of  the 
uterine  envelope  are  best  removed  by  means  of  Paquelin's 
cautery. 

I  may  be  asked  what  my  justification  is  for  bringing  tliis 
method  to  the  notice  of  my  professional  brethren,  or  on  what 
grounds  I  base  my  recommendation  of  it.  My  answer  is  the 
low  mortality  that  has  hitherto  attended  the  operation.  Al- 
though the  method  has  been  reserved  for  the  most  difficult 
cases,  in  which  it  was  not  possible  to  employ  any  other  extra- 
peritoneal method,  and  in  which  the  intra])eritoneal  method  or 
complete  extirpation  would  be  unusually  difficult,  the  mortality 
so  far  stands  at  one  death  in  twenty-three  operations.  Kor  can 
even  that  one  death  be  fairly  attributed  to  the  mode  of  opera- 
tion, for  when  the  patient  first  came  under  my  observation  the 
evidence  of  serious  kidney  disease  was  so  marked  that  I  refused 
to  operate.  At  the  end  of  six  weeks,  under  careful  dietetic 
combined  with  medicinal  treatment,  the  amount  of  albumin  in 
the  urine  diminished  so  much  and  tlie  general  condition  so 
improved  that  1  was  induced  to  give  her  "  the  benefit  of  the 
doubt."  This  was  so  far  justified  in  that  the  patient  made  very 
satisfactory  progress  after  the  operation,  with  the  exception  of 
the  character  of  the  urine  ;  and  it  was  not  till  the  sixteenth  day 
that  the  kidneys  gave  signs  of  failure.  The  patient  died  within 
twenty-four  hours  thereafter.  This  method  compares  favorably 
with  complete  extirpation  as  regards  facility  of  execution,  and 
with  the  intraperitoneal  method  also  as  regards  final  results. 
There  is  oidy  one  point  in  which  it  compares  unfavorably  with 
the  latter,  and  that  is  as  regards  the  period  of  convalescence.  I 
admit  most  freely  that  when  a  patient  does  recover  favorably 
after  operation  by  the  intraperitoneal  method  the  period  of  con- 
valescence is  one,  two,  or  even  thi*ee  weeks  shorter  than  that 
which  obtains  under  similar  conditions  by  the  extraperitoneal 
method  ;  but  one  can  hardly  put  a  loss  of  ev^en  three  weeks  into 
comparison  with  the  loss  of  a  life  or  lives.  At  the  meeting  to 
which  I  referred  in  my  opening  sentence,  and  in  reply  to  a 
very  distinguished  gynecohjgist — my  friend  Dr.  Aug.  Martin — 
who  then  advocated  the  intraperitoneal  operation,  I  pointed  to 
the  superiority  of  my  results  by  the  extraperitoneal,  and  said 
that  I  was  quite  content  that  he  should  continue  his  method 
while  I  should  continue  mine,  leaving  it  to  the  future  to  decide 
l)etween  us.  Dr.  Martin  has  abandoned  his  operation,  while  I 
have  been  more  confirmed  in  mine.  I  have  only  to  add  that 
my  total  mortality  under  the  extraperitoneal  method  in  16(5  eases 
is  about  15  percent;  that  while  of  the  first  half  the  mortality  was 
18  per  cent,  that  of  the  second  half  was  12  per  cent,  but  that  of 
the  last  fourth  it  was  onlv  6  per  cent,  or  a  loss  of  three  of  forty- 
four,  these   three   including   the  death  from   Briorht's  disease. 
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When  it  is  borne  in  mind  that  I  do  not  operate  in  more  tlian  a 
fourth  of  the  cases  that  come  under  my  olj.servation,  and  only  in 
those  cases  in  which  the  life  ot  the  patient  is  in  danger  from 
hemorrhage  or  deg-eneration  of  the  tumor  (usually  cystic),  or  in 
which  the  sufferings  of  the  patient  are  such  as  to  demand  surgi- 
cal interference,  i  think  my  recent  results  may  be  considered 
satisfactory. 

MYOMECTOMY   FORCEPS. 

A.  Jacobs  (Brussels)  exhibited  two  forceps,  not  of  his  own 
invention,  which  he  uses  in  myomectomies.  They  have  a 
grooved  movable  clamp,  to  the  two  ends  of  which  the  handles 
may  be  fastened,  either  together  or  in  succession.  He  oi)erates 
in  the  following  manner:  When  the  two  fornices  have  been 
opened  he  applies  two  of  Pean's  forceps  on  the  uterine  arteries 
and  secures  hemostasis.  Then  he  opens  the  abdomen,  lifts  up 
the  tumor,  and  applies  his  own  forcipressure  forceps  to  the  most 
external  part  of  the  broad  ligaments ;  these  ligaments  are  then 
incised,  after  which  he  transfers  the  handles  from  the  vaginal 
parts  to  the  stump,  compresses  them,  and  removes  the  abdomi- 
nal handles.     Then  he  finishes  the  operation. 

J.  Pean  (Paris)  proposed  a 

SPECIAL    METHOD    FOR   THE    EXTIRPATION    OF    CERTAIN    MYOMATA 

which  cannot  be  removed  by  either  the  vaginal  or  the  abdominal 
method.  He  uses  the  transperineal-recto-vaginal  course  to 
remove  such  myomata  as  are  situated  behind  the  uterus  and 
have  pushed  through  the  recto-vaginal  septum  and  taken  a 
downward  direction  toward  the  perineum. 

Pean  incises  the  perineum  up  to  the  peritoneum  and  extir- 
pates the  tumor,  applying  his  own  hemostatic  forceps,  fills  the 
resulting  cavity  (in  wdiich  he  also  inserts  a  tube)  with  pponges 
made  secure  by  a  strong  cord,  gives  antiseptic  lavage  through 
the  tube,  and  then  sutures  the  perineum  by  means  of  a  needle 
mounted  on  a  holder.  Pean  has  used  the  same  method  for  the 
removal  of  carcinomata  situated  high  up  in  the  vagina  or  on  the 
anterior  rectal  wall.  In  his  opinion  it  is  better  in  some  cases  to 
take  the  ischio-rectal  course  than  the  sacral. 

L.  Landau  (Berlin)  stated  that  the  results  obtained  by  the 
endoperitoneal  treatment  in  myomectomy  had  from  the  outset 
been  so  good  (30  cases  with  only  one  death)  tliat  he  thought  it 
best  not  to  abandon  this  method.  In  his  opinion  the  pedicle 
left  in  the  abdomen  is  always  the  cause  of  any  failure  in  the 
operation,  and  that  Schroder's  method  gives  ri»e  to  two  sources 
of  danger  :  first,  necrosis  of  the  pedicle  if  this  have  been  tied 
too  tight ;  second,  hemorrhage  and  infection  if  it  have  not  been 
tied  tight  enough.  He  is  certain  that  the  danger  may  be  di- 
minished by  diminishing  the  volume  of  the  pedicle  as  much  as 
possible.     The  following  are  his  ideas  in  regard  to  the  operative 
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procedures  :  1.  If  myomectomy  is  indicated,  in  the  case  of  tumors 
situated  as  high  as  the  navel,  vaginal  hj'stereetomy  by  morcelle- 
Dient  should  be  performed.  2.  Should  the  tumor  be  even 
larger,  ra[)id  enucleation  l)y  the  abdominal  method  should  be 
performed  and  the  size  of  the  pedicle  be  diminished,  enucleat- 
ing the  myoma  and  then  extirpating  the  stump  through  the  va- 
gina.    3.  The  peritoneal  cavity  should  not  be  completely  closed. 

Carle  (Turin)  reported  114  cases  of  myomectomy  performed 
by  himself.  He  never  operates  unless  the  indications  (pain, 
hemorrhage,  pressure,  etc.)  are  very  clear.  In  11  cases  he  used 
Elegar's  method,  and  had  as  a  result  10  cures  and  1  death  (extra- 
peritoneal). Upon  9  cases  he  used  the  intraperitoneal  method, 
and  had  8  cures  and  1  death.  In  52  cases  he  buried  the  pedicle 
and  had  5  deaths.  In  11  cases  he  operated  through  the  vagina 
with  total  ablation  and  also  with  morcellement,  and  had  no 
deaths.  In  20  cases  of  total  abdominal  hysterectomy  when  he 
used  his  own  method  he  had  20  cures.  In  11  cases  of  vaginal 
enucleation  lie  had  no  deaths. 

Lal'ro  (Naples)  is  a  partisan  of  the  intraperitoneal  method. 
He  collected  statistics  of  412  cases  of  myomotomy  by  the  intra- 
peritoneal method  in  which  the  mortality  was  12.7  per  cent, 
and  of  313  cases  treated  by  the  extraperitoneal  method  which 
gave  a  mortality  of  17.8  per  cent. 

Caldkrini  (Parma)  reported  1  vaginal  hysterectomy  for  my- 
oma, 8  hysterectomies  by  the  external  method  with  1  death  (a 
lumbricoid  passed  into  the  trachea  during  vomiting),  and  12  hys- 
terectomies by  the  internal  method.  From  these  cases  it  would 
seem  that  external  treatment  of  the  pedicle  possesses  some 
advantages.  In  total  hysterectomy  he  had  1  successful  case  and 
2  deaths.  He  reported  an  interesting  case  of  endouterine  my- 
oma (right  border)  in  which  the  uterine  artery  showed  the  rare 
anomaly  of  passing  in  front  of  the  ureters. 

DoYKN  (Rlieims)  exhibited  an  apparatus  consisting  of  forceps 
connected  with  a  pulley  and  chain  to  a  weight,  which  was  used 
to  lift  large  myoraata  up  through  the  opening  in  the  abdomen 
during  myomotomy.  He  also  showed  some  hollow  steel  tubes, 
sharp  at  one  end,  by  means  of  which  an  evidement  may  be  made 
through  the  uterine  cervix  of  large  fibromata  which  push  up  as 
far  as  the  navel  ;  he  endeavored  to  show  how  these  tumors  could 
be  extirpated  per  vaginam.  using  only  one  pair  of  hemostatic 
forceps.  He  would  leave  the  cervix  intact  (contrary  to  the  prac- 
tice of  most  operators)  and  have  a  solid  attachment  above  it. 

J.  Pean  said  in  reply  that  any  one  who  had  not  performed 
many  myomotomies  ought  always  to  use  forcipressure  forceps  ; 
and  this  he  strongly  recommends  after  an  experience  of  200 
cases.  Especially  does  he  advise  their  nse  on  the  sides  of  the 
uterus,  although  in  the  median  line  also  dangerous  anomalies  of 
blood  vessels  are  often  met  with.  He  reminded  Doyen  that 
the  first  myomotomies  successfully  performed  by  Pean  were 
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performed  almost  witliout  proper  instruments,  and  tliat  Doyen 
had  not  operated  during  the  ditiicult  period  of  mjomotomj. 

Menge  (Leipzig)  made  bacteriological  researches  upon  the 
cervix  in  cases  of  uterine  myomata,  with  negative  results.  lie 
quoted  statistics  of  Zweifel's  clinic,  in  which  lie  is  assistant — 93 
cases  with  a  mortality  of  3  per  cent.  He  recalled  the  fact  that 
the  stump  is  nourished  by  the  peritoneum  which  covers  it. 

Chiarleoni  (Catania)  contributed  a  clinical  report  of  17  cases 
operated  upon  for  uterine  fibroids,  2  cases  of  castration  with 
recovery,  1  myomectomy  cured,  1  myomectomy  by  Martin's 
method  in  which  death  occurred  from  hemorrhage,  2  myomot- 
omies  by  Hegar's  method  (tumors  weighing  7,250  and  8,000 
grammes  =  17  and  17^  pounds)  cured,  8  vaginal  hysterectomies 
with  8  cures,  1  abdominal  hysterectomy  cured.  He  predicted 
that  total  extirpation  of  the  uterus  would  be  the  method  in  use 
in  the  near  future. 

The  individual  reports  being  at  an  end,  Martin  took  the 
floor.  He  is  not  a  special  partisan  of  Pean's  method  of  mor- 
cellement^  because  it  does  not  give  a  clear  operating  field;  he- 
sides,  by  its  use  such  dangerous  complications  as  purulent  tubo- 
ovarian  sacs  and  the  various  visceral  adhesions  of  myomata 
were  out  of  reach  and  control.  Moreover,  by  drawing  down 
the  tumor  there  was  danger  of  producing  perilous  subperitoneal 
hematomata. 

Maxgiagalli  (Milan). — To-day's  proceedings  w'iil  have  a 
noteworthy  place  in  the  history  of  hysteromyomectomy,  both 
because  of  tlie  notable  scientific  and  clinical  authorities  here 
gathered  together,  and  ])ecause  of  the  enormous  number  of  facts 
submitted  for  discussion  and  critical  analysis.  Prof.  Jacobs  has 
exhibited  an  ingenious  instrument  which  may  facilitate  the 
operation.  Prof.  Peau  has  given  a  new  process — perineo-colpo- 
recto-hysterectomy.  Prof.  Calderini  has  shown  an  inferesting 
anomaly  of  the  uterine  artery  which  should  he  rememhered  by 
all  operators.  But  in  especial  I  would  call  your  attention  to  the 
reports  of  clinical  results.  Do  they  definitely  and  clearly  resolve 
all  doubts  in  regard  to  the  treatment  of  the  pedicle  \  To  me 
it  appears  that  they  do  not.  Prof.  Martin  has  divided  his  experi- 
ments into  three  periods  :  the  first,  with  no  suture  of  the  peri- 
toneum, mortality  30  per  cent;  the  second,  with  closure  of  the 
peritoneum,  mortality  9  percent ;  the  third,  of  26  cases  in  which 
careful  disinfection  of  the  cervical  canal  preceded  total  hys- 
terectomy by  the  abdominal  method,  mortality  3.8  per  cent. 
Carle  reported  20  successful  cases,  and  Profs.  Calderini  and 
Chiarleoni  reported  some  others.  But  you  have  heard  Bantock, 
who  has  remained  faithful  to  the  extraperitoneal  method,  report 
23  recent  cases  with  only  one  death.  You  have  heard  Menge 
refer  to  almost  a  hundred  cases  operated  upon  by  Zweifel's 
method  with  a  mortality  of  about  3  per  cent.     With  such  re- 
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suits  can  we  assert  tliat  total  abdominal  removal  of  tlie  uterus 
has  solved  tins  much-debated  (juestion  of  the  pedicle  ?  Prof. 
Martin  lavs  irreat  stress  upon  ])revi(>us  disinfection  of  the  cer- 
vical canal,  and  attributes  to  it  the  magnificent  results  obtained. 
But  in  these  other  cases  is  such  an  e.\])lanation  possible  '(  It 
seems  to  me,  therefore,  that  the  question  is  still  open.  The 
statistics  brought  forward  have  not  answered  it ;  and  possibly 
statistics  are  incapable  of  doing  so,  if  operators  do  not  make  up 
their  mijids  to  give  detailed  reports,  taking  into  account  all  the 
general  and  local  conditions  which  might  intiuence  the  l)rog- 
nosis.  Among  these  I  would  especially  mention  intraligament- 
ous development.  From  our  discussion  we  may  perceive  one 
very  comforting  circumstance  for  humanity.  About  live  years 
ago  the  discussions  and  researches  all  related  to  the  diminution 
of  a  mortality  which,  no  matter  what  the  method  nsed,  re- 
mained at  about  25  per  cent  :  now  the  dis(aission  is  in  regard 
to  methods,  some  new,  and  some  merely  modified,  but  which  in 
the  hands  of  some  operators  give  a  mortality  of  5  per  cent. 
However  we  may  discuss  the  matter  and  improve  the  process, 
we  may  well  be  proud  of  the  results  obtained.  I  wish  to  say  a 
woril  in  regard  to  vaginal  hysterectomy,  about  which  I  have 
alreaily  given  my  opinion — an  opinion  which  I  maintain  in  spite 
of  Dr.  Doyen's  report,  which  Pean,  indeed,  has  brilliantly  c(m- 
futed.  I  am  greatly  surprised  to  see  how  much  attention  is  given 
to  the  invention  of  instruments,  such  as  the  one  exhibited, 
which  render  possible  certain  tou?'s  de  force,  such  as  the  re- 
moval through  the  vagina  of  tumors  which  reach  beyond  the 
navel,  when  these  could  be  so  much  more  easily  removed  by  the 
abdominal  method,  and  certainly  with  no  more  risk.  Vaginal 
hysterectomy  is  a  valual)le  resource  in  cases  of  uterine  fibroid, 
but  the  limits  of  its  indications  should  be  clearly  understood, 
otherwise  it  will  be  more  easy  to  attack  than  to  defend  it. 

THE   MECHANICS    OF    SYMPHYSIOTOMY. 

Spinelli  (Naples)  had  studied  the  following  questions  ana- 
tomically and  experimentally:  1.  What  is  the  mechanism  of 
the  separation  of  the  iliac  bones  after  section  of  the  symphysis? 
2.  To  what  extent  may  we  carry  separation  of  the  pubic  bones 
without  serious  lesion  of  the  sacro-iliac  synchondroses  '.  3.  To 
what  extent  is  separation  of  the  pubic  bones  compatiljle  with 
integrity  of  the  vagina,  the  bladder,  and  the  corpora  caver- 
nosa of  the  clitoris  ?  How  is  the  external  tegument  in  front 
of  the  pubis  affected  by  this  separation?  4.  What  is  the  in- 
crease in  the  pelvic  area  ?  5.  What  is  the  minimum  measure- 
ment in  flattened  and  generally  constricted  pelves?  6.  After 
symphysiotomy  wdiat  position  should  be  given  to  the  fetal 
head  ? 

His  conclusions  were  reached  after  many  experiments  upon 
the  cadaver  and  much  clinical  experience.     The  women  upon 
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whom  he  expjritnunted  had  diod  cither  duriiii^  hibor  or  a  few- 
days  after,  and  he  endeavored  by  special  methods  as  far  as  pos- 
sible toa|)proximate  to  natural  conditions.     The  results  obtained 
ditfer  widely  from   those  of  experiments  upon  the  cadavers  of 
women  who  had  not  died  diiriui^-  the  puerperal  period.     The  au- 
thor exhibited  illustrative  plates.     His  conclusions  fire  :     1.  The 
mechanism  of  the  separation  of  the  iliac  bones  after  symphysi- 
otomy is  very  complex,  and  it  may  be  stated  in  general  terms 
that  rotation  occurs  around  an  oblique  axis,  from  above  down- 
ward and  from  without  inward,  owing  to  anatomical  conditions 
of  the  sacro-iliac  articular  surfaces.     2.  The  separation  of  the 
pubic  bones  may  be  carried  as   far  as   10  centimetres  (-1  inches), 
but  no  further.     From   7  centimetres  (2.8  inches)  upward  the 
periosteum   which  serves  as  an   anterior  ligament  to  the  sym- 
physis will  be  torn  ;    this  laceration,  however,  will  not  affect  the 
sacro-iliac  articulation,  and  after  the  bones  are  again  brought 
together  it  will  unite  again.     3.  At  7  centimetres  the  bladder 
and  vagina  are  but  slightly  stretched,  the  tension  increasing  up 
to  10   centimetres.     At  this  point,  during  the  passage  of   the 
head,  laceration  is  imminent.     It  begins  at  the  vagina  and  ex- 
tends to  the  lower  part  of  the  bladder.     During  the  passage  of 
the  head  the  tissues  should  be  supported  by  the  hand  and  the 
head  be  pressed  toward  the  perineum.     The  corpora  cavernosa 
of  the  clitoris  are  not  lacerated  at  10  centimetres,  but  are  put 
strongly  upon  the  stretch.     The  pubic  bones  separate  beneath 
the   integument  as  in  a  sheath ;    at  10  centimetres  the  skin  is 
stretched.     4.  The  increase  in  the  pelvic  area  is  in  proportion 
to  the  extent  of  separation  of  the  pubic  bones.     5.  The  mini- 
mum measurement  in  flattened  and  generally  constricted  pelves 
at  whicii  symphysiotomy  can  be  performed  is  60  millimetres 
(2|  inches).     6.  A  transverse  or  slightly  oblique  position  should 
be  given  to  the  head. 

SPONTANEOUS    PARTURITION    IN    WOMEN    WHO    HAVE    PREVIOUSLY 
UNDERGONE    SYMPHYSIOTOMV. 

Spinelli  (N"aples). — This  circumstance  has  been  observed  by 
obstetricians  since  an  early  date  in  the  history  of  symphysi- 
otomy, and  was  used  by  the  adversaries  of  the  operation  as  an 
argument  against  it.  It  would  seem  that  the  cases  were  not 
studied  with  sufficient  attention. 

SpineUi  quoted  two  cases,  one  of  which  had  occurred  in  his 
own  practice,  and  one  in  that  of  Mancusi,  also  of  Naples.  The 
history  of  Mancusi's  case  is  as  follows  :  Patient  rachitic,  flattened 
pelvis,  conjugata  vera  65  millimetres  (2|  inches).  First  labor, 
cephalotripsy  performed  by  Spinelli ;  second  labor,  syinphysi- 
otomy  by  Mancusi ;  third  labor  spontaneous,  fetus  alive,  at 
term,  of  normal  weight  and  development.  There  is  no  record 
of  observations  of  the  pelvis  during  labor  and  in  the  flrst  days 
of  the  puerperium.  The  author  laid  stress  upon  the  necessity 
17 


258  TRANSACTIONS    OF   THE 

for  accurate  pelvimetry  by  means  of  a  pelvieliseometer,  and 
exhibited  a  sehem.itic  representation  of  the  pelvis  ol)tained 
by  means  of  the  measurements  and  inclinations  of  the  various 
diameters. 

In  his  own  case  the  patient  had  undergone  symphysiotomy 
eight  years  previously  ;  conjugata  vera  77  millimetres  (3  inches). 
The  second  labor  was  spontaneous,  fetus  alive,  at  term,  with  a 
biparietal  diameter  of  98  millimetres  (4  inches).  Spinelli  ex- 
amined the  |)atient  the  second  day  after  labor,  because  she  said 
that  during  labor  she  felt  a  sensation  as  if  the  pelvis  were  open. 
The  author  clearly  recognized  a  dilatation  of  the  pubis.  He 
believed  that  the  separation  of  the  bones  during  parturition  was 
due  to  a  softening  of  the  intrapubic  cicatrix  under  tlie  influence 
of  the  uterine  contractions.  At  this  point  he  reminded  his 
hearers  of  the  softening  of  the  cartilages  of  the  sym])hysis  and 
the  relaxation  of  the  pelvic  ligaments  which  occur  during  preg- 
nancy, and  the  cases  on  record  of  dilatation  and  rupture  of  the 
ligaments  during  labor. 

In  relation  to  the  sabject  under  discussion,  he  recalled  01- 
lier's  statement  forty  years  ago  (1854)  under  the  title  of  pre- 
ventive symphj'siotomy.  This  operation  was  to  consist  in  divi- 
sion of  the  symphysis  during  pregnancy  in  cases  of  pelvic 
constriction  which  would  be  likely  to  prove  an  obstacle  to 
delivery  at  term,  and  then  in  the  favoring  of  cicatrization  by  a 
separation  which  would  be  in  proportion  to  the  degree  of  the 
stenosis.  Oilier  did  not  carry  out  his  idea,  and  the  author  re- 
called it  merely  on  account  of  its  historical  interest.  The  more 
recent  statements  of  Phenomenoff  and  of  Kotchetkoff  in  regard 
to  a  new  process  of  symphysiotomy — autojilastlc jyuhiotoriuj  hy 
"  scorrimento  " — by  which  tlie  pelvic  area  would  be  permanently 
enlarged,  are  so  contrary  to  any  just  notion  of  the  pelvis  and 
the  effects  produced  by  symphysiotomy  that  the  author  rejects 
them  altogether. 

In  conclusion,  in  women  who  have  already  undergone  sjon- 
physiotomy,  if  the  pii])ic  bones  show  mobility  and  the  intrapubic 
ligaments  are  relaxed  and  the  bones  can  be  separated,  the  ])ar- 
turition  should  be  left  to  Nature,  and  forceps  be  applied  if 
necessary. 

A   NEW   PROCESS   OF   GASTROHYSTEROPEXY    FOR   THE   CURE    OF 
UTERINK    PROLAPSE. 

Spixklli  (Naples). — The  author  found  all  the  methods  as  yet 
adopted  more  or  less  imperfect.  The  new  process  which  he  de- 
scribed consists  in  the  following  steps:  1.  Section  of  the  round 
ligaments  at  their  point  of  entrance  into  the  inguinal  canal,  and 
suture  of  the  folds  of  peritoneum  which  have  been  disconnected. 
2.  Formation  of  the  pedicle  by  first  suturing  the  round  liga- 
ments to  the  anterior  surface  of  the  uterus  and  then  to  each 
other.     3.  Suture  of  the  pedicle  to  the  abdominal   wound  by  a 
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triple  layer  of  stitches,  to  the  peritoneum,  the  aponeuroses,  the 
integument.  In  one  case  of  prolapsus  of  twenty  years'  dura- 
tion the  author  had  performed  this  operation  successfully.  The 
credit  of  inventing  the  operation  he  gives  to  Ruggi,  of  Bologna, 
who  performed  it  in  1887. 

THE    IMMEDIATE   AND   REMOTE    RESULTS     OF    THE   SURGICAL   TREAT- 
MENT   OF    UROGENITAL   CLOACA    WITH   TOTAL   OR    NEARLY 
TOTAL    DESTRUCTION    OF   THE    URETHRA. 

Spinelli  (Naples)  gave  a  history  of  the  operation,  which 
went  back  to  Jobert  (1836)  and  Berard  (1845).  Maissonneuve 
was  the  iirst  to  put  it  in  practice,  in  1852.  Morisani  first  tried 
it  in  1878.  liose  does  not  deserve  the  credit  of  tlie  method 
which  several  German  authorities  attribute  to  him.  The  name 
of  mdvo-rectal  obliteration  which  he  gives  to  the  operation  is 
incorrect.  Authorities  have  as  yet  formulated  no  positive  opin- 
ion in  regard  to  the  operation.  Spinelli  beUeves  that  after  his 
communication  the  clinical  demonstration  of  the  therapeutic 
value  of  the  method  will  be  accomplished,  lie  gave  the  his- 
tories of  11  cases,  which  included  the  remote  effects.  The  ob- 
literation of  the  vulva  and  the  formation  of  a  recto- vaginal  fis- 
tula cure  the  urogenital  cloaca  with  destruction  of  the  urethra. 
Urine  and  feces  are  voluntarily  ejected  through  the  rectum. 
Anal  micturition  occurs  every  two,  three,  and  four  hours.  The 
patient  is  not  disturbed  by  this  new  function  of  the  rectum. 

CONSIDERATION    OF   THE    SURGICAL   THERAPY   OF   VAGINAL 
PROLAPSE. 

Truzzi  (iSTovara),  in  cases  where  the  prolapse  was  due  to  a 
deficiency  in  the  supporting  apparatus,  has,  during  the  opera- 
tions of  colporrhaphy  and  colpoperineorrhaphy,  carried  on  some 
experiments  in  the  line  of  the  transplantation  of  decalcified  l»une 
between  the  raw  surfaces  to  be  approximated  by  suturing. 
This  procedure,  which  he  has  used  in  four  cases,  does  not  in- 
terfere with  union  by  first  intention  nor  with  the  subsequent 
functions  of  the  vaginal  canal,  and  its  object  is  to  cause  the  for- 
mation of  a  mass  of  fibrous  connective  tissue,  to  combat  local 
hypertrophy  of  the  soft  parts  by  stinnilating  nutrition  by  the 
presence  of  a  foreign  body  destined  to  absor|)tion,  and  to  replace 
or  to  reinforce  the  sustaining  action  of  the  coliimncB  ver(jarinn^ 
according  to  whether  these  have  been  completely  demolished 
or  not  during  the  operation.  The  transplantation,  in  short,  by 
extending  and  increasing  the  size  of  the  support,  renders  a  re- 
lapse less  probable. 

Decalcified  l)one,  like  catgut,  may  be  preserved  in  the  essen- 
tial oil  of  juniper. 
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NEW    EVIDENCE    IN   THE    STUDY    OF   THE    EFFECTS    OF    OVARIAN 

AND    UTERO-OVARIAN   CASTRATION    UPON    THE   COURSE 

OF    OSTEOMALACIA, 

Truzzi  (Novara)  contributed  the  history  of  6  clinical  cases 
toward  a  study  of  the  beneticial  effects  of  ablation  of  the  gene- 
rative orojans  upon  the  course  of  osteomalacia. 

The  author  has  studied  into  the  exchanges  of  nitrogen  in 
KjeUlahrs  process  and  of  phosphoric  acid,  in  the  case  of  three 
women  suffering  from  osteomalacia,  and  he  is  inclined  to  think 
that  after  such  an  operation  the  processes  of  disassimilation 
tend  to  diminish,  whicli  is  to  the  advantage  of  the  patient's  re- 
eovery  of  strength.  Still,  these  favorable  modifications  of  the 
nnrritive  exchanges  were  not  perceptible  in  the  cases  men- 
tioned until  about  a  month  after  the  operation. 

In  one  of  these  cases  a  histological  examination  of  a  frag- 
ment of  rib  removed  one  hundred  days  after  ntero-ovarian  cas- 
tration showed  that  the  marrow  was  undergoing  an  extensive 
fibrons  transformation,  to  which  the  author  is  inclined  to  attrib- 
ute the  significance  of  a  regenerative  neoformation  of  the  bone 
for  the  myelogenic  reproduction  of  new  trabeculae  and  for  the 
consolidation  of  tlie  bones  softened  by  osteomalacia. 

The  author,  basing  his  conclusions  upon  some  cases  in  whicli 
simple  ovarian  castration  did  not  give  durable  beneficial  results, 
considers  total  ablation  of  both  nterus  and  ovaries  to  be  the  pre- 
ferable operation.  He  does  not  indorse  the  views  of  Petrone, 
and  calls  attention  to  researches  which  are  now  being  prosecuted, 
from  wliicli  it  would  seem  that,  contrary  to  the  ideas  of  Pommer, 
the  medulla  of  bones  has  an  important  bearing  upon  osteoma- 
lacia, and  should  be  considered  at  least  an  important  preparatory 
agent  to  the  action  of  other  causes. 

UPON    THE    POSSIBILITY    OF    REPLACING    THE    UTERUS    IN    POSITION 

AFFER    HAVING    DRAWN    IT    OUT    OF    THE    VAGINA    IN    ORDER 

TO    FAVOR   DESCENT   OF   THE   ADNEXA. 

EuGGi  (Bologna)  discussed  176  vaginal  hysterectomies  per- 
formed under  various  indications;  100  of  them  were  first  ope- 
rated upon  and  the  results  (97  cures)  have  already  been  published, 
and  76  of  them  have  since  been  performed  with  75  successful 
results.  After  this  he  spoke  more  especially  upon  the  subject 
announced,  basing  his  observations  upon  six  cases  which  were 
operated  upon  successfully,  and  reached  the  following  conclu- 
sions: 

1.  It  is  both  possible  and  useful  in  some  special  cases  to  detach 
and  luxate  the  uterus,  displacing  it  externally  with  the  view  of 
cuttinij  the  appendages  through  the  vagina. 

2.  The  re])lacing  of  the  uterus  into  its  normal  position  may  be 
effected  without  trouble,  and  it  may  remain  in  place,  and  even 
perform  its  functions,  providing  that  one  ovary  has  been  spared. 
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3.  When  there  is  hypertrophy  the  ain|)iitation  of  the  iiitra- 
vaujinal 'portion  of  the  cervix  maybe  united  to  this  operation ; 
in  cases  of  normal  uterus  tliis  is  not  necessary.  Should  partial 
mortification  of  the  intravaj^inal  portion  of  the  cervix  folhjvv, 
the  good  results  of  the  treatment  will  not  be  prevented,  but  may 
be  delayed. 

4.  The  replaced  uterus  remains  in  position,  and  that  so  securely 
that  it  is  not  possible  to  doubt  the  solidity  of  the  newly  formed 
attachments. 

THE   METHOD   OF   PERFORMING   THE    PORRO   OPERATION  ;    SIX    CASES 
FOLLOWED    BY    GOOD    RESULTS. 

Bossi  (Genoa). — In  two  of  these  six  cases  the  pedicle  was 
buried  according  to  Scliroder's  method,  in  three  it  was  buried 
and  an  elastic  ligature  was  left  in  place,  and  in  one  total  ablation 
of  the  uterus  in  the  manner  recommended  by  Martin  for  cases 
of  uterine  fibroids  was  performed.  The  elastic  loop,  in  all  three 
cases  where  it  was  used,  was  subsequently  expelled. 

The  author  believed  that  the  last-named  method,  being  an 
extremely  rapid  one,  is  especially  useful  in  urgent  cases;  it 
should  be  accepted  as  a  maxim  that  Porro's  operation,  when 
clearly  indicated,  can  be  appropriately  modified,  witiiout  destroy- 
ing its  integrity,  by  burial  of  the  pedicle  and  also  by  total  abla- 
tion of  the  uterus  ;  that  it  is  easy  of  performance  ;  and  that  it 
should  be  the  ideal  operation  of  the  kind. 

A    CAUSE    OF    ABORTION    WHOSE    FREQUENCY    AND    GRAVITY    ARE    NOT 
SUFFICIENTLY    UNDERSTOOD,    AND    WHICH    IS    EASILY    REMEDIED. 

Bossi  (Genoa). — This  cause  is  retroversion  of  the  uterus. 
Eeduction  of  the  displacement  as  soon  as  perceived,  either  in 
the  first,  second,  or  third  month  of  pregnancy,  by  appropriate 
treatment,  and  the  insertion  of  a  pessary  adapted  to  the  condi- 
tion, in  most  cases,  as  in  the  80  observed  by  Bossi,  prevent 
abortion  and  do  no  injury  to  either  the  patient  or  the  fetus. 
Expectant  treatment  in  such  cases  deserves  condemnation, 

THE    MEDICAL    INDICATIONS    FOR    THE    INDUCTION    OF    ABORTION    AND 
PREMATURE   LABOR,    AND    TECHNIQUE    OF     THE    OPERATION. 

Bossi  (Genoa).— The  induction  of  abortion  and  premature 
labor  in  cases  of  tuberculosis,  cardiac  disease,  etc.,  is  a  subject 
which  merits  greater  attention  than  it  has  as  yet  received. 

As  the  operation  should  be  of  short  duration  (and  not  last  for 
days,  as  used  to  be  thought  advisable),  Bossi  believes  that  it  is 
well  to  dilate  the  cervix  liy  mechanical  means,  which  reduces  the 
time  to  hours  instead  of  days,  and  which  can  be  hastened  more  or 
less,  according  to  circumstances  and  indications.  The  improve- 
ment made  in  his  dilator  by  the  addition  of  a  rubber  tube  to 
each  dilatino;  blade  renders  it  more  difficult  for  them  either  to 
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slip  out  or  to  lacerate  the  cervical  canal,  the  surface  of  which  is 
in  contact  with  rubl)er  instead  of  with  metal.  This  does  away 
in  ^reat  measure  with  the  objections  raised  against  his  method. 

CONTRIBUTION   TO   TUK   STODY  OF    ACKTONURIA  IN   THE   OBSTETRICAL 
AND    GVNEOOLOGICAL    FIELD. 

Bossi  (Genoa). — In  obstetrical  and  gynecoloo^ical  cases  we 
may  meet  with  an  exaggeration  of  normal  aeetonuria,  not  only 
because  of  the  death  of  the  fetus  in  the  uterine  cavity  (exclud- 
ing, of  course,  the  cases  already  noted),  as  Vicarelli  demonstrated, 
but  also  because  of  the  presence  of  non-vital  elements  in  the 
genital  apparatus,  such  as  fragments  of  ovula,  of  placenta,  de- 
composing tumors,  or  tumors  in  process  of  absorption.  In  the 
course  of  his  experimentations  Bossi  performed  laparatomy  upon 
two  bitches,  and  introduced  a  small  live  frog  into  the  peritoneal 
cavity,  which  he  then  closed  by  uniting  the  abdominal  walls. 

In  both  cases  no  acetone  had  been  found  in  the  urine  previous 
to  the  operation,  nor  was  any  found  in  the  first  few  days  after  it 
(twelve  days  in  one,  five  in  the  other);  but  when  the  process  of 
absorption  and  elimination  of  the  foreign  body  began,  aeetonuria 
appeared  and  went  on  progressively  increasing. 

A  live  frog  was  introduced  in  order  to  be  sure  that  the  body 
introduced  was  not  undergoing  decomposition. 

The  experiments  were  made  and  are  being  continued  in  Mara- 
gliano's  Institute  of  Clinical  Medicine  and  in  Mosso's  lal)oratory. 

The  facts  submitted  maybe  of  use  as  adjuncts  in  the  diagnosis 
of  the  presence  of  ovular  residua,  small  polypi  undergoing 
decomposition,  etc.,  in  the  uterine  cavity. 

THE    PROPHYLAXIS    OF    OBSTETRICS    IN    PRIVATE    PRACTICE. 

Bossi  (Genoa). — From  statistics  obtained  in  Genoa,  Milan, 
and  other  large  foreign  centres,  it  has  been  proved  that  the  in- 
stitution of  a  permanent  obstetrical  "  guard "  of  physicians, 
whose  business  is  the  free  assistance  of  poor  women  in  labor 
at  their  homes,  is  the  best  method  of  prophylaxis  against  puer- 
peral fever  and  against  the  considerable  mortality  of  the  fetus 
at  the  time  of  parturition. 

In  Genoa,  where  such  an  institution  is  in  existence,  puerperal 
infection  counts  a  larger  number  of  victims  among  the  rich, 
where  the  obstetrical  guard  does  not  go,  than  among  the  poor, 
where  its  services  are  in  demand.  Such  an  institution,  more- 
over, renders  it  possible,  even  among  the  least  clean  and  the 
most  socially  and  hygienically  miserable,  to  perform  urgent  and 
grave  operations  when  it  would  be  dangerous  or  fatal  to  w^ait  or 
to  transfer  the  patient  to  a  maternity  hospital. 

Besides  many  interventions  (•i."i2),  there  were  four  cases  of 
Cesarean  section  with  good  results  which  were  performed  at 
the  patients'  homes  under  specially   urgent  conditions  by  the 
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obstetrical  guard  in  Genoa,  where  no  such  operation  had  ever 
been  performed  successfully  at  home. 

A  permanent  obstetrical  guard,  even  if  not  called  into  exist- 
ence by  any  tinancial  crisis,  possesses  a  field  of  labor  and  of 
succor  at  least  twenty  times  greater  than  that  furnished  by 
maternity  institutions. 

It  is  greatly  to  be  desired  that  in  the  distribution  of  positions 
in  civic  sanitary  medical  service,  institutions,  municipalities, 
and  provinces  should  give  the  obstetrical  service  into  the  hands 
ot"  the  obstetrical  guard  where  it  exists  (oreating  it  where  it 
does  not  exist),  and  that  its  growth  should  be  encouraged,  it 
having  been  proved  that  it  is  a  dangerous  thing  to  let  oljstetrical 
service  be  mixed  in  with  general  medical  service  or  ordinary 
medico-surgical  cases. 

CONTRIBUTION     TO     THE     STUDY     OF    MARGINATE     PLACENTA     WITH 
ECCENTRIC    OR    MEMBRANOUS    INSERTION    OF    THE   CORD. 

GiGLio  (Palermo). — The  nine  cases  of  raarginate  placenta 
which  he  had  to  report  are  not  classical  in  type,  like  those  first 
described  by  Fal)bri,  still  they  are  partially  marginate.  The 
characters  described  by  Fabbri  and  i)y  Roncaglia  were  also 
present.  In  several  of  the  cases  the  author  would  call  atten- 
tion not  only  to  the  margin,  the  grayish  circle  limiting  the 
chorial  area,  the  collar,  the  eccentric  insertion  of  the  cord,  but 
also  the  noticeably  irregular  formation  of  the  placenta  (trian- 
gular, rectangular,  kidney-shaped)  and  the  membranous  inser- 
tion of  the  cord.  We  see,  then,  that  the  vicious  formation  of 
the  margin  found  by  many  practitioners  may  be  accompanied 
by  other  defects  in  form.  This  assetnt)lage  of  characteristics 
— the  inflammatory  exudations  and  the  hemorrhages  which  are 
found  in  the  marginate  portion,  the  atrophied  condition  of  the 
vessels  of  the  chorial  villi  found  on  the  margin,  the  presence  of 
decidua  which  has  remained  largely  adherent  to  the  chorion — 
draws  attention  to  this  condition  called  marginate  placenta, 
which  has  been  variously  interpreted  by  different  authors. 

Giglio  is  unable  to  give  any  explanation  of  the  condition ;  he 
believes,  however,  that  from  the  fact  that  we  find  an  arrest  of 
development  combined  with  histological  alteration  ot  the  tis- 
sues (which  he  intends  to  demonstrate  after  further  and  more 
minute  researches)  we  may  infer  that  a  marginate  placenta  is 
an  incomplete  placenta  which  has  not  found  the  conditions 
necessary  to  its  perfect  devebpment.  Roncada's  ingenious  ex- 
planation of  the  margin  might  stand,  if  the  margin  were  not  a 
result  of  the  detachment  of  the  chorion,  as  would  seem  to  be 
shown  by  the  weakness  and  atrophy  of  the  remaining  villi, 
which  still  preserve  a  certain  relation  between  the  chorion  and 
the  margin  in  that  zone  merely,  and  also  by  the  subsequent 
inflammatory  processes  (local  exudations  and  hemorrhages). 
The  ring  and  the  collar  might  be  formed  afterward. 
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Giglio  sajs  that  his  ideas  may  be  erroneous  and  those  of 
Koncada  correct,  but  in  that  case  he  cannot  understand  why  the 
maro:inate  portions  are  not  always  found  to  correspond  with 
tlie  shortest  diameters  of  tlie  placenta  instead  of  beiui:  often 
found  in  the  largest  diameters.  Whether  it  is  because  of  the 
natural  tendency  of  bodies  to  assume  their  proper  shape,  or  in 
order  to  make  up  for  the  defect,  the  effort  to  reach  the  physio- 
logical limit  has  to  be  made  by  that  part  of  the  placenta  which 
is  defective.  Often  it  is  unsuccessful,  or  only  partially  success- 
ful, because  the  tissues  in  that  situation  are  more  altered. 

By  means  of  microscopical  investigations  of  fragments  of 
marginate  placenta,  especially  of  the  margin  and 'the  folding  of 
the  chorion  at  this  point,  he  found  that  the  chorion  is  inspissated 
and  opaque,  with  altered  connective-tissue  fibres  in  some  places, 
in  others  young  connective-tissue  cells  which  become  elongated 
in  spots  to  form  new  connective  tissue.  The  rich  infiltration  of 
lymph  corpuscles  upon  the  nterine  surface  of  tlie  chorion,  where 
tlie  villi  originate,  is  a  testimony  in  favor  of  an  inflammatory 
process,  and  if  we  examine  the  villi  individually  we  shall  find 
that  the  substance  of  many  of  them  has  been  seriously  impaired. 
The  cellular  elements  have  destroyed  it,  leaving  a  colorless, 
necrobiotic  tissue.  In  the  midst  of  this  destroyed  tissue  may  be 
seen  cells  which  are  enormously  swollen  and  which  possess 
opaque  protoplasm  and  a  pale,  swollen  nucleus  ;  other  elements 
are  also  seen,  some  persisting  and  struggling  for  existence,  and 
some  showing  a  nucleus  which  is  undergoing  karyokinesis.  The 
disc(;loration  may  be  seen  to  invade  the  periphery  of  the  nu- 
cleus ;  in  some  cases  the  nucleus  is  changed  in  shape,  in  some  it 
undergoes  segmentation. 

In  one  and  the  same  villus  we  may  note  the  effort  of  cells  to 
multiply,  and  the  death  which  overtakes  them.  All  the  blood 
vessels,  larj^e  or  capillary,  which  traverse  the  villi  are  altered. 
There  is  proliferation  of  the  intima  and  constriction  of  the 
lumen.  Should  the  author  in  his  researches  constantly  find 
this  condition  of  things  in  marginate  placentae,  it  may  be  as- 
sumed that  the  lack  of  nutrition  and  consequent  debility  of  the 
villi  have  prevented  development  of  the  placenta  in  all  its  dia- 
meters. The  eccentric  and  membranous  insertion  of  the  cord 
results  from  this  imperfect  development  of  the  placenta. 

The  author  said  in  conclusion  that  should  his  theory  ui)on  the 
subject  be  further  confirmed  by  facts,  the  variety  of  placenta 
under  discussion  will  no  longer  be  regarded  as  a  mere  scientific 
curiosity,  but  as  a  diseased  placenta. 

chp:m[co-anatomica.l    experiments    upon   pelvic    phlegmon 
and  oophoro-salpingites,  and  their  cure. 

GiGMO  (Palermo). — The  controversy  which  is  still  carried 
on  bet.veen  those  who  would  remove  and  those  who  would  pre- 
serve the  uterine  adnexa,  keeps  alive  the  discussion  in  regard  to 
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the  indications  in  inflammatory  affections  of  the  appendaf^es 
and  in  pelvic  suppuration.  The  immediate  results  of  u])erati«)n, 
which  asepsis  and  antisepsis  have  rendered  so  safe,  gave  an  ex- 
aggerated impetus  to  demolition  of  the  tubes  and  ovaries;  but 
the  remote  results,  often  difficult  to  obtain  because  the  patients 
do  not  remain  under  observation, '  should  certainly  be  more 
accurately  investigated  before  we  can  decide  upon  the  real  ad- 
vantages of  operation.  In  some  clinics  the  enthusiasm  for 
these  radical  measures  never  has  been  very  great ;  in  others, 
where  the  after-history  of  patients  has  been  carefully  followed, 
the  opinion  is  that  tlie  daily  increasing  mania  for  destruction 
should  be  held  in  check. 

In  1890-91  the  author,  who  was  studying  in  Mangiagalli's 
Obstetrico-gynecological  Clinic  in  Milan,  became  convinced  that 
conservative  medicine  and  surgery  in  many  cases  of  aUections 
of  the  adnexa  was  based  upon  scientific  reasoning,  lie  tlien 
decided  to  experiment  for  himself  upon  animals,  in  order  to 
follow  the  inflammatory  process  from  beginning  to  end,  and  to 
study  the  conditions  of  the  tissues,  with  a  view  of  reaching  de- 
finite conclusions  as  to  the  best  mode  of  cure.  The  experi- 
ments were  performed  upon  bitches,  rabbits,  and  rodents.  The 
septic  matter  which  he  used  consisted  of  pus  from  abscesses, 
blennorrhagic  pus,  and  pus  of  pure  cultures  (pyogenous  bacteria). 
The  mucosa  of  the  vagino-uterine  canal,  the  pelvic  tissues  and 
arteries  and  veins  were  the  parts  chosen  for  infection.  The 
septic  material  was  placed  upon  both  healthy  and  diseased 
tissues.     The  results  may  be  summed  np  as  follows  : 

1.  Pelvic  phlegmon  and  suppuration  originate  from  lesions  of 
the  vagina,  cervix  uteri,  and  bladder. 

2.  The  infectious  agent  causing  the  inflammatory  process  is 
carried  into  the  pelvic  tissues  and  the  internal  genital  organs 
by  means  of  the  blood  and  lymph  vessels  which  traverse  the 
broad  ligaments  and  empty  into  tlie  tubo  ovarian  organs  on  the 
one  hand  and  the  pelvis  and  uterus  on  the  other. 

3.  Adeno-phlegmon  of  the  broad  ligament  exists,  but  is  rare, 
simple  adenitis  being  more  frequent. 

4.  Propagation  of  inflammation  by  continuity  of  tissue  or  by 
the  mucosa'occurs,  but  is  secondary  in  importance  to  propaga- 
tion by  the  blood  and  lymph  vessels,  and  when  it  does  occur  it 
is  usually  in  a  descending  direction,  from  the  tubes  to  the  ute- 
rus, having  reached  the  tubes  through  the  vessels  of  the  broad 
ligament. 

5.  Diseases  of  the  tube  are,  to  a  certain  extent,  capable  of 
cure  or  of  improvement,  and  total  destruction  is  rarely  indicated. 

The  anatomical  and  histological  study  of  the  uterus,  adnexa, 
and  the  whole  pelvis  shows  that  after  infection  of  the  internal 
and  external  genital  organs  the  injuries  may  be  more  or  less 
severe,  but  usually  have  a  tendency  to  increase.  Pelvic  ab- 
scesses, localized  or  disseminated,  superficial  or  deep,  salpingi- 
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tis,  and  most  fre(jueiit]y  ]ierior)j)lior<i  sal])ii)^itip,  arc  tlie  im- 
niodiato  results.  Wlieii  of  Ion*;  (iniatioii  other  and  serious 
coMse<jiieiiees  lollow — dejjeneration  of  tissues,  eiido-,  nieso-,  peri- 
arteritis, rupture  of  vessels  with  diifiise  lieinorrhage,  thromboses, 
lymph  stasis,  adenitis,  Ijmphantfitis. 

Alterations  of  slii2;ht  imj)()rtanee  are  noted  in  tlie  mucosa  so 
long  as  it  is  protected  by  epithelium  ;  after  tliat  the  importance 
iTiereases,  but  never  attains  the  degree  of  injury  met  with  when 
the  infection  has  come  through  the  blood  vessels.  Bacteria  were 
found  in  abundance  within  the  blood  vessels  and  in  the  perivas- 
cular lymphatics. 

The  author  then  discussed  methods  of  cure  based  upon  the 

f)receding  observations.  In  1892,  througli  Prof.  Mangiagalli, 
je  reported  the  results  of  his  experiments  to  the  Congress  at 
Brussels,  and  his  conviction  that  conservative  meth<^»ds  sliould 
]>revail  over  destructive  operations,  since,  if  the  radical  opera- 
tion was  performed,  it  ought,  according  to  Segond  and  Pean,  to 
consist  in  removal  of  the  uterus  and  the  appendages.  Even 
with  such  wholesale  removal  of  parts  the  author  does  not  be- 
lieve that  the  result  desired  is  obtained,  because  the  inflamed 
lymphatics  and  glands  keep  up  foci  of  infection  wliicli  every 
now  and  then  light  up  an  inflammatory  process.  The  mutila- 
tion ])eing  so  great,  the  cure  so  uncertain,  the  danger  of  other 
consequences  arising  from  the  loss  of  such  an  important  organ 
so  extreme,  he  believes  that  conservation  of  the  adnexa  should 
be  the  rule,  their  removal  kept  for  special  cases,  complete  abla- 
tion of  uterus  and  appendages  reserved  for  excessively  rare 
cases,  and  he  approves  the  method  of  intervening  surgically  for 
purely  conservative  reasons. 

A  second  series  of  experiments,  even  more  accurately  per- 
formed than  the  tifst,  further  convinced  liim  that  if  it  was  wrong 
in  many  cases  to  remove  the  appendages,  it  was  criminal  to  re- 
move both  uterus  and  appendages  for  intianmiation  of  the  latter. 
There  is  a  reaction  against  tliis  radical  operation.  lgnij)uncture 
and  resection  of  the  diseased  ovaries,  incisions  for  the  evacua- 
tion of  cystic  tubes,  rupture  of  adhesions,  all  testify  to  the  truth 
of  his  standpoint. 

THE    ETIOLOGY    OK    ECLAMPSIA. 

TiBONE  (Turin). — The  characteristic  symptoms  of  eclampsia 
had  caused  it  to  be  attributed  to  disturbances  of  the  central 
cerebral  nervous  system,  some  considering  it  to  be  an  essential 
neurosis  and  others  a  reflex  condition.  This  point  of  view 
dates  back  many  centuries  to  those  nebulous  days  in  which 
eclampsia  had  iK)t  yet  been  separated  from  other  kindred  dis- 
eases (Galeiu),  Willis  Hoffmann,  Mauriceau,  Deventer,  Astruc, 
Devves,  Vogel.  Merriman)and  given  the  nosological  significance 
attributed  to  it  in  modern  times.     (Sauvage,  1772.) 

As  a  normal  condition  of  the  circulatory  system  is  essential 
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to  a  proper  functioning  of  the  nervous  system,  disturbances 
ensue  if  it  is  even  momentarily  interfered  witli.  Starting  from 
this  pliysio-pathoh)gieal  basis,  the  immediate  (h;termining  cause 
of  echimpsia  was  supposed  to  be  simply  c<jnge8tion  (Mauriceau, 
Broussais),  or  congestion  combined  with  irritation  (Timermans), 
or  else  the  opposite  condition  of  ischemia  of  the  cerebral  ner- 
vous centres  (Giordano,  Traube,  Rosenstein). 

The  theory  of  retiex  action,  which  in  truth  has  so  important  a 
bearing  upon  other  convulsive  diseases,  was  deemed  by  Scan- 
zoni  and  Taylor  Smith  to  explain  and  to  include  all  cases  of 
eclampsia. 

A  diversity  of  forms  of  eclampsia  was  next  admitted,  since  no 
one  theory  seemed  to  lit  every  case.  According  to  Jaccoud  a 
slight  centripetal  disturbance  causing  anemia  of  the  motor  area 
of  the  brain  issutticient  to  cause  eclamjisia.  Such  cases  Spiegel- 
berg  believes  to  be  a  form  of  acnte  epilepsy,  the  peripheric 
convulsive  zone  being  in  the  area  of  the  sciatic  nerve.  Accord- 
ing to  Otto  V.  Hertf  there  must  exist  a  peculiar  systemic  condi- 
tion, which  he  calls  eclamjytogenic,  which  is  a  special  characteris- 
tic of  the  gravid  state,  particularly  in  primiparae. 

The  nervons  theory  is  not  entii-ely  a  matter  of  past  history  ; 
even  at  the  present  day  it  is  sought  as  a  refuge  in  those  some- 
what rare  cases  of  eclampsia  in  which  no  anatomical  lesion  can 
be  found  to  account  for  the  condition.  It  is  my  hope  and  belief 
that  by  following  the  new  paths  open  to  us,  and  penetrating 
into  the  innermost  regions  of  pathology,  the  anatomist  may,  by 
a  study  of  the  organs  l>efore  death  has  changed  them,  close  the 
historical  period  of  these  theories  and  bring  into  pathogenic 
unity  all  cases  of  eclampsia.  Cotugno's  discovery  remained 
sterile  for  many  years,  so  far  as  it  related  to  the  pathology  of 
pregnancy.  From  the  year  1770,  in  which  this  famous  anato- 
mist was  the  first  to  recognize  the  presence  of  albumin  in  the 
urine,  we  have  to  wait  tiTl  1818,  when  Blackall  and  Wells  an- 
nounced the  existence  of  albuminuria  of  pregnancy.  J.  Simp- 
son, in  1845,  took  another  step  forward  by  connecting  albu- 
minuria and  eclampsia.  Later  observers  having  demonstrated 
that  the  two  conditions  almost  always  coexisted,  the  exciting 
cause  was  next  sought  for  in  the  kidneys,  it  being,  not  without 
reason,  supposed  that  the  alteration,  of  which  the  elimination 
of  albumin  was  a  symptom,  might  easily  cause  a  physiological 
disturbance  of  serious  import.  In  fact,  when  the  renal  emunc- 
tory  is  injured  the  component  parts  of  the  urine  will  accumu- 
late in  tlie  blood.  Retention  of  the  watery  portion  produces 
hydremia,  which,  in  conjunction  with  hypoalbuminosis  and 
hypoglohulie,  give  rise  to'  cerebral  anemia  by  edema  (Traube, 
Jaccoud). 

The  retention  of  urea,  recognized  by  Rostock  and  Christison, 
according  to  Wilson  produced  uremia,  properly  so-called.  _  But 
as  C.  Bernard's  and  Gallois'  experiments  show  that  urea  is  not 
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possessed  of  toxic  properties,  Frericlis  held  tliat  this  substance 
may,  under  given  circii instances,  be  transformed  into  animoniuni 
carl)onate  in  the  circuhitinij  blood,  or,  according  to  Treitz,  in  the 
intestines.  Schottin  by  his  comprehensive  term  of  nrinemia 
meant  to  express  that  the  extractive  matters  accumulated  in  the 
blood. 

llecent  researches  have  shown  that  the  process  of  autointoxi- 
cation is  a  very  complex  one,  and  in  these  days  an  important 
part  in  its  genesis  is  attributed  to  the  liver.  Physiologists  have 
found  that  the  liver  holds  and  partially  destroys  alkaloids  and 
toxic  substances.  Tarnier  recognized  tiie  fatty  intiltration  of  the 
hepatic  cells  during  pregnancy,  which  Sinety,  liowever,  believes  is 
more  likely  to  be  found  during  nursing  than  during  pregnancy. 
Yet  even  more  signiticant  and  marked  lesions  were  found  in  the 
liver  of  eclamptic  patients  by  Tillet,  Schmorl,  Boutfe,  and  S. 
Blaise,  wiiich  in  the  tirst  stage  consist  in  a  dilatation  of  the 
capillary  blood  vessels  in  the  neighborhood  of  the  portal  canals ; 
in  the  second  stage,  of  necrotic  points  in  the  centre  of  the  dilated 
vessels;  and  in  the  third  and  last  stage,  of  infarct.  Hemor- 
rhages of  the  brain  and  lungs  coincide  with  the  third  stage. 

The  hepatic  lesion  is  accompanied  by  multiple  hemorrhages 
in  the  lungs,  by  fatty  emboli,  by  thromboses  composed  of  iie- 
patic  cells.  In  the  brain  there  are  hyaline  clots  in  the  small 
vessels,  hemorrhagic  spots  in  the  meningeal  pia,  in  the  cortex  and 
the  cerebral  ganglia,  and  miliary  softening  and  emboli  composed 
of  hepatic  cells.  I  will  speak  later  of  the  renal  lesions.  It  is 
easy  to  explain  the  occurrence  of  eclampsia,  given  the  liepatic 
lesions  above  described.  By  means  of  the  portal  vein  a  septic 
or  chemical  substance  is  brought  from  the  intestines  to  the 
liver,  which,  through  vascular  dilatation  and  necrobiotic  pro- 
cesses, has  lost  some  of  its  purifying  and  eliminating  power, 
and  thrombi  and  emboli  are  formed.  We  thus  see  how  a  new 
theory  of  eclampsia,  the  hepatic  theory,  was  formed. 

Bar  did  not  hesitate  to  admit  the  existence  of  a  variety  of 
eclampsia  which  he  calls  cholemic,  the  prodromal  symptoms  of 
which  are  pain  in  the  right  hypochondrium,  epigastralgia,  ce- 
phalalgia, and  mania.  To  sustain  his  theory  analogous  cases  are 
not  lacking.  In  grave  icterus,  in  which  there  is  sudden  suppres- 
sion of  the  hepatic  parenchyma,  delirium  and  convulsions  are 
observed,  not  from  retention  of  the  bile  constituents  which 
have  become  toxic,  but  by  cessation  of  the  metabolism  of  nitro- 
genous substances.  Something  similar  occurs  in  pho8})horus 
poisoning. 

Mya,  in  two  cases  of  infantile  eclampsia — which  in  its  symp- 
tomatology is  so  akin  to  the  disease  into  whose  etiology  we  are 
studying — found  a  diifuse  and  advanced  fatty  degeneration,  the 
consequences  of  which  must  be  more  rapid  and  disastrous  in 
infants,  in  whom,  as  Mya  recognizes,  the  liver  is  still  somewhat 
embryonal  in  character  through  incomplete  development  of  the 
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parenehyiiiatons  portion.  Yet  a<^aiiist  this  theory  of  toxemia, 
which  rests  upon  the  weakeniuij^  or  annihilation  of  tlie  liver, 
which  is  a  rock  of  defence  to  the  organism,  a  few  objections  may 
be  nrged,  which  I  will  brietly  enumerate. 

-■(The  anatomical  conditions  found   in  the  liver  are  all  taken 
from  cases  of  eclampsia  which  were  not  only  ty[)ical  in  their 
form,  but  which  went  on  to  a  fatal  terminatitjn,  whence  there 
may  be  a  doubt  as  to  wiiether  the  anatomical  alterations  which 
we  accept  as  the  basis  of  the  hepatic  theory  may  not  be  second- 
ary to  the  marked  disturbances  of  circulation  and  innervation 
which  accompany  convulsive  attacks  ;   this  doubt  gains  addi- 
tional  strength    by   recalling   the   fact   that  in  the    prodromal 
period  marked  symptoms  of   hejmtic  disturbance   are  lacking, 
and  that  in  icterus  it  is  very  rare,  and   when  observed  ajjpears 
late  upon  the  scene,  imparting  to  it  a  grave  prognostic  aspect. 
It  would  throw  light  upon  the  matter  if  a  few  autopsies  could  be 
made  upon  women  who  had  died  from  some  other  cause  during 
the  prodromal  stage  of  eclampsia,  so  that  the  condition  of  the 
liver  could  be  observed  at  the  moment  when  the  disturbance  of 
functional  equilibrium  is  imminent.     Upon  this  point  the  case 
which  Boutfe  considers  so  important  does  not  seem  to  me  to  be 
conclusive   (it  may   be   found  in  jS'o.  7    of   the  papers  which 
he  published  in  1891  upon  the  anatomical  lesions  of  eclampsia), 
because  the  prodromal  symptoms   of   that   case  were  those  of 
nephropathy  ;  with  strong  doses  of  chloral  and  a  milk  diet  the 
danger  of  eclampsia  was  averted  ;  the  patient  died  of  puerperal 
peritonitis  ;  the  lesions  found  in  the  liver — interstitial  hemor- 
rhages and  necrotic  points — were  less  advanced  than  those  found 
in  the  kidneys,  and  might  reasonably  have  been  supposed  to  be 
secondary  to  the  puerperal  process.     The  increasing  frequency 
of  cases  of  eclampsia  in  the  same  place  and  at  the  same  period 
gave  rise  to   a   suspicion   that  this   disease   might  perhaps  be 
classed  with  those  of  bacillary  origin.     Delore  seems   to  have 
been  the  first  to  suspect  that  eclampsia  might  be  a  bacterial 
disease.     Doleris,  having  found  in  the  urine  of  women  suffering 
from  albuminuria  a  micro-organism  which,  when   injected  into 
rabbits,  produced  albuminuria  in  them,  declared  his  belief  in  this 
bacterial  origin  in  a  communication  to  the  Biological  Society, 
July  2 1st,  18S3.     In  later  reports  to  the  same  society  in  1885  he 
still  held  to  themicrobian  theory.     In  a  third  report,  made  with 
Butte  the  following  year,  he  abandoned  that  theory  to  become  a 
partisan  of  the  toxemic  theory,  holding  that  the  poisoning  is 
the  result  of  a  crystalline  substance  insoluble  in  water,  soluble 
in  acidulated  water  and  in  ether. 

Dr.  E.  Blanc,  of  Lyons,  who  in  the  past  year  fell  a  victim  to 
duty  by  disease  contracted  during  an  obstetric  operation,  stated 
that  in  the  course  of  researches  carried  on  with  Prof.  Fochier 
he  found  in  the  urine  of  women  sulfering  from  eclampsia  a 
pathogenous  microbe,  the  origin  of  convulsions,  local  intlam- 
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matory  i)roccsses,  and  renal  determination  (1889).  Favre  found 
a  microbe  in  the  white  infarcts  ot  tlie  j)lacenta  of  women  suffer- 
ing from  eclampsia,  which  he  did  not  hesitate  to  call  micrococ- 
cus eclampsicB,  which,  according  to  Hofmeyer,  is  the  proteus 
vulgaris.  A  pathogenic  bacillus  would  seem  to  have  been 
discovered  by  Gerles  in  the  liver  and  kidneys  of  two  women 
affected  with  eclampsia  ;  in  the  placenta  of  the  second  of  these 
patients  there  were  enormous  masses  of  them,  which  invaded 
even  the  muscular  layer  of  the  uterus  (1892). 

Agler  contests  Gerles'  results,  basing  his  arguments  upon 
researches  of  his  own  and  sustained  by  Doderlein.  On  the 
other  hand,  Kaltenbach  accepts  them  as  demonstrated  facts,  and 
believes  that  convulsive  seizures  may  occasionally  be  due  to 
uterine  contractions,  which  drive  into  the  circulation  the  injuri- 
ous products  of  these  microbes  elaborated  within  the  decidual 
layer  of  the  placenta  (1892).  Hergott  and  Ilaushalter  also 
sought  in  the  urine  the  cause  of  eclampsia.  It  seems  to  them  that 
equal  importance  should  be  given  to  what  is  not  found  there  to 
that  which  may  be  found:  in  7  cases  the  result  was  negative,  in 
2  they  were  able  to  isolate  a  pathogenic  microbe.  Starting  from 
these"  results,  Hergott  admitted  two  forms  of  eclampsia,  the 
toxic  and  the  microbic  (1893).  E.  ¥.  Fabbri  shares  this  opinion 
and  considers  the  bacterial  form  the  more  serious  (1893). 

Conibemale  and  J>ne  believed  that  in  the  blood  they  found 
the  staphylococcus  pyogenes  both  albus  and  aureus,  which  led 
them  to  state  that  eclampsia  was  produced  by  a  soluble  product 
of  these  i)acteria. 

Schmorl  was  able  to  draw  no  conclusions  from  his  bacterio- 
logical investigations  of  what  was  obtained  from  the  organs  of 
women  suffering  from  eclampsia.  Neither  in  aerobic  nor  anaero- 
bic cultures,  nor  in  the  sections,  did  he  find  anything  but  sapro- 
phytes and  pyogenous  bacteria  originating  in  inflammatory  pro- 
cesses in  the  lungs  and  in  the  genitalia  (1893). 

Ohambrelent  instituted  new  researches  upon  the  blood  of 
three  eclamptic  women:  the  bacterial  results  were  negative; 
the  increase  of  toxic  material  was  confirmed  (1893). 

In  conclusion  it  may  be  said  that  the  bacterial  theory  still 
lacks  experimental  support,  since,  in  spite  of  repeated  investi- 
gations and  histological  researches  under  strict  scientific  condi- 
tions, we  are  obliged  to  say  that  the  theory  is  still  in  the  ])eriod 
of  probation,  and  that  the  conclusions  which  some  impatient 
souls  wish  to  see  formulated  cannot  yet  be  asserted,  for  not 
only  are  the  species  of  bacteria  unknown,  but  their  very  exist- 
ence is  uncertain  and  their  mode  of  introduction  as  well. 

The  author  passed  in  review  the  various  causes  of  eclampsia 
which  have  been  brought  forward,  and  then  continued  : 

It  having  been  noticed  that  the  nephropathy  of  pregnancy  is 
accompanied  l)y  alljuininuria  and  oliguria,  symptoms  which  are 
almost  characteristic  of  renal  complications,  and  organic  cardiac 
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disorder  which  is  not  compensated,  it  was  tliouglit  that  there 
might  be  passive  congestion  from  jnes-sure  by  the  gravid  uterus 
either  directly  upon  the  siirrouncJing  veins  or  thr<nigh  the 
ascending  cava  njion  the  kidneys.  In  order  to  produce  disturb- 
ance of  the  vessels  of  the  glomeruli,  pressure  in  the  venous 
system  would  have  to  be  very  greatly  increased,  because,  as  the 
efferent  vessels  s|)read  themselves  out  again  into  a  capillary 
network  with  polygonal  meshes  surrounding  the  convoluted 
tubules,  the  ca[)illary  systems  ujion  which  pressure  would  have 
to  be  exerted,  and  the  circulation  of  which  would  be  disturbed, 
are  two  in  number. 

Nevertheless  Frerichs,  C.  Braun,  Ilyppolite,  Lever,  Rosen- 
stein,  and  others  accepted  this  etiological  factor,  which  cannot 
be  admitted  if  we  recall  the  position  of  the  kidneys  and  their 
vessels,  the  point  reached  l)y  the  fundus  of  the  uterus  in  that 
period  of  gestation  in  which  albuminuria  first  appears,  and, 
beyond  all,  the  topogra])hical  anatomical  obstetrical  tables 
(Braune,  Chiari,  Stratz,  Chiara,  Voldeyer,  Testalozzi.  Tibone, 
etc.)  taken  from  frozen  sections  of  women  who  had  died  at  an 
advanced  stage  of  pregnancy  or  after  parturition ;  from  which 
it  is  clearly  demonstrated  that  the  relations  of  the  uterus  to  the 
vertebral  column  are  never  such  as  to  cause  disturbance  in  the 
venous  circulation  of  the  kidneys,  which  is  further  reinforced 
by  the  anastomoses  of  the  renal  vein  with  the  azygos  minor 
and  with  a  large  lumbar  vein  (Lejars). 

Some  disturbance  may  be  caused  in  the  return  renal  circula- 
tion from  affections  of  the  lungs  which  embarrass  the  circula- 
tion (Senator),  from  polysarca,  and  also  because  the  increase 
of  the  column  of  blood  in  the  ascending  vena  cava,  caused  by 
the  new  vascular  area  constituted  by  the  gravid  uterus,  might 
cause  some  slowing  in  the  movement  of  the  blood  in  the  vessels 
which  go  to  the  same  aflfiuent  vein. 

In  advanced  pregtiancy,  and  even  more  during  labor,  there 
must  be  a  decided  increase  of  pressure  in  the  abdominal  cavity ; 
this  increase  is  compared  by  Polaillon  to  a  column  of  mercury 
one  centimetre  (0.40  inch)  in  height. 

The  pregnant  uterus,  by  gradually  encroaching  upon  the  ab- 
dominal cavity,  whose  walls  are  for  the  most  part  elastic  and 
yielding,  displaces  and  presses  upon  the  adjoining  viscera.  The 
general  intra  abdominal  pressure,  although  greatly  increased, 
cannot  restore  equilibrium  to  the  renal  circulation,  because  it 
is  exercised  in  equal  amount  upon  both  afferent  and  efferent 
vessels;  it  may,  however,  produce  renal  ischemia,  and  it  may 
also  interfere  with  dilatation  of  the  ureters  up  to  the  jioint  at 
which  the  pressure  exercised  upon  them  becomes  too  great  for 
the  intra-abdominal  pressure. 

Morgagni  was  the  first  to  recognize  that  in  some  cases  the 
enlarged  gravid  uterus  may  so  press  upon  the  ureters  as  to  pre- 
vent the  flow  of  urine  into  the  bladder. 
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C.  r.riuin  went  fiirtlier,  and  stated  tliut  the  stassis  of  urine  in 
the  ureters  and  in  the  renal  ])elves  nii^^dit  cause  eehunpsia. 

Ilalhertsnia,  at  the  IMedical  Con^re.-s  held  in  London  in  1871, 
basiufi;  his  ])reniises  upon  anatomical  ol)servations,  lield  that  the 
larger  nuniher  of  cases  of  eclampsia  were  due  to  the  retention  of 
urine  caused  by  pressure  and  straining  of  the  ureters.  The 
author  was  far  from  being  ahsolute  in  his  convictions,  and  in- 
clined towai'd  the  opinion  of  S.  Thomas,  who  l)elieved  that  there 
were  two  kinds  of  eclampsia — the  one  observed  in  primi))ar8e 
and  depending  upon  pressure  of  the  ureters,  and  the  other,  far 
more  serious  in  its  prognosis,  in  mnltiparae  in  M'hom  pregnancy 
complicated  pre-existing  renal  disease. 

Although  llalbertsma's  theory  was  actively  opposed  by 
Schr()der,  Kleinwiichter,  and  Leyden  (the  latter  of  whom,  how- 
ever, accepts  it  as  an  explanation  of  the  albuminuria  of  preg- 
nancy), yet  other  authorities  did  not  hesitate  to  give  it  serious 
Consideration.  L(")hlein  found  that  in  8  out  of  32  cases  of 
eclampsia  in  women  one  or  both  ureters  were  dilated  ;  01s- 
hausen  found  the  same  lesion  in  116  cases. 

I  can  add  one  case  from  my  own  experience : 

Primipara,  19  years  of  age,  in  the  first  stage  of  labor;  pro- 
dromal symptoms  followed  by  eclampsia;  vertex  presentation; 
labor  comjileted  by  forceps.  Urine  almost  totally  suppressed, 
and  only  on  the  second  day  of  the  puerperiurn  was  it  possible  to 
extract  about  lOU  cubic  centimetres  (2.70  drachms).  l)lackisli  in 
color  and  very  albuminous.  After  pai'turition,  which  occurred 
June  28th,  1883,  the  patient  regained  her  reason  and  seemed  on 
the  road  to  recovery,  when,  on  the  second  day,  after  experienc- 
ing severe  pain  in  the  lumbar  region,  she  was  attacked  by  her 
seventh  eclamptic  seizure,  which  was  immediately  followed  by 
death. 

The  chief  anatomical  points  noted  were  anemia  of  the  heart, 
brain,  and  lungs,  and  marked  dilatation  of  both  ureters  from 
their  origin  to  the  point  where  they  wind  around  the  cervix. 

Berry  Hart  divided  the  course  of  the  ureters  in  the  ])elvis 
into  four  parts.  In  relation  to  the  superior  strait,  the  ureter 
which  is  in  front  of  the  hypogastric  artery  and  to  the  inner  side 
of  the  external  iliac  vein  may  easily  be  pressed  by  the  gravid 
uterus  against  the  pelvic  walls.  The  ureter,  in  that  portion  of  it 
which  is  below  the  decussation  of  the  uterine  artery,  is  only  a 
centimetre  and  a  half  (three-fifths  of  an  inch)  away  from  the 
normal  uterus ;  the  relations  of  the  ureter  to  the  pregnant  uterus 
are  not  well  known,  but  I  thiidv  I  am  not  far  from  the  truth  in 
stating  that  it  may  be  deviated  in  its  course  and  compressed, 
especially  in  primiparae  in  whom  the  head  descends  with  some 
rapidity  into  the  excavation  and,  pressed  upon  b}'  the  lower 
segment,  goes  into  the  vagina  (which  is  somewhat  in  relation 
with  the  ureters  before  they  reach  the  bladder),  dilates  it  and 
presses  it,  together  with  the  ureters,  against  the  pelvic  walls. 
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To  cause  a  disturbance  in  the  function  of  the  ureters  the 
pressure  need  not  be  very  great ;  according  to  Halbertema,  who 
experimented  upon  dogs,  a  weight  of  5  grammes  (75  grains) 
spread  over  a  length  of  8  millimetres  (one-third  of  an  inch)  will 
suffice  to  prevent  the  passage  of  a  weight  of  400  grammes  (14 
ounces). 

Now,  from  Lud wig's  researches  and  those  of  Lobel  we  know 
that  the  pressure  of  urine  in  the  renal  pelvis  is  low — not  more 
than  10  millimetres  (0.40  inch)  of  mercury.  Max  Herman 
brought  a  pressure  equivalent  to  35  millimetres  (1.40  inches)  to 
bear  upon  the  ureter  and  caused  a  slowing  of  the  circulation  in 
the  renal  veins. 

Guyon  and  Albarran  studied  into  the  question  of  retention  of 
the  urine,  and  found  that  after  twenty-four  hours  the  peristaltic 
actions  of  the  ureters  cease,  but  quickly  recommence  when  the 
obstruction  is  removed.  After  a  longer  interval  the  paralysis 
of  the  ureters  was  persistent. 

The  stagnation  of  the  fluid  secreted  extends  little  by  little 
until  the  circulation  in  the  glomeruli  is  slowed,  whence  albu- 
minuria (Leyden,  Brault,  Felsenreich) ;  if  then  infection  be 
added  to  the  mechanical  disturbance  we  will  have  pyelonephritis 
(Rablaud,  Vinoy,  Bonneau). 

From  these  considerations  I  am  induced  to  believe  that  in 
the  pathology  of  pregnancy  the  influence  of  the  uterus  upon  the 
ureters  is  greater  than  has  been  supposed.  And  if  in  practice 
it  is  rare  to  see  injurious  effects  from  compression  and  displace- 
ment of  the  ureters,  it  is  because  compression  is  seldom  bilat- 
eral, being  exercised  by  an  organ  whose  position  is  not  fixed, 
but  dependent  more  or  less  upon  the  position  of  the  patient,  the 
movements  and  even  the  presentation  of  the  fetus,  so  that  there 
is  a  certain  incompleteness  and  intermittence  in  the  disturb- 
ance. After  Halbertsma's  report  many  authorities  instituted 
researches  into  the  anatomical  condition  of  the  ureters  during 
that  period  in  the  life  of  woman  when  she  is  liable  to  become  a 
victim  of  eclampsia  ;  but  no  attention  was  given  to  the  bladder, 
in  which  it  seems  to  me  that  the  proof  may,  under  certain  cir- 
.  cumstances,  be  found  of  the  conditions  leading  to  the  result 
under  discussion. 

Toward  the  end  of  pregnancy  the  uterus  causes  displace- 
ment of  and  changes  in  the  bladder  which  were  first  described 
by  Auvard.  In  some  cases  it  remains  in  the  pelvic  cavity,  but 
becomes  pressed  into  a  half-moon  shape  and  embraces  the  in- 
ferior segment  of  the  uterus  ;  sometimes  it  takes  the  form  of  a 
clepsydra,  the  narrowest  median  portion  corresponding  to  the 
upper  border  of  the  pubic  symphysis,  and  thus  being  divided 
into  two  portions,  a  suprapubic  and  retropubic  portion ;  in 
other  cases  the  bladder  becomes  entirely  an  abdominal  organ, 
pear-formed,  with  its  apex  below.  These  changes  of  form  and 
place  depend  upon  close  relations  assumed  by  the  uterus  with 
18 
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the  piibic  sjnipliysis   and    with    tlie    anterior   abdominal    walls 
when  pregnancy  approaches  teini. 

About  the  time  of  labor  we  know  that,  on  account  of  the  in- 
creased size  of  the  utero-vesical  attachments,  the  bladder  follows 
the  inferior  segment  of  the  uterus  and  is  carried  up  and  against 
the  anterior  abdominal  walls. 

IlallidavCroom  made  investigations  in  remird  to  the  intra- 
vesical  pressure  during  labor  upon  25  women  of  various  ages,  16 
primipariv  and  9  multiparse,  the  presentation  in  every  case  being 
that  of  the  vertex.  Under  the  head  of  intravesical  pressure  we 
must  certainly  include  the  ureter  where  it  opens  into  the  blad- 
der and  where  it  is  in  contact  with  the  walls  of  the  bladder. 
The  surface  subjected  to  pressure,  as  I  have  estimated  it,  is  not 
less  than  6  centimetres  (2.40  inches)  for  each  side ;  therefore 
the  amount  of  pressure  constituting  an  obstacle  to  the  descent 
of  the  urine  in  the  first  stage  of  labor  is  150.36  grammes  {6^ 
•ounces),  in  the  second  stage  673.14  (24  ounces). 

The  column  of  fluid  from  the  kidneys,  being  impelled  by  a 
very  slight  force,  is  easily  stopped  by  the  obstacle  in  front  of  it 
caused  by  the  activity  of  the  uterus. 

We  certainly  cannot  believe  that  the  temporary  interference 
with  the  How  of  urine  into  the  bladder  is  capable  of  causing  any 
serious  injury  to  the  renal  function.  If  such  were  the  case 
nephropathy  of  pregnancy  would  be  much  more  frequently  met 
with,  and  would  be  chiefly  found  in  those  cases  in  which  labor 
is  prolonged  and  the  contractions  very  frequent,  which  is  not 
the  case.  The  cause  being  intermittent  in  its  action  and  of 
short  duration,  its  effects  are  dissipated  during  the  pause  and 
the  organism  is  not  injured. 

This  is  the  course  of  events  when  the  kidneys  and  excretory 
canals  are  in  a  normal  state  ;  but  when  the  circle  of  events  is 
disturbed  and  the  structure  of  the  pregnant  uterus  altered  or  its 
action  rendered  incomplete,  this  introduces  a  new  coefticient  by 
the  momentary  suspension  at  short  intervals  of  the  urinary 
flow,  and  the  process  may  go  on  until  a  morbid  condition  is  in- 
duced. This  etiological  theory  furnishes  an  explanation  of  the 
greater  frequency  with  which  eclampsia  occurs  when  uterine, 
activity  begins  to  take  the  form  of  contractions,  and  also  of  the 
therapeutic  efficacy  found  in  the  termination  of  labor.  And  to 
the  mechanical  agency  of  vesical  compression  may  also  be  re- 
ferred the  transitory  albuminuria  of  parturition. 

The  importance  which  I  have  attributed  to  the  etiological 
factors  of  the  nephropathy  of  pregnancy  will,  witbout  further 
comment, .  show  my  opinion  as  to  the  causation  of  eclampsia. 
The  extension  of  the  process  rather  than  its  intensity  deter- 
mines the  collection  of  symptoms  which  we  call  renal  insuffi- 
ciency. 

In  bilateral  renal  lesions  in  the  C(mrse  of  development  the 
functions   of    the   organ    become   constantly   more    and   more 
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restricted,  while  the  deteriuiniiig  cause  continues;  when  tlie 
■equilibrium  fails  any  slight  aggravation,  such  as  a  diffusion  of 
the  process  or  the  occurrence  of  some  new  complication  in  itself 
of  slight  importance,  will  suddenly  convert  the  process  into  a 
pathological  event.  If,  however,  the  pathogenic  action  is  inter- 
fered with  promptly  enough  to  avert  danger,  a  permanent  cure 
results  rapidly  and  completely,  sustained  hy  the  complete  resto- 
ration of  the  injured  organs.  But,  on  the  other  hand,  should 
the  pathogenic  cause,  from  its  intensity  of  action  or  its  long 
duration,  have  given  rise  to  diffuse  or  profound  alterations,  its 
removal  will  not  cause  a  return  of  function  of  sufficient  value 
to  satisfy  the  necessities  of  the  incessant  nutritive  exchange, 
especially  if  other  accessory  eliminating  organs  have  also  been 
injured. 

I  believe  that  this  theory  will  account  for  nearly  all  cases  of 
eclampsia,  and  that  it  harmonizes  with  clinical  e.\perience 
which  proves  the  cause  to  be  priniiparity,  twin  pregnancy, 
cephalic  presentation,  slight  pelvic  stenoses,  advanced  preg- 
nancy, and  labor. 

Upon  the  subject  of  my  remarks,  which  in  these  days  is  so 
much  discussed  and  investigated  by  means  of  new  methods 
furnished  by  the  advance  of  scientiiic  knowledge,^  1  have  said 
nothing  new  or  rare.  But  my  listeners,  being  eminent  leaders 
in  science,  will  be  able  to  filj  up  the  lacunae  left  by  me.  _My 
object  was  merely  to  call  attention  to  a  theory  which,  besides 
having  the  support  of  etiological  and  therapeutic  criteria,  har- 
monizes with  the  prodromal  symptoms  to  which  the  greatest 
importance  should  be  given;  i3ecause  if  science  were  always 
prompt  to  come  intelligently  and  energetically  to  the  relief  of 
these  phenomena  as  soon  as  they  appear,  I  am  convinced  that 
eclampsia  would  be  of  less  frequent  occurrence,  its  course  less 
severe,  and  its  results  less  terrible. 

Calderini  (Parma)  said  that  in  the  obstetrical  treatment 
dilatation  of  the  cervix  should  be  complete  in  order  tofacilitete 
extraction  of  the  fetus,  and  that  meanwhile  morphine  injections 
should  be  administered  to  the  patient,  and  chloroform  anesthesia 
induced  if  labor  had  begun.  He  uses  strong  rectal  injections  of 
chloral,  and  if  the  contractions  are  feeble  he  believes  that  atten- 
tion to  the  functions  of  the  kidneys  and  intestines  will  often 
prevent  an  attack.  In  the  puerperal  state  he  evacuates  the 
bowels  and  applies  dry  heat  to  the  body.  He  has  begun  some 
experiments  with  the  subcutaneous  injection  of  a  physiological 
solution  of  pure  chloride  of  sodium,  6.75  per  cent,  by  means  of 
a  simple  apparatus  which  has  often  given  him  good  results  even 
in  the  revival  of  patients  rendered  anemic  through  the  hemor- 
rhages of  placenta  previa.  It  is  composed  of  a  cork  with  two 
perforations,  through  one  of  which  passes  a  rubl)er  tube,  00  cen- 
timetres (2-1:  inches)  long,  provided  at  one  end  with  a  needle  like 
that  in  Potain's  apparatus,  and  through  the  other  a  glass  tube 
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long  enough  to  reacli  the  bottom  of  the  bottle,  which  is  always 
iilled  with  the  salt  solution  and  kept  in  the  obstetric  bag.  This 
apparatus  may  be  made  of  any  size,  and  be  nsed  for  other  obstet- 
rical and  gynecok>gical  purposes  by  replacing  tlie  needle  with  a 
double  recurrent  vesical  or  uterine  catheter,  or  a  vaginal  catheter 
for  the  irrigation  of  uterus  and  vagina. 

MoKisANi  (Naples)  admitted  of  artificial  delivery  only  after  the 
cervix  is  fully  dilated. 

Mangiagalli  (Milan)  believed  that  in  eclampsia  it  is  of  ex- 
treme importance  that  the  blood  be  examined  for  toxic  sub- 
stances. Prompt  intervention  is  favorable  to  the  prognosis. 
He  believes  in  the  efficacy  of  frequent  injections  of  large  doses 
of  morphia  at  the  onset  of  the  attacks ;  in  a  more  advanced  stage 
injections  of  saline  solution  should  be  given  and  inhalations  of 
oxygen. 

Kronig  (Leipzig)  observed  that  a  rational  treatment  of  eclamp- 
sia seemed  to  be  an  impossibility  and  that  the  physician  would 
have  to  content  himself  with  combating  symptoms.  Narcotics 
calm  the  attacks,  but  do  not  cure  the  disease.  In  the  clinics  of 
Leipzig  they  preferred  to  have  recourse  to  induced  labor;  in  18 
cases  tliere  was  only  one  death.  Two  important  points  are  to  be 
considered  in  the  treatment  of  eclampsia,  one  being  hemorrhage 
from  rupture  of  the  cervix,  which  must  be  stopped  by  tampon- 
ing the  cervix  with  iodoform  gauze,  and  the  other  absolute- 
asepsis. 

CURE    OF   RETROFLEXION    BY    VAGINO-FIXATION. 

Pestalozzi  (Florence). — He  was  at  first  in  favor  of  this  opera- 
tion, which  is  easy  of  execution,  and  the  immediate  result  of 
"which  is  always  good.  The  remote  results,  on  the  other  hcnd, 
are  not  certain.  In  nearly  half  the  cases  the  retroflexion  returns 
a  few  months  after  the  operation.  He  performed  the  operation 
eight  times  for  cases  of  reducible  retroflexion  without  peri- 
uterine adhesions  or  lesions  of  the  appendages.  In  every  case 
the  deviation  of  the  uterus  returned  after  a  few  months,  and, 
although  the  number  of  cases  was  limited,  the  unanimity  of  the- 
results  convinced  him  that  vagino-fixation  should  be  performed 
only  when  a  reducible  retroflexed  uterus  cannot  be  maintained 
in  position  by  means  of  a  pessary,  or  where  a  pessary  is  not 
tolerated.  If  there  are  adhesions  the  author  prefers  abdominal 
hysteropexy  or  shortening  of  the  round  ligaments. 

He  believed  tliat  the  failures  were  due,  not  to  defective  suture 
material,  but  to  the  anatomical  character  of  the  tissues  brought 
in  contact.  Pie  believed  that  the  indications  for  vagino-fixation 
should  be  limited,  and  that  the  process  has  a  mere  temporary 
value  like  that  of  a  pessary. 

REMOTE   RESULTS   OF   CONSERVATIVE    ELECTRICAL    TREATMENT    IN 
GYNECOLOGY — CONSECUTIVE    PREGNANCY. 

Apostoli   (Paris). — Intrauterine    electrotherapy    wisely   and 


ELKVENTH    IN TER.VATIONAL    MEDICAL    CONGRESS.  277 

patiently  applied  deserves  to  remain  at  the  head  of  conservative 
gynecological  treatment : 

1.  Because  it  most  often  secures  an  amelioration  of  the  symp- 
toms and  is  sometimes  followed  by  a  cure. 

(a)  It  is  a  sovereign  remedy  against  endometritis  and  the 
chief  functional  disturbances  (amenorrhea,  dysmenorrhea, 
metrorrhagia). 

(b)  It  is  very  efficacious  against  non-cystic  fibromata. 

(o)  It  is  often  useful  (but  not  always)  against  non-suppu- 
rating periuterine  phlegmasia. 

(d)  It  is  useless  in  the  case  of  cystic  collections  of  every 
kind  and  suppurating  lesions  of  the  pelvis  and  appendages. 

2.  Because,  even  in  cases  where  it  is  of  no  use,  its  very  impo- 
tence serves  to  confirm  or  to  clear  a  diagnosis, 

3.  Because  if  the  immediate  symptomatic  results  of  its  appli- 
cation are  usually  favorable,  the  remote  results  are  no  less 
interesting  in  view  of  ensuing  pregnancies ;  sixty-six  patients 
cured  by  Apostoli  simply  by  means  of  intrauterine  electric 
applications  were  subsequently  pregnant,  a  fact  which  shows  its 
symptomatic  and  its  functional  efficacy. 

•i.  Instead  of  gynecological  electrotherapy  being  hostile  to 
surgery,  it  endeavors  to  render  it  easier  to  avoid  useless  mutila- 
tion and  to  assure  the  legitimacy  of  the  intervention. 

La  Torre  (Rome)  is  strongly  in  favor  of  electrical  treatment, 
having  obtained  excellent  results  by  its  use. 

TREATMENT    OF   SIMPLE    OVARITIS     BY    IGNIPUNCTURE    AND    PARTIAL 

RESECTION. 

Pozzi  (Paris). — After  making  his  previous  reports  upon  this 
subject  in  Paris  (Academy  of  Medicine)  and  in  Newcastle 
(British  Medical  Association),  he  kept  the  patients  upon  whom 
he  had  operated  under  observation  and  he  performed  new 
operations.  He  operated  upon  27  women,  and  upon  21  per- 
formed ignipuncture.  He  laid  stress  upon  the  fact  that  partial, 
conservative  operations  of  the  appendages  should  be  performed 
only  upon  the  ovaries.  In  order  to  do  it  with  some  hope  of 
success  it  is  necessary  that  the  Fallopian  tube  should  be  perme- 
able, and  this  may  be  ascertained  by  passing  a  fine  sound  or 
probe  through  it.  Taking  as  a  basis  the  aspect  of  the  diseased 
part  which  corresponds  fairly  well  to  the  histological  variety, 
Pozzi  divides  ovaritis  not  complicated  by  salpingitis  into  three 
varieties : 

1.  Sdero -micro  cystic. 

2.  Dlr^use  or  edematous. 

3.  Megalocystic  loith  follicular  cysts  or  with  relatively  large 
cysts  of  the  corpus  luteum  (from  the  size  of  a  nut  to  that  of  an 
egg). 

In  his  first  operations  Pozzi,  following  the  example  of 
Schroder,  Martin,  etc.,  practised  resection  of  the  ovary ;  after- 


278  TRANSACTION'S    OF    THE 

ward  lie  adopted  a  ditferent  technique,  which  seemed  to  him 
preferable  because  more  convenient  and  more  expeditious,  and 
because  it  permitted  a  cure  of  all  the  cysts — namely,  igni punc- 
ture. Here  is  his  method  of  procedure  in  the  three  varieties 
mentioned  : 

In  the  sclero-micro-eystie  variety  the  ovary  is  diminished  in 
size  and  has  small  elevations  which  are  transparent  or  blackish 
and  are  small  serous  or  sanguineous  cysts.  Incision  or  simple 
puncture  would  evacuate  the  contents,  but,  as  it  would  not 
destroy  the  internal  coat  of  the  little  cysts,  these  would  return  ; 
he  therefore  uses  the  point  of  the  therino-cautery.  Six  or  eight 
ignipunctures  are  made  on  one  ovary,  which  is  then  left  in  the 
abdominal  cavit}'. 

In  the  diffuse  or  edematous  variety  the  ovary  is  increased  to 
almost  double  its  original  size,  the  surface  is  smooth,  the  con- 
sistence slightly  soft  and  elastic  like  that  of  the  testicle. 
Small  serous  cysts  of  the  superficial  stratum  are  rare.  This 
form  of  ovaritis  is  almost  always  accomj^mied  by  dihitation  of 
the  v'eins  of  the  broad  ligament  (tubo-ovarian  varicocele).  In 
order  to  improve  this  condition  Pozzi  says  that  it  is  necessary 
to  stab  it  with  the  thermo-eautery  to  a  depth  of  about  2  centi- 
metres (O.SO  inch). 

He  insists  upon  this  deep  ignipuncture,  which  he  was  the  first 
to  recommend,  and  which  is  a  modifying  agent  rather  than  a 
means  of  evacuation.  The  galvano-cautery  may  also  be  used, 
and  as  many  as  twelve  deep  punctures  may  be  made  in  a  large 
edematous  ovary. 

In  the  megaioci/stic  variety  the  ovary  at  one  or  two  points 
shows  one  or  more  larger  cysts,  which  clearly  form  an  ex- 
traneous tumor.  The  important  thing  is  to  open  and  excise 
with  the  scissors  the  projecting  portion  of  the  cyst,  and  then  to 
cauterize  the  part  which  remains  adherent  to  the  ovarian  tissue. 
To  prevent  oozing  of  blood  close  the  small  wound  with  catgut. 

Results. — One  of  the  first  points  to  be  noted  is  the  absolute 
benignity  of  this  operation  ;  in  three  cases  only  there  was  sharp 
pain  in  the  first  few  days  following,  and  this  was  easily  sub- 
dued. Pozzi  proposes  to  publish  in  extenso  his  observations, 
and  merely  stated  as  a  general  conclusion  that  the  treatment  of 
simple  ovaritis  by  ignipuncture  was  superior  to  castration.  He 
had  known  it  to  cure  abdominal  pain  and  dysmenorrhea.  Not 
only  are  the  cures  complete,  but  there  is  an  absence  of  the  dis- 
turbances which  follow  sudden  and  premature  suppression  of 
menstruation.  Pozzi  performed  his  first  ignipuncture  in  1892. 
One  of  his  patients  subsequently  became  pregnant,  and  was 
recently  delivered  of  a  healthy  child  which  is  alive  at  this  date. 

6CRGICAL    TREATMENT    OF    CERTAIN    CAUSES    OF    STERILITY    (sTENOSIS 
OF    THE    CERVIX,    VAGINISMUS). 

Pozzi  (Paris). — The  new  operation  devised  by  him  to  remedy 


ELEVENTH    INTERNATIONAL    MEDICAL    CONGRESS.  279 

stenosis  of  the  cervix  is  especially  applicable  in  those  well- 
known  congenital  cases  which  usually  coexist  with  anteflexion 
and  are  accompanied  by  a  conical,  taperino^  cervix.  The  me- 
chanical consequences  are  dysmenorrhea  and  op])osition  to  the 
penetration  of  the  semen,  resulting  from  this  triple  condition  : 

1.  Narrowness  of  the  oritice. 

2.  "  Coudure"  of  the  cervical  canal. 

3.  Occlusion  of  the  lower  part  of  this  canal,  which  is  dilated 
in  the  form  of  a  barrel  by  the  accumulation  of  viscid  mucus 
secreted  by  the  cervical  glands. 

According  to  Pozzi  this  last  condition  is  the  chief  one  oppos- 
ing fecundity.  The  principal  surgical  methods  employed  in  the 
treatment  of  this  condition  up  to  the  present  time  have  been  of 
doubtful  and  only  temporary  benefit.  Dilatation  and  simple 
bilateral  incision,  with  or  without  scarification  of  the  internal 
surface  of  the  cervix,  do  not  prevent  the  cervix  from  returning 
to  its  former  condition  after  a  few  days  or  a  few  weeks.  The 
creation  of  a  larger  orifice,  or  stomatoplasty^  is  certainly  tlie  most 
rational  operation,  but  the  ordinary  process  is  defective  It  con- 
sists in  amputation  of  the  cervix  by  making  two  flaps  on  each 
lip,  according  to  Simon-Markwald's  method,  the  permanent 
orifice  thus  obtained  corresponding  to  the  conical  section  of 
the  cervical  canal  above  the  constricted  point.  Moreover,  if 
primary  union  is  lacking,  secondary  cicatrization  may  repro- 
duce the  stenosis,  as  has  frequently  occurred  in  the  experience 
of  several  operators. 

For  this  reason  Pozzi  has  invented  the  following  operatory 
process,  which  he  reported  a  few  months  ago  to  the  Surgical 
Society  of  Paris ;  he  calls  it  stomatoplastie  par  evidement  com- 
missural :  {a)  Liberation  of  the  cervix  bilaterally  with  the 
scissors  to  an  extent  sufficient  to  give  freedom  of  movement,  but 
without  invading  the  vaginal  fornix,  which  would  cause  an 
abundant  hemorrhage,  (b)  Partial  evidement  of  each  of  the 
four  raw  surfaces,  upon  which  with  the  bistoury  is  cut  a  small 
triangular  prism  to  facilitate  the  approximation  of  the  internal 
and  external  mucosae  above  them,  which  are  not  to  be  incised. 
(c)  Suture  of  these  two  mucosae  by  means  of  two  or  three 
stitches  of  silver  wire  or  of  silkworm  gut.  (d)  Insertion  of  a 
supplementary  stitch  on  each  side  of  the  cervix  to  unite  the 
bilateral  lil)erated  portion  {debridement),  which  may  exceed  the 
limits  of  the  evacuation  {evidement). 

If  the  cervix  should  be  very  large,  immediately  after  the  first 
step  in  the  operation  its  anterior  portion  may  be  removed,  after 
which  the  evidement  commissural  may  be  performed  on  the 
raw  surface  of  the  angle  of  the  stump.  "The  line  of  suture  will 
then  describe  a  continuous  curve  with  its  concavity  above.  ^ 

By  this  process  it  is  always  possible  to  obtain  an  orifice  as 
large  as  may  be  desired,  the  permanency  of  which  is  secured  by 
the  approximation  of  surfaces  covered  with  epithelium.     By  this 
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means  we  obtain  an  aperture  which  immediately  after  tlie  ope- 
ration resembles  a  cervix  with  a  bilateral  laceration,  but  this 
appearance  vanishes  after  a  few  weeks.  There  is,  moreover, 
this  difference  between  the  condition  and  the  laceration  pro- 
<luced  by  parturition,  that  there  is  no  nodular  tissue  or  chevUle 
<'irai)'ic'u'lh',  to  which  Emmet  ascribes  a  chief  njle  in  the  path- 
oloo:y. 

Evidement  cominissural  &\\o\x\i\  never  extend  up  to  the  vaginal 
fornix,  and  a  suture  point  should  be  inserted  in  the  lateral  por- 
tion of  the  liberated  part. 

It  is  Pozzi's  experience  that  in  about  six  months  the  cervix 
thus  operated  upon  assumes  the  appearance  of  a  cervix  which  has 
underofone  parturition  without  laceration.  In  six  cases  he  \)ev- 
fornied  this  operation  after  two  years  and  obtained  a  cessation 
of  dysmenorrhea  and  of  leucorrhea.  One  of  the  patients  became 
preo;nant  four  months  after  the  operation  ;  she  had  been  mar- 
ried fur  live  years  and  was  sterile. 

The  second  operation  described  by  Pozzi  is  quite  new,  and  is 
used  ■for  vaoinismus  caused  by  hyperesthesia  and  narrowness  of 
the  vulva  (Pozzi  eliminates  the  other  forms  of  vaojinismus 
symptomatic  of  other  affections  of  the  genitals).  In  a  recent 
case  which  came  to  his  observation  the  patient,  who  had  been 
married  eight  years,  still  possessed  a  hymen  which  was  intact. 
This  memlirane  situated  at  the  vulvar  opening  was  extremely 
sensitive,  and  the  vulvar  opening  was  narrow,  and  the  hus- 
band, although  young  and  strong,  had  been  unable  to  overcome 
these  obstacles. 

Pozzi  conceived  the  idea  of  an  operation  which  would  en- 
large the  vulvar  opening  and  displace  the  hyperesthetic  surfaces. 

Under  anesthesia  the  hymen  was  removed  by  means  of 
scissors,  and  the  vulva  forcibly  dilated  by  Trelat's  speculum 
used  for  anal  fissure  ;  then  a  lateral  incision  from  right  to  left 
was  made  at  the  union  of  the  inferior  third  with  the  two  su- 
perior thirds  of  the  vulvar  orifice.  This  incision,  which  was 
from  two  to  three  centimetres  long  (0.80  to  1.20  inches),  passed 
a  little  below  the  line  of  insertion  of  the  hymen,  with  which  it 
formed  a  cross.  It  exposed  the  fibres  of  the  constrictor  cunni 
and  divided  its  superficial  stratum  to  a  depth  of  two  or  three 
rnillimetres  (0.08  to  0.12  inch).  The  lips  of  the  wound  were  then 
dissected  out  in  such  a  way  as  to  cause  their  divergence  ;  the 
first  incision  was  gradually  given  the  shape  of  an  elongated 
lozenge,  its  long  axis  parallel  with  the  edge  of  the  vulvar  ori- 
fice. The  wound  was  then  united  so  as  to  obtain  a  line  of 
suture  which  increased  perpendicularly  the  direction  of  the 
first  incision,  and  was  carried  outside  the  site  of  the  insertion  of 
the  hymen  which  marked  the  original  orifice  of  the  vulva. 
The  suture  drew  the  vaginal  mucosa  to  the  level  of  the  lower 
end  of  the  incision  first  made  in  the  operation.  It  will  be  seen 
that  by  this  method  a  sort  of  sagittal  opening  is  made  on  each 
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side  of  the  vulva,  followed  by  a  transverse  suture ;  in  other 
words,  it  is  an  operation  of  the  same  type  as  (although  exactly 
opposite  to)  the  transverse  opening  followed  by  a  sagittal  suture 
of  Lawson  Tait  in  his  operation  for  perineorrhaphy.  An  en- 
largement of  the  vulva  is  obtained  which  may  be  increased  as 
desired,  and  slight  ectropion  of  the  vaginal  mucosa  is  produced 
outside  of  the  vulvar  oriiice,  in  such  a  way  that  the  hyperes- 
thetic  zone  is  withdrawn  from  all  contact  during  coitus.  The 
suture  of  the  two  large  incisions  should  be  made  with  silk- 
worm gut  or  silver  wire,  and  only  in  the  mucosa.  The  first 
stitch  unites  the  upper  with  the  lower  extremity  of  the  first 
incision.  The  small  wound  produced  by  incision  of  the  hymen 
is  to  be  united  by  a  continuous  catgut  suture. 

FROZEN    SECTION  OF    PELVES    OF   WOMEN  IN  THE    PUERPERAL   STATE 
AND  OF    NEWLY  BORN    FEMALE  INFANTS. 

Calderini  (Parma)  exhibited  a  series  of  colored  plates  repre- 
senting horizontal  sections  of  a  female  pelvis,  the  patient  hav- 
ing died  from  septic  peritonitis  after  an  abortion  at  three 
months  ;  two  sections,  one  frontal  and  the  other  sagittal,  of  the 
pelvis  of  a  woman  who  died  of  pulmonary  edema  following 
induced  premature  labor  at  the  eighth  month  of  pregnancy ; 
three  horizontal  sections  of  the  pelvis  of  a  newly  born  infant, 
one  antero-posterior  section  of  another  newly  born  infant,  and  a 
frontal  section  of  the  pelvis  of  a  third.  All  of  these  drawings 
were  most  exact.  On  the  posterior  side  was  a  transparent  draw- 
ing of  the  outlines  of  the  pelvis  only,  so  that  a  comparison  could 
be  made  of  the  formation  of  the  pelvis  at  different  ages.  The 
horizontal  sections  were  made,  one  at  the  level  of  the  superior 
strait,  two  at  the  largest  part  of  the  cavity,  one  in  the  narrowest 
portion,  and  one  at  the  inferior  strait.  The  horizontal  sections 
of  the  pelvis  of  the  newly  born  infants  were  taken  at  the  supe- 
rior strait,  the  cavity,  and  the  inferior  strait.  The  arteries  and 
veins  were  injected.  The  woman's  pelvis  had  a  long  trans- 
verse diameter  at  the  superior  strait,  a  slightly  larger  antero- 
posterior diameter  in  the  cavity,  and  one  still  more  marked 
at  the  outlet.  The  lateral  walls  "of  the  cavity  were  convergent 
below.  The  axis  of  the  superior  strait  and  of  the  cavity  fell 
upon  the  apex  of  the  sacrum  ;  the  form  of  the  superior  strait  of 
the  pelvis  of  the  newly  born  infant  was  not  lengthened  antero- 
posteriorly  and  was  nearly  round.  The  perivesical,  periuterine, 
and  perirectal  tissues  were  clearly  enough  defined  to  enable  one 
to  study  the  diffusion  of  the  inflammatory  process  in  these  tis- 
sues ;  the  peritoneal  pockets  were  visible,  as  were  the  changes 
caused  in  the  pelvis  by  the  pyramidal  and  obturator  muscles, 
the  separation  of  the  levator  ani  in  the  subperitoneal  and  ischio- 
rectal tissues,  and,  finally,  the  possii)le  communications  between 
the  pelvic  cavity  and  the  external  iliac  rejjion.  The  differences 
between  the  pelvis  of  the  newly  born  and  that  of  the  adult  con- 
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sist  more  in  size  than    in  form,  exeeptino;   in  tlie   excavation. 
Further  detailsf;  will  be  given  when  the  atlas  is  published. 

UPON    THE    INCLINATION    OK    THE    PELVIS    IN    THE  VARIOUS  POSITIONS 

ASSUMED    BY    WOMEN,    AND    ITS     APPLICATION    TO 

OBSTETRICS   AND   GYNECOLOGY. 

Caldekini  (Parraa)  applied  to  the  cadavers  of  women  who 
died  durini;  the  puerperium  a  goniometer  formed  of  two  ))ieces, 
one  of  which  is  to  take  the  place  of  the  coiijugata  vera,  and  the 
other  to  be  tixed  by  nails  in  front  of  the  lumbar  region  or  the 
body  of  the  fifth  vertebra,  the  two  joined  by  a  hinge  in  corre- 
spondence with  the  promontory,  and  furnished  with  a  gradu- 
ated semicircle  whicli  is  tixed  to  the  lumbar  part  and  which 
penetrates  througli  an  opening  in  another  piece  to  measure  the 
size  of  the  angle  formed  by  the  two  parts,  Calderini  put  the 
cadavers  in  the  following  positions:  (I)  horizontal  dorsal; 
(2)  dorsal  with  the  thighs  flexed  and  the  feet  placed  upon  the 
table ;  (8)  dorsal,  thighs  vertical  and  legs  horizontal  ;  (4)  the 
thighs  strongly  flexed  upon  the  abdomen  ;  (5)  lateral  decubitus  ; 
(6)  genu-pectoral  position. 

In  these  experiments  he  noted  that  the  angle  formed  by  the 
two  pieces  of  the  goniometer  was  more  or  less  large  in  the  vari- 
ous positions,  and  that  a  line  drasvn  from  the  junction  of  the  two 
pieces  formed  a  right  angle  to  the  conjugata  vera ;  therefore, 
being  parallel  to  the  axis  of  the  superior  strait,  it  formed  with 
the  lumbar  piece  (that  is  to  say,  with  the  axis  of  the  body)  an 
angle  of  4U°  in  the  first  and  second  positions,  one  of  36°  in  the 
third  position,  one  of  25°  in  the  fifth  position,  one  of  18°  in  the 
fourth  and  sixth  positions.  In  the  first  position  the  symphysis 
was  directed  obliquely  toward  the  table ;  in  the  others  it  was 
gradually  lifted  up,  and  in  the  fourth  it  was  almost  horizontal 
and  parallel  with  the  table.  In  the  sixth  its  superior  border 
became  inferior,  and  in  the  fourth  it  was  noted  that  the  apex  of 
the  sacrum  was  uplifted,  so  that  the  inferior  strait  and  the  lum- 
bar region  became  straight  1)}^  the  compression  of  the  interver- 
tebral discs. 

From  the  application  of  the  principles  learned  from  these  ex- 
periments to  clinical  practice  Calderini  was  enabled  to  con- 
stantly facilitate  descent  of  the  head  from  the  superior  strait, 
with  forceps  and  after  version,  by  changing  the  position  of  the 
thighs,  now  letting  them  hang,  then  flexing  them  and  pulling 
according  to  the  axis  of  the  body  and  the  superior  strait. 

According  to  Klein's  experiments  the  conjugata  vera  is  not 
of  a  constant  size  ;  it  is  lengthened  when  the  legs  hang  freely 
from  the  edge  of  the  bed,  and  is  shortened  in  forced  flexion  of 
the  thighs  upon  the  abdomen. 

VENTRO-FIXATION    OF    THE    UTERUS. 

Sinclair  (Manchester)  read  a  paper  on  the  ''Relation  of  Preg- 
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nancy  to  the  Operation  of  Ventro-fixation."  He  mentioned 
twelve  eases  in  which  he  had  operated  on  account  of  retroposi- 
tion  of  the  uterus  with  complications,  chiefly  adlie>^ions.  In  one 
case  only  was  it  necessary  to  remove  the  ovary  and  tube  on  one 
side  ;  all  the  other  cases  were  purely  "  hysterorrha])hy."  In  two 
of  the  cases  pregnancy  had  occurred  after  operation,  and  in  one 
of  the  cases  the  patient  is  pregnant  for  the  tiiird  time  since  the 
operation.  Observations  made  upon  these  cases  appear  to  prove 
that  there  is  no  unusual  distress  during  the  course  of  pregnancy, 
that  the  parturition  is  normal,  and  that  the  process  of  involution 
is  not  in  any  way  disturbed.  The  position  of  anteflexion  is 
maintained  in  every  case,  and  the  patients  are  relieved  of  the 
troubles  produced  by  the  malposition  of  the  uterus  and  such 
complications  as  adhesions  and  prolapse  of  the  ovaries.  Among 
the  conclusions  arrived  at  was  the  following:  "After  making 
full  allowance  for  the  element  of  risk  and  the  incidental  draw- 
backs, the  operation  of  ventro-flxation  is  not  only  justiflable,  but 
is  indicated  in  a  certain  limited  class  of  cases  of  retroflexion  of 
the  uterus  with  complications." 

CONTRIBUTION   TO   THE    HISTOGENESIS   OF   ENDOMETRITIS. 

Ama.nn  (Munich)  has  for  several  years  treated  the  pieces  of 
mucosa  removed  by  the  curette  with  a  method  of  fixation  which 
is  capable  of  furnishing  an  exact  reproduction  of  the  processes 
of  division  and  multiplication  of  the  elements.  It  is  worthy  of 
note  that  in  many  cases  the  karyokinetic  form  was  so  abundant 
as  to  lead  one  at  flrst  to  believe  that  there  was  a  malignant  neo- 
formation.  In  the  same  case,  however,  a  large  amount  of  this 
mitosis  would  be  found  in  one  place  while  in  another  it  was 
altogether  absent,  whence  we  may  admit  that  in  this  organ  as 
well  as  in  others  there  is  a  successive  appearance  of  these  forms 
of  'mitosis. 

In  the  "stratum  proprium"of  the  uterine  mucosa  we  And 
three  forms  of  mitosis  cells. 

1.  Extensive  mitosis  of  the  cells,  which  may  have  the  same 
structure  as  in  decidual  endometritis.  The  cells  in  this  period 
are  fusiform  or  polygonal.  In  some  places,  when  there  is  an 
accumulation  of  these  cells,  there  is  a  relative  poverty  of  chro- 
matin and  the  chromatin  granules  appear  to  be  diminished  ; 
beyond  this  the  mitosis  cells  are  not  in  any  way  abnormal,  and 
only  once  was  one  of  them  found  to  be  multipolar. 

2.  The  smaller  regular  connective-tissue  cells  with  fusiform 
outline. 

3.  The  karyokinetic  cells  (rare)  of  the  endothelium  of  the 
capillaries  and  lymphatics.  "When  in  "clusters"  {Knihielform) 
they  are  elongated ;  at  a  later  stage  they  project  into  the  lumen 
of  the  vessels. 

Glandular  epithelium  shows  many  forms  of  karyokinesis 
which  are  very  regular.     In  the  "  cluster"  stage  the  cell  under- 
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goinpf  mitosis  will  surpass  the  others  in  size ;  the  cell  nucleus 
becomes  pressed  toward  the  internal  edge  of  the  cell  {locus 
minoris  resistentlcE).  It  is  worthy  of  remark  that  the  axis 
of  scission  (especially  in  the  diaster)  is  perpendicular  to  the 
longitudinal  axis  of  the  other  epithelial  cells,  from  which  we 
see  that  we  have  to  do  only  with  a  superticial  reproduction  of 
new  epithelial  cells. 

The  lining  epithelium  often  takes  no  part  in  this  process;  yet 
in  some  cases,  which  are  by  no  means  infrequent,  there  may  l)e  a 
marked  proliferation.  In  such  cases  we  may  have  an  irregular 
dispositi(jn  of  the  axes  of  division  of  the  karyokiiietic  cells,  so 
that  there  is  not  a  superticial  neoformation  of  the  glandular 
epithelial  cells,  but  a  stratification  of  cells  similar  to  the  llat- 
tened  epithelial  cells  (psoriasis  uterina).  Jn  these  cases  the 
karyokinetic  cells  are  very  large,  and  once  a  multipolar  cell  was 
found. 

.  A  special  behavior  of  the  lymphocytes  is  to  be  noted,  some  of 
them  having  been  found  in  the  portion  undergoing  mitosis,  as  they 
were  passing  through  the  glands,  or  the  lining  epithelium,  or  the 
walls  of  the  blood  vessels  and  lymphatics.  These  karyokinetic 
lymphocytes  are  easily  distinguished  from  the  others  by  their 
greater  size,  by  the  grouping  of  the  chromatin  granules,  and  by 
the  position  in  which  they  are  found — that  is  to  say,  in  the  midst 
of  the  epithelium  which  is  passing  through,  or  suspended  in,  the 
blood  of  a  portion  of  a  vesseL  It  would  seem  that  the  form  of 
the  diaster  is  the  most  resistant  toward  the  fixative  fluid,  as  it  is 
more  often  recovered  from  it. 

It  follows  from  what  has  been  said  that  chronic  hyperplastic 
endometritis  belongs  to  the  class  of  neoformations  instead  of  to 
that  of  inflammations. 

RoBEKT  Barnes  presented  a  memoir  in  Italian  on 

OENERAL   PHYSIOLOGY  AND    PATHOLOGY    ILLUSTRATED    BY    STUDY  OF 

OBSTETRICS. 

The  argument  set  forth  was  that  in  obstetrics  we  had  always 
present  a  natural  experiment,  putting  to  the  test,  under  the 
forces  called  forth  by  pregnancy,  the  effects  of  high  nervous  and 
vascular  tension  upon  the  general  system.  Thus  was  illustrated 
the  production  of  new  tissues,  nerves,  vessels,  and  glands. 
Under  this  trial  certain  effects  touching  on  the  borders  of  path- 
ology, and  sometimes  extending  into  pathology,  are  evoked. 
x\mong  these  is  the  production  of  tumor,  diabetes,  albuminu- 
ria, jaundice,  hemorrhages,  and  other  conditions.  These  are 
thus  seen  in  the  initiation,  and  thus  give  a  light  on  etiology 
obtainable  in  no  other  way.  General  medicine  often  looks  for 
etiology  in  the  dead-house,  looking  upon  changes  of  organic 
tissue  as  causes  which  in  reality  are  only  effects.  The  study  of 
€tiology  at  the  origin  of  the  disease  indicates  the  true  route  to 
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prevention  or  cure.  It  was  a  study,  said  the  speaker,  too  much 
neglected,  and  therefore  misunderstood.  Obstetrics  might  be 
regarded  as  a  tlireshold  of  medicine. 

CATGUT    THREADS    IN    UTERINE    DISORDERS. 

ScHMELTz  (Nice)  read  a  communication  upon  tlie  use  of 
catgut  threads  as  a  method  of  draining  the  uterus  and  its  ap- 
pendages— a  harmless  proceeding  by  which  he  considered  many 
serious  operations  might  be  saved.  Having  referred  hriefiy  to 
the  various  methods  of  drainage  that  other  obstetric  physicians 
had  employed,  and  explained  the  way  in  which  the  threads 
should  be  introduced,  he  enumerated  the  following  conditions 
as  those  in  which  he  believed  catgut  threads  could  be  employed 
with  advantage,  and  in  which  they  certainly  should  be  used  as 
antecedents  or  adjuncts  to  the  more  drastic  methods  of  treat- 
ment :  1.  Puerperal,  catarrhal,  or  gonorrheal  metritis  ;  here 
they  can  be  used  as  a  method  of  drainage  after  curetting  or 
cauterization.  2.  Chronic  catarrhal  or  purulent  salpingitis.  3. 
Uterine  displacements  ;  the  over-congestion  of  the  uterus  being 
relieved  by  drainage,  the  organ  can  be  replaced.  4.  Amenor- 
rhea and  dysmenorrhea  ;  here  the  method  of  drainage  by  cat- 
gut threads  has  been  found  in  Schmeltz's  hands  particularly 
successful  in  reheving  the  symptoms.  5.  In  atresia  of  the 
cervix. 

CONSERVATIVE    SURGERY    OF   TUBAL    ACCUMULATIONS. 

YuLLiEr  (Geneva)  has  long  been  a  partisan  of  conservative 
surgery  in  lesions  of  the  uterine  appendages.  He  reported  nu- 
merous cases  of  tubal  accumulations  cured  by  puncture  of  the 
cystic  sac  through  the  vaginal  fornices. 

Pozzi  (Paris)  does  not  agree  with  Yulliet ;  he  has  performed 
Conservative  operations  upon  many  women,  but  never  obtained 
any  real  cures.  He  noted  many  cases  of  relapse,  and  the  pa- 
tients complained  of  so  much  pain  that  he  was  obliged  to  per- 
form laparatomy,  after  which  the  results  were  good. 

ZwETFEL  exhibited  two  new  frozen  sections  of  women's  cada- 
vers which  almost  persuaded  him  to  return  to  Baudl's  theory 
that  the  "  inferior  uterine  segment "  in  pregnancy  is  formed 
from  the  cervical  canal. 

Pestalozze  and  Acconci  held  that  two  cases  alone  are  not  suf- 
ficient to  make  one  reject  the  results  of  all  the  researches  made 
of  late  years  upon  the  "  lower  segment "  of  the  uterus,  which 
might  sometimes  be  absent. 

Pazzi  (Bologna)  presented  a  paper  on 

MECHANICAL,    EXPERIMENTAL,    AND   CLINICAL    STUDY    OF    HIS 
AXIS-TRACTION    FORCEPS. 

The  author  touched  lightly  upon  the  general  subject  of  for- 
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ceps,  spoke  of  the  ineclianical  theories  u]ion  which  the  instrii- 
ment  of  his  invention  is  l)ased,  and  described  <j^raphically  wliy 
he  believes  that  it  fulfils  the  indications  for  which  it  was  con- 
structed better  than  other  forceps. 

lie  enumerated  the  experiments  tried  witli  it  upon  the  man- 
ikin and  tlie  cadaver  in  various  clinical  and  anatomical  insti- 
tutes in  the  kino;dom,  and  finally  gave  the  statistics  in  regard  to 
the  cases  in  which  he  was  able  to  apply  his  instrument  and  the 
immediate  and  remote  effects  upon  both  the  mother  and  the 
fetus. 

Conclusions. — {a)  The  constructive  theory  of  the  new  for- 
ceps is  entirely  original,  in  that  the  object  desired  was  to  make 
the  blades  movable  upon  the  handles,  not  to  obtain  a  larger  pel- 
vic curve,  but  in  order  that  the  blades  themselves  might  be  par- 
allel with  the  walls  of  the  pelvis. 

(h)  The  mechanism  of  construction  and  of  action  of  the 
hinge  is  not  the  same  thing  as  the  unlocking  of  the  handles  of 
some  forceps. 

(c)  The  new  forceps  is  simple,  light  in  weight,  inexpensive, 
and  easy  to  use. 

id)  It  may  be  modified  in  shape  if  necessary,  but  must  re- 
tain the  hinge,  wliich  permits  of  traction  in  the  axis  of  the  pel- 
vis and  is  the  chief  object  of  his  invention. 

The  same  author  also  addressed  the  Congress  upon 

THE   USE    OF    THE    OBSTETRICAL    LEVP:R. 

He  gave  statistics  of  cases  in  which  the  lever  had  been  ap- 
plied, spoke  upon  the  clinical  and  practical  aspect  of  the  mat- 
ter, and  concluded  as  follows: 

{a)  In  order  to  demonstrate  the  utility  of  the  obstetrical  lever 
it  would  be  necessary  to  gather  all  the  statistics  relating  to  its 
practical  use. 

(5)  Both  lever  and  forceps  have  their  own  special  indica- 
tions. 

[g)  The  lever  is  entitled  to  a  place  in  the  obstetrical  arma- 
mentarium, and  it  is  a  mistake  to  have  abandoned  its  use  and 
demonstration  in  clinics. 

AGAIN    THE    SDB.JECT    OF    PLACENTA    PREVIA. 

Returning  to  his  argument  in  regard  to  placenta  previa, 
Pazzi  gave  a  digest  of  the  most  important  recent  works  upon  the 
subject,  illustrated  his  words  by  clinical  cases,  and  summed  up 
as  follows  : 

(a)  The  frequency  of  placenta  previa  is  about  1  to  748  cases 
of  labor. 

(b)  One  of  the  points  still  under  discussion  and  deserving  of 
diligent  study  is  the  relative  frequency  of  placenta  previa  cen- 
tralis, but  it  may  be  approximately  estimated  at  50  per  cent. 
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(c)  Completely  central  placenta  previa  is  very  rare. 

{(J)  The  case  of  placental  polymorphism  shown  hy  theaiithor 
is  rather  unique  than  rare. 

{e)  In  regard  to  the  mechanism  producing  the  hemorrhages 
of  placenta  previa,  the  author  believes  that  there  is  nuicli  to  be 
hoped  from  anatomo-pathological  researches. 

(/")  All  the  methods  of  cure  for  placental  displacement  may 
be  classified  under  the  title  of  "  mediate  or  immediate  rupture 
of  the  ovum." 

{g)  The  author's  method  for  the  remedy  of  complete  pla- 
centa previa  is  partial  detachment  and  perforation  of  the  pla- 
centa, combined  with  immediate  pelvic  version  by  internal  man- 
euvres  as  scon  as  the  cervix  freely  admits  two  fingers. 

Pazzi  further  gave  a 

DESCRIPTION   OF    TWO    PLASTER   CASTS. 

He  described  two  plaster  preparations,  resembling  a  female 
trunk  opened,  with  a  fetus  at  term  across  the  pelvis,  showing  the 
application  of  his  forceps.  His  object  was  to  show  in  an  origi- 
nal manner  the  relations  of  his  instrument  to  the  pelvic  canal  at 
the  moment  of  its  traction  upon  the  fetus. 

CuzzA  and  Crosti  (Pavia)  offered  the  Congress  an 

EMBRYOLOGICAL   CONTRIBUTION. 

Crosti  presented  some  preparations  of  a  human  ovum,  the 
smallest  ever  known,  he  believes.  It  came  from  a  woman  who 
menstruated  regularly  fifteen  days  before  the  expulsion  of  a 
triangular  membrane  which  was  the  exact  shape  of  the  uterine 
cavity.  About  one  centimetre  (0.40  inch)  from  the  opening  of 
one  of  the  tubes  there  was  a  roundish  elevation  about  the  size 
of  a  pea.  The  whole  membrane  was  colored  by  carmine  in 
iodide  of  potassium,  and  a  section  made  by  embedding  it  in 
celloidin  and  paraffin.  The  following  facts  were  obtained  from 
its  examination : 

1.  The  reflexa  showed  no  traces  of  glandular  neoformation, 
though  it  might  seem  to  occur  from  the  elongation  and  fusion 
of  the  interglandular  spaces  of  the  endometrium.  This  length- 
ening and  fusion  is  the  consequence,  not  of  a  numerical  increase 
of  the  elements,  but  of  their  dropsical  increase  of  size,  resulting 
in  the  formation  of  digital  prolongations,  which  unite  by  the 
end  opposite  to  that  of  their  origin  and  fix  themselves  upon  the 
sides  which  are  not  occupied  by  the  chorial  villi. 

2.  The  chorion  clearly  showed  a  differentiation  into  slender 
and  shaggy  forms,  and  that  at  an  earlier  stage  than  is  usually 
supposed. 

3.  The  shaggy  chorion  was  inserted  upon  the  reflexa — a  dis- 
position which,  according  to  Raineri  and  Ilofmeyer,  accounts  for 
placenta  previa. 
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4.  TJie  villi  were  inserted  in  the  interdigital  spaces  of  tlie 
reflexa,  and  sent  out  epithelial  prolongations  into  the  inaternal 
tissues.  These  epithelial  prolongations  are  rendered  distinctly 
visible  by  coloration  of  the  protoplasm  and  of  the  nucleus,  and 
tend  to  circumscribe  the  cavity  in  whicn  the  tuft  of  villi  is 
inserted. 

Fabbri  (Modena)  presented  a  paper  on 

VAGINAL    HYSTERECTOMY    FOR   CARCINOMA. 

The  author  reported  24:  hysterectomies  which  he  had  per- 
formed for  carcinoma,  with  only  one  death  (4.1  per  cent). 

In  12  cases  there  was  recurrence  of  the  disease,  2  after  5 
months,  2  after  6  months,  1  after  10  months,  1  after  1  year,  1 
after  1  year  and  2  months,  1  after  1  year  and  4  months,  3  after 
1  year  and  5  months,  1  after  1  year  and  4  months.  Cures,  16.6 
per  cent. 

In  operating  Fabbri  endeavors  to  carry  out  the  following 
principles : 

1.  To  avoid  diffusion  of  the  cancerous  tissue. 

2.  To  keep  the  line  of  suture  as  far  as  possible  from  the  carci- 
noma, using  Billroth's  clamp,  keeping  the  ureters  out  of  the 
way,  and  inserting  the  suture  stitches  very  closely  together. 

3.  To  obtain  sloughing  of  the  nodules  of  tissue  contained 
within  the  ligatures. 

The  author  described  a  special  method  of  tying  the  threads 
which  causes  the  stump  from  which  the  two  sets  of  threads 
hang  to  be  poorly  nourished.  He  uses  a  special  grooved  hook, 
provided  with  thread,  to  divide  the  broad  ligaments. 

Clivio  (Pavia)  offered  a 

CDNTRIBUTION    TO    KNOWLEDGE    OF   THE    NERVE    ENDINGS    OF    THE 

UTERUS. 

The  author  used  the  uteri  of  bitches,  rabbits,  and  children  for 
his  researches,  and  his  method  was  that  of  Prof.  Golgi,  namely^ 
the  use  of  silver  nitrate. 

The  following  were  the  results  obtained :  In  the  muscular 
layer  the  nerves  chiefly  lie  beside  the  blood  vessels  in  large 
bundles  which  occasionally  form  veritable  plexuses ;  from  these 
proceed  branches  which  go  to  form  the  rete  of  the  muscular 
layer.  These  plexuses  are  similar  to  those  of  Auerbach  in  the 
intestines,  as  described  by  Berklei. 

Between  the  various  layers  (external  and  internal  muscular, 
muscular,  submucous,  etc.)  the  nerve  bundles  remain  in  the 
interstitial  connective  tissue  between  the  layers,  and  send  off 
branches  into  the  subjacent  tissues  and  occasionally  into  the 
upper  tissues. 

Between  the  two  muscular  layers  the  bundles  of  fibres  follow 
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a  tortuous,  wavy  course,  and  in  some  places  have  the  appearance 
of  clusters  of  fibres,  while  in  others  they  resemble  corkscrews. 

From  the  muscular  layer  in  the  subinucosa  the  nerves,  whether 
in  plexuses  along  the  vessels  or  in  isolated  bundles,  push  in  under 
the  epithelium,  where  they  run  along  l)y  the  basal  membrane, 
finall}'  branching  into  rounded  or  elongated  nodules.  In  the 
muscular  layer  the  ultimate  termination  is  in  nodules  or  flask- 
shaped  swellings. 

There  is  no  absolute  difference  in  the  structure  of  the  cervix 
and  that  of  the  body  of  the  uterus  ;  the  difference  depends  upon 
the  diversity  of  the  elements  composing  it.  Thus  beneath  the 
epithelium  of  the  os  the  nerve  bundles  running  along  the  basal 
membrane  form  a  rich  nervous  network,  and,  following  the  blood 
vessels  which  are  in  the  vascular  papillae,  completely  surround 
them,  forming  a  species  of  covering  over  them. 

Beneath  the  mucosa  small  cells  are  seen — cells  with  long 
prolongations  (three,  four,  live)  which  are  sometimes  branched, 
sometimes  irregular  in  outline  and  knotty,  which  sometimes 
terminate  as  if  broken  off  and  sometimes  by  becoming  drawn 
out  to  a  tine  point.  These  cells  are  of  various  forms — globular, 
round,  with  prolongations  starting  from  any  part  of  the  contour; 
some  near  the  mucous  papillae  are  more  fusiform,  the  prolon- 
gations starting  from  the  end,  while  between  the  papillae  the 
fusiform  cells  are  arranged  in  a  radiating  direction  parallel  to 
the  greatest  diameter  of  the  papillae. 

Are  these  nerve  cells  ?  They  are  stained  black  by  the  reagent, 
but  this  test  is  not  sutKcient  for  their  classification.  Fusari  and 
Tanasci  described  as  nerve  cells  certain  cells  found  in  the  papillae 
of  the  tongue,  similar  to  those  found  by  the  author  in  the  ute- 
rus. Lenossec  afterward  raised  a  donbt  as  to  the  nervous  nature 
of  these  cells,  but  did  not  entirely  deny  it,  though  insisting  upon 
the  fact  that  they  lack  the  essential  character  of  a  nerve  cell — 
that  of  a  prolongation  passing  into  a  nerve  fibre — and  he  sug- 
gests calling  them  Siibgeramalzellen. 

The  author  accepts  Lenossec's  qnalification  in  regard  to  the 
cells  found  by  him  in  the  uterus,  but  intends  to  continue  his 
researches,  using  other  methods  of  staining. 

Gawrowsky  (Cracow)  presented  a  paper 

UPON   THE   NERVE    ENDINGS    AND   THE   COURSE   OF     THE    NERVES    IN 
THE    FEMALE   GENITALIA. 

The  researches  carried  on  by  tliis  author  were  under  the 
direction  of  Kupffer.  In  the  vagina,  uterus,  and  tubes  the 
nerve  fibres  penetrate  into  the  epithelium  and  terminate  freely 
between  the  cells.  In  the  uterus  and  tubes  multipolar  nerve 
cells  may  be  seen  in  the  "  stratum  proprium  "  of  the  mucosa. 

lie  was  not  able  to  discover  any  penetration  of  nerve  fibres 
into  the  epithelium  of  the  follicles  of  the  ovaries,  as  others  claim 
19 
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to  have  done.     He  stated    that    tlie    ovarian    nerves   not   only 
accompany  the  hlood  vessels,  hut  penetrate  into  the  zone  of  the 
follicles  as  isolated  tihree,  and  surround  the  follicles  in   concen- 
tric spirals,  and  finally  reach  the  epithelium. 
He  showed  plates  and  microscopic  preparations. 

Sanger  (Leipzig)  contributed  a  paper  on 

THE    PROMPT    RELIEF    OF    TUBAL    ABORTION. 

1.  Tubal  abortion  (complete  abortion,  incomplete  abortion, 
tubal  mole)  is  more  frequent  than  rupture  of  the  tube  containing 
the  product  of  conception. 

2.  Rupture  of  a  pregnant  tube,  because  of  the  intraperitoneal 
hemorrhage,  leads  more  frequently  and  more  rapidly  to  shock 
and  to  letlial  anemia  than  does  tubal  abortion.  There  are  too 
many  cases  of  late  tubal  hemorrhage  which  terminate  fatally 
simply  because  celiotomy  and  salpingectomy  are  not  promptly 
performed.  This  species  of  intervention  is  no  less  imperiously 
demanded  than  Cesai'ean  section  which  is  absolutely  indicated, 
than  herniotomy,  or  than  tracheotomy  in  given  cases  ;  and,  as 
the  diagnosis  of  the  condition  is  easy,  this  operati(jn  should  V)e 
undertaken  even  by  those  who  do  not  ordinarily  perform  abdo- 
minal surgery. 

3.  As  the  intraperitoneal  hemorrhage  in  tubal  abortion  is  less 
severe  and  slower  of  appearance  than  in  rupture,  so  also  has  it  a 
greater  tendency  to  l)ecome  encapsulated,  and  very  often  forms 
isolated  hematoceles  which  are  easily  enucleated.  Sometimes, 
however,  successive  late  hemorrhages  occur  from  laceration  of 
the  capsule,  with  ingress  of  masses  of  fresh  blood  clots  into  the 
abdominal  cavity,  the  accompanying  symptoms  being  like  those 
of  rupture  of  the  pregnant  tube. 

4.  In  tubal  abortion  the  period  of  acute  anemia  may  be  safely 
passed,  but  that  of  septic  infection  remains  (uterus,  tube,  intes- 
tine) by  putrefaction  of  the  mass  of  ])lood,  occurrence  of  peri- 
salpingitis and  pyo-ovaritis  with  pelvic  abscesses,  danger  of 
general  peritonitis  and  involvement  of  the  neighboring  organs. 

5.  Even  if  these  grave  complications  do  not  occur,  or  if  ex- 
pectant treatment  results  in  a  relative  recovery,  still  the  patient, 
although  in  a  condition  of  relative  well-being,  cannot  be  con- 
sidered in  good  health.  The  organization  and  absorption  of  the 
effused  blood  and  of  the  ovum  take  place  with  extraordinary 
slowness,  lasting  months  or  even  years,  and  even  then  some  re- 
sidual matter  is  left  in  situ.  The  diseases  of  the  appendages 
which  were  the  cause  of  the  ectopic  gestation  continue  and 
increase  and  add  to  the  consequences  of  the  accident. 

H.  The  prompt  relief  of  tubal  abortion  and  peritubal  hemato- 
cele by  means  of  celiotomy  should  be  preferred  to  the  expect- 
ant treatment.  Lawson  Tait,  Bland  Sutton,  Gnsserow,  Graefe, 
Yon  Ott,  and  others  accept  this  maxim  with  some  reservations. 
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7.  The  evacuation  of  peritubal  or  retrouterine  liematocele 
(depending  upon  tubal  abortion)  by  means  of  elytrotomy  is  a 
method  inferior  to  celiotomy  ;  it  can  at  best  only  serve  to 
remove  the  masses  of  clotted  blood,  and  there  always  remains 
the  possibility  of  danger  from  the  diseased  tubes  and  permanent 
ectopic  gestation. 

8.  We  should  also  reject  the  relief  of  extrauterine  pregnancy 
by  electricity  and  morphine  because  of  the  danger  of  primary 
or  secondary  hemorrhage. 

9.  Vaginal  uterectomy,  with  or  without  morcellement,  cannot 
be  admitted  in  the  treatment  of  tubal  abortion  without  many 
reservations  ;  by  celiotomy  alone  can  the  diseased  tube  be  re- 
moved and  the  appendages  of  the  otlier  side  be  preserved  if 
they  are  healthy.  If  they  are  not  at  all  or  but  slightly  dis- 
eased, their  removal  simply  to  prevent  a  repetition  of  extrauterine 
pregnane}?"  is  unjustifiable.  If  ectopic  gestation  be  repeated  on 
the  other  side,  a  second  celiotomy  must  be  performed  to  remove 
the  offending  appendages,  an  operation  performed  by  the  author 
with  good  results. 

10.  Tubal  abortion  gives  the  same  indications  for  laparatomy 
and  for  salpingo-oophorectomy  as  do  all  the  other  severe  diseases 
of  the  appendages,  whether  acute  or  chronic.  If  from  some 
error  of  diagnosis  one  of  these  diseases  be  found  instead  of  the 
ectopic  gestation,  the  operation  is  still  just  as  clearly  indicated. 
In  many  cases  the  supposed  tubal  abortion  may  be  found  to  be 
pyosalphix,  in  which,  although  menstruation  is  continued,  there 
is  external  hemorrhage,  tumefaction  of  the  appendages,  which 
increases  with  rapidity  and  is  of  a  soft  consistence. 

11.  The  most  favorable  time  to  perform  celiotomy  in  tubal 
abortion  is  in  the  first  stage,  when  the  internal  hemorrhage  is 
still  continuing,  or  when  there  is  encapsulation  of  the  peritubal 
effusion  of  blood  (three  to  four  weeks  after  cessation  of  the  in- 
ternal hemorrhage). 

1 2.  ■  The  technique  of  the  operation  (which  should  be  per- 
formed in  the  Trendelenburg  position)  is  in  some  points  different 
from  that  of  salpingo-oophorectomy  for  infective  inflammatory 
processes  of  the  appendages.  The  spermatic  vessels  (infundi- 
bulo-pelvic  ligament)  must  be  kept  under  control  by  the  clamp, 
as  well  as  the  anastomoses  of  the  uterine  vessels  to  the  broad 
ligament.  If  an  isolated  single  hematocele  have  formed  the 
masses  of  blood  clots  should  be  removed  in  toto  and  not  singly. 
"When  hemorrhage  has  been  stopped  by  the  usual  means  (com- 
pression, thermo-cautery,  ligature  en  masse,  never  using  the 
perchloride  of  iron  as  a  method  of  hemostasis  in  these  cases),  the 
abdomen  should  be  closed,  sometimes,  but  rarely,  adopting 
Mikulicz's  method  of  tamponing  with  gauze.  It  is  better  to 
clean  the  abdomino-pelvic  cavity  by  sterilized  gauze  compresses 
than  to  use  hot  water  for  the  same  purpose.     It  is  not  a  good 
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plan  to  wash  out   the  cavity  with  hot   water  and  tlien   use  a 
drainatre  tul)e. 

13.  According  to  tliese  fundamental  principles  the  author  has 
operated  upon  sixteen  cases  of  tubal  abortion.  In  only  one  was 
there  a  fatal  result,  on  account  of  pulmonary  embolus  twenty- 
four  hours  after  the  operation.  Recovery  followed  in  all  the 
other  cases. 
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3leeting  of  April  12^A,  1894. 
Dr.  Reed  reported  a  case  of 

CESAREAN   SECTION 

which  emphasized  some  important  clinical  features  and  proved 
the  possibility  of  saving  the  child  under  very  unfavorable  cir- 
cumstances ;  the  mother  died. 

Dr.  Jones  inquired  how  soon  after  the  death  of  the  patient 
the  microscopical  sections  referred  to  in  the  report  were  made 

Dr.  Rep:d  replied,  as  early  as  one  hour  and  as  late  as  six  hours 
after  death. 

ABSCESS   CAUSED   BY    SILK   LIGATURE. 

Dr.  Jones. — A  young  woman  came  into  Christ  Hospital 
with  an  abscess  three  inches  above  the  pubes.  She  had  been 
operated  on  eighteen  months  prior  for  an  ovarian  tumor  by  Dr. 
Reed.  A  probe  could  be  passed  down  a  considerable  distance. 
With  the  curette  a  ligature  (shown)  which  had  been  put  on  the 
stump  svas  hshed  up.  The  ligature  seemed  to  be  a  mixture  of 
linen  thread  and  silk. 

Dr.  Reed. — The  silk  is  manifestly  impure.  I  have  had  this 
same  thing  happen  to  me  several  times.  Generally  there  is  some 
infection,  followed  by  an  abscess  or  sinus.  Sometimes  these  liga- 
tures when  once  contaminated  will  feed  a  sinus  indeliuitely. 

Dr.  Stanton  reported  a  case  of 

INDUCED    LABOR    BY   THE    I^fJECTI0N  OF   GLYCERIN    INTO  THE  CAVITY 

OF    THE    UTERUS. 

Labor,  which  was  induced  on  account  of  a  small  pelvis,  came 
on  in  two  and  one-half  hours.  In  a  former  case  reported  to  this 
Society  four  hours  were  required.  The  amount  of  glycerin  in- 
jected is  not  important,  one-half  ounce  having  caused  labor. 
Glycerin  is  found  to  act  much  more  promptly  than  water.     A 
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catheter  is  passed  between  the  membranes  and  uterus  as  far  as 
possible,  and  sterilized  o;lycerin  injected  with  a  uterine  syrinf>;e. 
Tlie  end  of  the  catheter  beyond  the  eyelet  is  filled  up  with 
plaster  of  Paris  so  as  to  avoid  the  injection  of  air. 

Dr.  Cleveland  reported  a  very  disastrous  result  from  the  in- 
jection of  water  into  the  uterus  in  the  hands  of  another  practi- 
tioner. He  did  not  think  any  air  had  been  injected,  and,  while 
he  did  not  think  this  accident  so  likely  to  happen  in  the  use 
of  glycerin,  we  should  be  very  careful  to  exclude  air. 

Dr.  Reamy. — I  have  Tiever  used  fluid  of  any  kind  to  induce 
labor,  for  fear  that  I  mi^ht  inject  air.  Why  can  it  be  neces- 
sary to  induce  labor  at  once,  except  in  the  case  of  convulsions? 
I  am  unable  to  appreciate  why  we  should  bring  on  labor  in  two 
or  three  hours,  when  two  or  three  days  are  not  objectionable 
but  probably  l)etter.  I  have  not  for  years  practised  any  other 
method  than  to  dilate  the  cervix  with  the  tinger  and  detach  the 
membranes.  The  hand  in  the  vagina  should  be  sterilized  and 
the  woman  placed  in  the  lithotomy  position  ;  this  means  will 
succeed  in  every  case  in  two  or  three  days.  You  will  be  sur- 
prised to  And  what  amount  of  dilatation  can  be  obtained  in 
twenty  minutes'  time  by  use  of  the  tinger.  Frequently,  when 
called  to  attend  a  woman,  when  the  cervix  does  not  dilate  by  the 
use  of  the  finger  I  bring  on  the  labor  at  my  convenience.  I 
cannot  but  realize  that  it  is  safer  to  use  the  tinger  than  glycerin. 

Dr.  Palmer  said  we  must  recognize  the  intrauterine  injec- 
tion of  glycerin  as  an  efficient  means  to  induce  a  premature  la- 
bor. Of  course  the  glycerin  should  first  be  sterilized  and  care 
taken  that  no  air  be  injected.  Perfectly  pure  anhydrous  glyce- 
rin would  do  better  work  than  ordinary  shop  glycerin.  The 
great  advantage  of  its  use  is  its  promptness  in  inducing  uterine 
contractions.  The  method  spoken  of  by  Dr.  Reamy  is  not  uni- 
formly successful.  The  use  of  the  solid  gum  elastic  bougie 
(never  the  female  catheter)  has  never  failed  with  me  in  inducing 
some  uterine  action  within  twelve  hours.  On  two  occasions  I 
have  been  obliged  to  introduce  another  and  larger  one,  to  in- 
crease labor  pains,  on  the  opposite  side  of  the  uterus.  To  avoid 
the  attached  placenta  and  prevent  any  detachment  of  the  same, 
the  best  position  for  these  bougies  is  along  the  anterior  and  late- 
ral uterine  walls. 

Dr.  Stanton. — I  think  Dr.  Palmer  has  had  an  unusually  for- 
tunate experience  in  the  use  of  the  bougie.  In  my  case  it  has 
required  from  one  to  two  days.  I  think  it  is  an  advantage  to 
bring  on  labor  in  a  short  time,  three,  four,  or  five  hours  being 
much  better  than  twenty-four  or  forty-eight  hours.  Labor  in- 
duced by  glycerin  is,  I  tiiink,  as  nearly  natural  as  any  method. 
The  separation  of  the  membranes  by  the  finger  has  sometimes 
failed,  and  the  assistance  of  a  sound  or  catheter  has  been  found 
necessary  to  separate  the  membranes  higher  up. 

Dr.  Zinke  reported  a  case  which  occurred  at  the  college,  the 
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patient  being  past  Ler  expected  time.  At  the  suggestion  of  Dr. 
Pahner  separation  of  the  membranes  was  made  every  day  for 
two  weeks,  and  still  labor  did  not  commence. 

Dr.  Reamy. — If  yon  did  this  every  day  you  did  wrong;  you 
kept  up  an  irritation  and  did  not  give  the  uterus  time  to  re- 
spond. I  think  if  you  luul  separated  the  membranes  higher  up 
you  would  probably  have  induced  labor. 

Dr.  Hall. — I  question  the  propriety  of  bringing  on  labor 
simply  as  a  matter  of  ])ersonal  convenience  to  the  ol)stetrician, 
as  suggested  by  Dr.  Reamy.  I  do  not  think  it  devoid  of  all 
danger,  and  the  act,  in  my  judguient,  im])lies  a  resj)onsibility 
on  the  part  of  the  obstetrician.  It  would  make  uo  difference 
whether  the  attendant  was  in  the  least  to  blame  for  any  mishap 
which  might  befall  the  patient;  the  simple  fact  that  he  brought 
on  labor  Avould  be  evidence  enough  in  the  minds  of  the  j)atient's 
friends  to  Ijold  him  responsible  for  it.  Again,  I  would  like  to 
ask  if  this  line  of  practice  is  one  that  the  speaker  would  lay 
down  to  be  followed  by  every  general  practitioner.  If  so  I  have 
no  hesitation  in  saying  that  it  would  not  be  a  safe  doctrine  to 
promulgate  in  this  Society. 

Dr.  Keamy. — A  young  man  without  experience  should  not 
hasten  labor  by  dilating  the  cervix.  No  one  should  do  it  with- 
out much  experience.  Many  have  not  the  mechanical  touch  or 
conception,  and  never  attain  it.  I  am  only  speaking  as  to 
whether  it  is  justifiable  to  make  the  dilatation  when  the  woman 
is  within  a  few  days  of  confinement.  A  skilful  man  selecting 
his  case,  it  is  perfectly  proper  to  bring  on  labor  four  or  live 
days  before  it  is  due;  it  is  better  for  the  woman  and  better  for 
her  physician.  I  have  done  it  many  times  when  the  patient  did 
not  know  it ;  it  is  even  better  that  she  should  not  know  it.  I 
prefer  the  use  of  the  fingers  rather  than  Barnes'  bags  to  dilate 
the  cervix.  The  labor  will  be  brought  on  more  quickly  at  seven 
months  than  at  full  term. 

Dr.  Reamy  reported  a  case  of 

PLAIN    MULTILOCULAR    OVARIAN   TUMOR. 

Some  colloid  fluid  was  discharged  into  the  peritoneal  cavity 
by  the  rupture  of  the  cyst  during  anesthetization.  There  were 
no  adhesions.  Peritonitis  set  in,  in  spite  of  the  fact  that  all  the 
fluid  had  been  carefully  removed,  and  the  patient  died  in  two 
days. 

Dr.  Zinke  said  it  frequently  happened  that  cysts  ru})tured 
during  the  operation,  either  from  adhesions  or  thinness  of  the 
cyst  walls.  He  reported  a  case  which  happened  in  the  practice 
of  Mr.  Tait ;  the  fluid  was  all  washed  out  and  the  patient  re- 
covered with  union  by  first  intention.  Dr.  Zinke  believed  that 
the  contents  of  cysts  are  ordinarily  not  septic. 

Dr.    Hall. — I  can  recall  the  case  of   an  old  Welshwoman 
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who  was  successfully  operated  on  l)y  Mr.  Tait.  Had  the  case 
reported  by  Dr.  Reainy  been  mine  I  would  have  drained.  My 
experience  leads  nie  to  know  that  in  those  cases  where  fluid  is 
turned  out  it  acts  as  an  irritant  to  the  peritoneal  cavity. 

Dr.  Rkamy. — I  did  not  drain  because  there  was  no  henior- 
rhauje  and  I  feared  none.  The  fluid  was  all  over  the  peritoneal 
cavity.  I  thought  of  drainage,  l)ut  reasoned  that  if  this  fluid  did 
harm  it  would  cause  general  peritonitis. 


Meeting  of  April  2eth,  1894. 

PUERPERAL    FEVER. 

Dr.  Taylor. — Two  weeks  ago  Sunday  I  saw  a  case  of  puer- 
peral fever.  A  primipara  who  had  been  delivered  ten  days 
had  a  large  lar'^eration,  which  was  immediatel}'  closed,  but 
four  or  five  days  after  delivery  she  developed  a  high  tempera- 
ture, and  when  1  saw  her  on  Sunday  she  was  at  about  the  end. 
There  had  been  no  local  lesion,  no  peritonitis  apparently  ;  it  was 
one  of  those  cases  of  general  septicemia  with  rapid  pulse, 
defective  circulation  in  the  extremities,  and  high  temperature. 
Various  means  had  been  resorted  to  to  reduce  it,  without  avail. 
She  had  been  stimulated  very  freely,  and  she  died  within  about 
eighteen  hours  after  I  saw  her. 

Another  case  I  saw  had  been  attended  by  a  midwife,  and 
eight  or  ten  days  after  delivery,  when  I  saw  her,  she  had  peri- 
tonitis, marked  tympanites,  and  tenderness  on  pressure.  Her 
temperature  had  been  reduced  by  the  use  of  acetanilide,  but 
elevation  redeveloped  and  she  died.  The  midwife  told  me  she 
always  used  solution  of  carbolic  acid  freely  at  time  of  delivery, 
and  that  she  had  had  no  similar  case. 

I  have  seen  this  week  a  woman,  about  three  months  advanced 
in  pregnancy,  wlio  without  obvious  cause  had  an  abortion  with 
retention  of  part  of  the  decidua,  and  it  was  allowed  to  remain 
until  there  began  to  be  some  offensive  odor.  Then  the  uterus 
was  curetted,  and  the  physician,  who  was  an  experienced  and 
competent  man,  was  very  positive  he  had  removed  everything. 
He  had  examined  the  decidua.  That  woman  has  now  been  sick 
for  a  week.  Her  temperature  has  fluctuated  very  much ;  once 
or  twice  I  have  seen  her  with  a  record  of  99",  and  again  it  has 
advanced  to  105°.  In  tiiis  case  there  is  no  local  lesion  what- 
ever. The  abdomen  is  slightly  tympanitic,  but  not  more  than 
we  sometimes  see  after  normal  delivery.  She  has  no  tenderness 
about  the  abdomen.  Her  tongue  has  been  slightly  coated,  but 
with  a  clean,  moist  edge  like  the  tongue  of  a  convalescent.  She 
vomited  once.  She  has  had  a  number  of  rigors.  Her  pulse  has 
fluctuated    between  108  and  120  ;  her  temperature  has  gone  up 
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and  down  very  remarkably,  and  yesterday  noon  it  was  down  to 
100^°.  Slie  liad  a  chill  >ind  it  rose.  It  came  down  ac;ain,  and 
she  had  a  rigor  during  the  night  and  it  went  up  again  to  over 
103°.  She  has  been  treated  by  stimulation,  washing  out  the 
vagina,  thorough  cleansing  of  the  nterub  at  the  time  of  the 
removal  of  all  the  decidua.  She  had  suppression  of  urine  to  a 
very  marked  degree,  but  yesterday  began  to  secrete  freely,  and 
she  is  now  passing  a  very  good  quantity  of  urine. 

These  cases  are  widely  separated,  so  that  you  cannot  suppose 
they  were  in  any  way  connected  in  their  origin.  Two  of  the 
cases  have  proved  fatal,  and  the  one  I  am  now  seeing  we  regard 
as  a  very  serious  case. 

The  President. — Do  you  not  think  the  last  case  was  more  of 
a  purulent  case  from  retention,  or  do  you  consider  it  peritonitis? 

Dr.  Taylor. — I  think  they  are  all  cases  of  sepsis.  In  this 
case  I  should  say  there  has  been  absorption  of  septic  matter  from 
the  retained  decidua. 

Dr.  Cleveland. — On  the  morning  of  April  5th  I  was  sent  for 
bj'  a  midwife.  The  patient  had  been  in  labor  for  more  than 
twenty-four  hours  and  was  very  much  exhausted.  The  head  of 
the  child  was  impacted  in  the  pelvis.  I  delivered  the  child  with- 
out much  difficulty.  The  family  told  me  I  need  not  come  again 
unless  I  was  sent  for,  and  I  warned  the  midwife  if  there  was  any 
fever  or  pain  to  send  for  me.  I  did  not  hear  from  her  until  the 
second  day  after  the  delivery,  April  7th,  and  then  1  found  the 
patient  in  a  most  dangerous  condition.  She  had  a  pulse  that 
ranged  from  120  to  180,  her  tongue  dry,  and  she  was  extremely 
nervous.  Her  ])owels  were  very  tender.  I  did  not  examine  her 
to  seethe  condition  of  the  uterus,  because  I  did  notthinkit  would 
do  any  good,  and  did  not  care  about  carrying  the  infection  away. 
Large  doses  of  quinine  had  no  effect.  Her'bowels  were  moved 
by  sulphate  of  magnesia,  and  I  had  the  nurse  wash  out  the  %'agina 
with  warm  water  and  boracio  acid.  I  treated  the  case  symp- 
tomatically,  quieting  the  pain  and  nervousness  and  reducing  the 
fever;  but  the  symptoms  went  on  from  bad  to  worse,  and  she 
died,  as  these  malignant  cases  frequently  do,  within  twenty- 
four  or  thirty-six  hours  after  I  saw  her.  "^I  cannot  imagine  the 
use  of  the  forceps  had  anything  to  do  with  this  case.  I  have  not 
seen  a  case  of  puerperal  fever  before  for  a  long  time,  and,  so  far 
as  I  can  find  out  from  the  midwife,  she  had  not  seen  any. 
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Stated  Meeting^  June  1th,  1894. 
D.  B.  St.  John  Roosa,  M.D,,  President. 

TEN    years'    experience    WITH    ALEXANDER'S    OPERATION    FOR 

SHORTENING    THE    ROUND    LIGAMENTS    OF    THE 

UTERUS — SIXTY-FIVE   CASES. 

Dr.  Paul  F.  Munde  read  the  paper.  He  said  he  had  first 
undertaken  to  perform  this  operation  in  Septenil)er,  1884-,  fol- 
lowing the  directions  laid  down  by  Alexander,  and  was  so  favor- 
ably impressed  with  it  that  within  the  next  two  years  he  had  six 
cases  to  report,  and  in  1888  published  a  paper  with  results  in 
twenty-three  cases.  Among  his  first  cases  there  had  been  failure 
to  find  the  ligaments  in  three,  but  in  all  of  the  other  twenty 
of  the  twenty-three  the  operation  bad  proved  successful.  This 
favorable  experience  had  been  further  added  to  since  1888,  until 
at  the  present  time  he  could  record  sixty-five  cases,  with  scarcely 
any  failures  except  as  already  mentioned.  It  was  hard  to  con- 
vince some  men  that  treatment  of  diseases  of  the  female  pelvic 
organs  could  be  carried  out  properly  without  opening  the  abd(tmen, 
and  that  this  should  be  done  only  as  a  last  resort.  Dr.  Munde 
wished  it  understood  that  he  did  not  prefer  Alexander's  opera- 
tion because  it  was  with  him  a  particular  hobby  ;  his  only  reason 
for  preferring  it  to  other  operative  measures  where  it  was  appli- 
cable related  to  the  best  interests  of  the  patient. 

If  the  ligaments  were  not  found  it  was  the  fault  of  the  opera- 
tor. To  find  them  simply  required  careful  attention  to  certain 
landmarks,  especially  the  spine  of  the  pubes  and  the  external 
inguinal  ring.  On  cutting  through  the  skin  a  knuckle  of  fat 
would  pop  up,  which  should  be  carefully  dissected  loose  and 
lifted,  for  it  contained  the  initial  fibres  of  the  round  ligament. 
If  the  traction  were  too  sudden  or  too  rapid,  and  the  ligament 
were  much  adherent,  it  was  likely  to  be  broken.  The  operation 
required  all  the  dexterity  at  one's  command  in  order  that  the 
ligaments  should  not  be  lost  or  broken.  The  danger  of  breaking 
the  ligament  constituted  the  only  real  drawback,  however,  since 
with  experience  it  could  always  be  found.  Dr.  Munde  seldom 
made  an  incision  of  more  than  two  inches,  and  not  oftener  than 
half  a  dozen  times  had  he  found  it  necessary  to  dissect  up  the 
whole  canal.  Suppuration  had  occasionally  resulted,  particularly 
where  the  parts  had  been  much  handled,  but  in  spite  thereof  the 
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adhesion  was  sufficient  to  retain  tlie  uterus  in  position.  Inguinal 
hernia  liad  not  occurred  in  any  of  his  cases  su  far  as  he  Knew. 
The  pessary  was  worn  from  one  to  six  tnontlis  after  the  operation. 

The  indications  for  Alexander's  operation  had  been  well  de- 
fined. It  should  be  resorted  to  only  where  the  uterus  was 
sharply  retroverted  or  retrotlexed,  with  more  or  less  descensus, 
more  or  less  laxness  of  the  vaccinal  walls,  with  perfect  mobility 
of  the  uterus  and  adnexa.  Adhesions  positively  forbade  it. 
The  operation,  therefore,  could  not  be  compared  with  that  of 
ventral  tixation,  since  the  latter  was  justified  only  where  there 
were  adhesions  of  the  uterus  or  appendages  which  called  for 
laparatomy. 

Dr.  Munde  did  not  favor  Alexander's  operation  for  prolapsus 
of  the  uterus  unless  it  were  only  one  of  a  series  of  operations 
intended  to  retain  the  uterus  within  the  pelvis.  Alone  it  was 
not  sutiicient.  In  anteversion  or  anteflexion  traction  upon  the 
round  ligaments  would  press  the  fundus  against  the  symphysis 
and  affect  the  bladder;  hence  the  operation  was  contraindicated 
in  these  conditions. 

Regarding  the  permanency  of  the  result,  not  all  patients  re- 
turned to  tell  the  story,  especially  if  they  had  remained  well. 
In  only  two  of  his  cases,  so  far  as  he  knew,  had  there  been  ulti- 
mate failure,  and  in  one  of  these  there  had  been  prolapsus  of  a 
large  uterus,  so  that  the  operation  had  been  misapplied  ;  in  the 
other  the  ligaments  were  found  thin  and  had  not  been  properly 
anchored.  The  author  had  seen  four  women  who  had  been  con- 
fined subsequently — one  had  passed  through  puerperal  sepsis — 
yet  the  uterus  in  all  remained  in  position.  During  the  past 
eighteen  months  he  had  performed  the  Alexander  operation 
eighteen  times,  always  successfully. 

Dk.  H.  T.  Hanks  said  he  had  been  quite  enthusiastic  about 
the  operation  a  few  years  ago,  but  during  the  last  seven  years  he 
had  come  to  think  less  and  less  of  it  as  the  operation  for  retro- 
version of  the  uterus.  Not  but  what  Dr.  Munde  and  some  others 
performed  it  well,  but  the  fact  was  that  it  was  a  somewhat  diffi- 
cult procedure  unless  one  were  operating  all  the  time.  He  could 
cure  more  than  one-half  of  cases  of  retroversion  by  tampon  and 
pessary  within  six  months  without  the  Alexander  operation,  and 
doubtless  had  had  more  than  sixty-five  cases  thus  cured.  He  be- 
lieved that  wlien  a  pessary  could  not  be  worn  it  was  usually  due 
to  a  perimetritis,  which  should  lirst  be  treated.  If  after  that  the 
pessary  did  not  succeed  there  probably  was  some  complication 
which  would  justify  celiotomy,  and  when  the  abdomen  liad  once 
been  opened  ventral  fixation  would  be  proper.  The  difficulty  of 
finding  the  ligaments,  the  possibility  of  blundering,  the  necessa- 
rily limited  experience  of  most  men,  the  possibility  of  obtaining 
an  anatomical  cure  without  a  symptomatic  cure,  of  recurrence 
after  some  months,  of  keloid  appearing  in  the  wound,  all  spoke 
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against   tlie  Alexander  operation  and  in  favor  of  trial  of  tLe 
pessary. 

Dr.  Egbert  H.  Grandin  thought  that  perhaps  after  lie  liad 
considered  tlie  paper  he  would  be  more  in  favor  of  the  Alexan- 
der operation  than  he  had  been.  lie  had  been  inclined  to  look 
upon  the  sphere  of  the  operation  as  an  exceedingly  limited  one. 
He  was  satisfied  that  where  any  degree  of  descent  of  the  uterus 
was  associated  with  backward  displacement  the  operation  would 
fail  to  relieve  the  patient's  symptoms.  In  other  words,  if  it 
were  of  any  use  whatever,  it  was  only  in  cases  of  simple  retro- 
version— cases  which  rarely  gave  rise  to  symptoms,  and  when 
they  did  relief  could  usually  be  obtained  by  pessary. 

Moreover,  in  his  hands  the  Alexander  operation  had  not 
proved  a  simple  one.  It  was  not  easy  to  lind  the  liganjents. 
Then  they  were  liable  to  be  atrophied,  especially  in  old  cases, 
and  liable  to  break  when  found.  If  he  understood  ISature's  use 
of  the  round  ligaments,  Alexander's  operation  produced  an  ab- 
normal condition  by  anchoring  the  uterus  against  the  pubes 
when  done  as  described  in  the  paper.  To  fix  the  uterus  there 
would  cause  the  bladder  to  distend  in  an  unphysiological 
manner  and  give  rise  to  vesical  symptoms  which  he  had  observed 
in  one  case  operated  upon  by  another.  While  he  had  been  per- 
forming Alexander's  operation  recently  in  hospital  practice,  he 
was  inclined  to  think  that  relief  could  be  obtained  by  pessary, 
and  if  it  could  not  the  reason  rested  in  descent  of  the  uterus  or 
other  complication  of  the  retroversion  which  also  contraindi- 
cated  Alexander's  procedure  and  rather  called  for  ventral 
fixation. 

Dr.  H.  J.  Boldt  said  he  stood  more  on  the  side  of  Dr. 
Munde.  The  oftener  he  did  Alexander's  operation  the  more  he 
was  in  favor  of  it.  The  lines  for  its  performance  had  been  well 
drawn  by  the  author.  Probably  the  majority  of  cases  justify- 
ing Alexander's  operation  could  be  relieved  by  pessary,  but  it 
should  not  be  forgotten  that  the  constant  use  of  the  pessary  was 
anything  but  pleasant  to  the  patient,  and  she  was  justified  in 
asking  for  an  operation  which  would  give  permanent  relief. 
He  had  never  failed  to  find  the  round  ligaments,  and  in  only 
one  instance  had  they  broken  because  of  their  extreme  thinness. 
He  had  had  but  one  failure  to  cure.  The  dangers  were  practi- 
cally nothing.  He  had  had  hernia  occur  once,  and  had  seen  it 
in  two  othercases,  but  believed  it  was  due  solely  to  faulty  tech- 
nique. He  had  also  seen  two  or  more  patients  in  whom  the 
uterus  had  remained  in  position  after  pregnancy. 

Dr.  Munde  closed  the  discussion,  emphasizing  the  principal 
points  of  his  paper,  tha.  the  ligaments  could  always  be  found, 
that  the  faulty  position  could  almost  uniformly  be  corrected, 
that  the  procedure  was  not  dangerous  ;  and  said  with  regard  to 
pessaries  that  his  experience  with  them  had  been  as  stated  in  a 
paper  thirteen  years  ago,  that  it  was  only  occasionally  a  patient 
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was  cured  by  tliein,  and  ho  wondered  bow  long  tlie  other  gen- 
tlemen liad  kept  their  patients  under  observation.  The  case 
referred  to  by  Dr.  Grandin,  in  which  the  uterus  was  drawn 
down  too  tight  and  interfered  with  the  bladder,  had  occurred 
among  his  own  first  cases,  and  was  the  only  one  of  the  kind 
known  to  him. 


TRANSACTIONS    OF    THE    WASHINGTON 

OBSTETRICAL  AND  GYNECOLOGICAL 

SOCIETY. 


Stated  Meeting^  April  21*^,  1893. 
The  President,  D.  W.  Prentiss,  M.D.,  in  the  Chair, 
Dr.  E.  L.  Tompkins  read  an  essay  entitled 

RICPOKT    OF     CASES    OF     MENTAL    DISEASK     DEPENDENT    ON    OR 
COINCIDENT    WITH    DISEASE    OF    THE    GENERATIVE    ORGANS.' 

Dr.  W.  p.  Carr  said  we  were  bound  to  admit  that  there  were 
cases  of  insanity  dependent  upon  lesions  of  tlie  uterine  organs, 
but  it  was  difficult  to  say  when  such  was  the  case.  At  the 
present  day  it  was  not  customary  in  these  cases  to  operate  upon 
the  uterine  organs,  unless  t!ie  lesion  itself  demanded  it.  In  a 
case  of  his  own,  upon  which  he  successfully  operated  for  pyo- 
salpinx,  he  was  not  aware  of  the  existence  of  epilepsy  until 
afterward.  Two  years  sui)sequent  to  the  operation  he  under- 
stood that  the  patient  had  had  the  worst  attack  of  epilepsy  she 
had  ever  had.  He  said  that  some  surgical  operation,  as  the 
removal  of  a  piece  of  muscular  tissue  from  the  buttock,  which 
produced  a  strong  impression  upon  the  mind  had  cured  epilepsy. 
He  had  heard  Dr.  G  )d.ling  relate  the  history  of  a  case  of  insanity 
that  was  cured  l)y  an  intercurrent  disease — a  severe  attack  of 
suppuration  of  the  parotid  gland.  We  could  not  doubt  but  that 
some  mental  diseases  were  due  to,  or  were  aggravated  by, uterine 
disease. 

Dr.  J.  T.  Winter  said  that  the  essayist  did  not  refer  in  his 
paper  to  insanity  occurring  during  pregnancy.  He  related  the 
case  of  a  woman,  the  mother  of  eight  or  nine  children,  who  was 
insane  during  each  of  her  last  three  pregnancies.  When  he  was 
called  to  her  during  her  last  lab  jr  he  found  her  sitting  in  a  chair, 
where  she  remained  for  hours;  she  could  not  be  induced  to  goto 
bed,  and  persisted  that  she  could  not  be  in  labor,  as  she  declared 
she  was  not  pregnant.     She  had  endeavored  to  conceal  the  fact 

'  See  original  article,  p.  234. 
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that  she  had  taken  any  food  in  a  long  time.  She  was  in  her  right 
mind  immediately  after  delivery. 

Dr.  W.  p.  Carr  related  the  case  of  a  woman  who  was  not  in- 
sane, but  bordering  on  insanity,  who  had  irregular  and  painful 
menstruation.  There  was  not  much  uterine  disease.  He  dilated 
the  cervix  and  used  vaginal  tampons,  which  gave  some  relief. 
She  was  afterward  in  Dr.  Johnson's  Sanitarium,  where  she 
received  some  benefit.  Recently  he  had  seen  her  again,  when 
she  had  marked  delusions,  lie  thought  the  trouble  might  be 
due  to  disturbance  of  the  circulation,  caused  by  hyperemia  of 
the  cord  stimulating  the  vaso-motor  centres.  He  applied  ice 
and  electricity  to  the  spine  to  relieve  the  hyperemia,  with  benefit. 

Dr.  J.  T.  Johnson  said  the  nervous  element  in  women  was 
hard  to  control.  The  paper  detailed  four  or  five  classes — the 
hysterical,  the  masturbator,  the  epileptic,  the  crazy,  and  those 
nervous  conditions  arising  from  lacerations.  The  hysterical  were 
difficult  to  control  unless  you  could  get  at  the  cause.  As  to 
the  reflex  conditions  arising  from  lacei-ations,  Emmet  said  he 
had  saved  women  from  insanity  by  restoring  lacerations.  He 
himself  had  had  cases  which  were  relieved  by  repairing  the 
laceration.  But  all  lacerations  do  not  produce  mental  troubles. 
Mental  aberrations  in  which  the  patient  thought  there  was  some 
disease  of  the  uterus  or  appendages  were  relieved  by  some 
radical  procedure,  as  referred  to  by  Dr.  Carr,  or  the  pretence 
of  a  formidable  operation  upon  the  patient.  Some  cases  were 
relieved  by  removal  of  sources  of  irritation.  It  was  difficult  to 
decide  whether  or  not  it  would  be  beneHcial  to  remove  the  ute- 
rine appendages  in  a  case  of  mental  disease.  A  patient  who 
was  beastly  and  deplorably  insane  had  been  referred  to  him  by 
Dr.  J.  S.  Conrad.  He  removed  the  ovaries,  which  were  atro- 
phied and  cirrhotic;  she  was  much  improved  in  many  respects. 


Stated  Meeting,  June  26?,  1893. 
The  President,  D.  W.  Prentiss,  M.D.,  in  the  Chair. 
Dr.  T.  C.  Smith  read  an  essay  entitled 

CASES    OF    EXCESSIVE    SECRETION    OF   MILK.* 

Dr.  M.  F.  Cuthbert  said  he  would  take  exception  to  the 
statement  in  the  paper  th  it  galactorrhea  was  a  canae  of  insanity. 
Exc3sslve  secretion  of  milk  was  probably  of  nervous  origin,  and 
it  might  more  properly  be  said  to  accompany  rather  than  to 
cause  insanity.  In  these  cases  there  was  a  distinction  between 
the  quality  aiid  quantity  of  milk;  an  examination  by  an  expert 
would  show  a  deticiency  in  the  solids  of  the  excessive  secretion. 

'  See  original  article,  p.  213. 


302  TRANSACTIONS    OF    TlIK    WASHINGTON 

We  could  only  accomit  for  tlie  condition  on  the  «;round  of  idio- 
syncrasy, as  we  do  in  tlie  unusual  effects  of  drugs.  As  to  the 
treatment,  he  thou<j^ht  that  careful  strapping  of  the  breast  was 
the  best.  Diaphoretics  would  be  of  advantage.  Careful  regu- 
lation of  the  diet  and  limiting  the  amount  ot  Huids  taken  would 
be  benetieial.  lie  doubted  if  any  drug  would  be  a  specitic  ;  good 
results  had  been  obtained  from  the  use  of  iodide  of  potassium, 
ergot,  and  belladonna.  He  said  Dr.  Smith  had  omitted  any 
reference  to  phytolacca,  which  he  had  seen  do  good. 

Dk.  G.  N.  Acker  said  he  thought  the  cause  was  located  in 
the  nervous  system.  Great  care  should  be  exercised  as  to  the 
diet  and  the  condition  of  the  skin  and  kidneys,  lie  had  admin- 
istered acetate  of  potash  in  ten-grain  doses,  four  or  five  times 
daily,  M'ith  benefit. 

Dr  J.  Foster  Scott  said  that  one  of  tlie  most  powerful  fac- 
tors in  the  treatment  of  tlie  condition  was  the  withholding  of 
fluids.  His  summary  of  the  treatment  was  strapping  the  breasts, 
administration  of  saline  purgatives,  and  a  dry  diet.  He  had 
seen  no  cases  that  seemed  dangerous  from  excessive  secretion. 
His  cases  had  sul)sided  in  a  few  days. 

Dr.  S.  S.  Adams  said  that  what  he  had  to  say  was  entirely 
on  theoretical  grounds.  He  inquired,  if  the  cause  was  in  the 
nervous  system,  what  good  would  strapping  do?  Dr.  Smith  had 
administered  with  success  one  of  the  best  nervous  sedatives,  anti- 
pyrin.  Jaborine,  one  of  the  pilocarpus  alkaloids,  diminished 
secretion  and  would  therefore  be  indicated.  All  seemed  to 
agree  that  the  cause  was  in  the  nervous  system  ;  that  being  so, 
he  failed  to  comprehend  how  diuretics  would  benefit.  '  He 
favored  treating  tlie  nervous  system  with  such  drugs  as  would 
clu'ck  secretion. 

The  President  (Dr.  D.  W.  Prentiss)  said  that  the  action  of 
jaborine  w^as  directly  opposite  to  that  of  pilocarpine,  being  like 
atropine. 

Dr.  T.  C.  Smith  said  that  in  his  cases  he  had  endeavored  to 
control  the  diet,  directing  it  to  be  as  dry  as  possible  without 
being _  distasteful.  _  He  had  found  that  coffee  diminished  the 
secretion  of  milk;  it  was  diuretic  by  increasing  vascular  tension. 
The  old  method  of  keeping  the  nursing  woman  upon  crackers 
and  tea,  in  the  belief  that  it  tended  to  increase  the  secretion  of 
milk,  seemed  to  be  founded  upon  good  experience. 

Dr.  G.  Wythe  Cook  read  an  essay  entitled 

THE    treatment    OF   ABORTION.' 

Dr.  J.  Foster  Scott,  in  opening  the  discussion,  said  that  in 
the  treatment  of  threatened  abortion  the  woman  should  be  kept 
in  a  darkened   room,  absolutely  quiet.     Sulphate    of   morphia 

'  See  original  article,  p.  229. 
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should  be  administered  and  the  bowels  should  remain  inactive. 
If  the  miscarriage  was  inevitable  the  uterus  should  be  cleared 
out  as  soon  as  possible.  He  objected  most  earnestly  to  the  use 
of  laminaria  tents.  He  said  they  belonged  to  another  age  and 
he  would  never  use  them  again,  as  they  were  awkward  and  dan- 
gerous. There  were  much  l)etter  dilators  which  could  be  used 
with  ease  and  rapidity.  He  said  that  when  the  membranes 
were  ruptured  the  ovum  should  be  removed  as  soon  as  possible  ; 
this  might  be  accomplished  by  bimanual  manipulation.  He 
would  inject  the  uterus  with  glycerin  to  stimulate  its  fibres  to 
contraction.  He  would  completely  evacuate  the  uterus,  using 
curettage  if  necessary.  He  said  he  had  no  doubt  as  to  his  duty 
if  he  knew  of  an  abortionist.  He  most  certainly  would  follow 
him  to  the  end.  He  thought  the  profession  of  Washington 
were  too  inactive  in  not  ferreting  out  these  rascals. 

Dr.  S.  S.  Adams  said  he  thought  Dr.  Scott  was  rather  severe 
on  the  profession  of  Washington.  He  knew  that  abortion  was 
performed  and  had  heard  that  prominent  physicians  did  it,  but 
how  true  it  w^as  he  did  not  know.  It  would  be  difficult  to  get 
the  necessary  testimony  to  convict. 

Dr.  J.  Foster  Scott  asked  Dr.  Adams  in  what  way  he  was 
severe  on  the  profession  in  Washington. 

Dr.  Adams  replied  that  he  had  said  they  were  inactive  in  not 
hunting  down  abortionists. 

Dr.  Jos.  Taber  Johnson  said  he  agreed  in  the  main  with 
what  had  been  said.  He  desired  to  emphasize  his  abhorrence 
of  the  crime  of  abortion.  It  was  prevalent  in  all  classes.  Ko 
motive  seemed  strong  enough  to  prevent  its  commission.  They 
thought  there  was  no  harm  until  quickening.  How  to  get  the 
evidence  had  been  the  drawback  in  prosecuting  these  cases.  A 
woman  had  confessed  to  him  that  a  reputable  physician  among 
us  had  produced  abortions  upon  her  as  many  as  half  a  dozen 
times.  As  to  treatment,  he  said  that  the  immediate  clearing  out 
of  the  uterus  was  necessary.  He  objected  to  the  use  of  lami- 
naria tents;  preferred  immediate  dilatation,  the  use  of  the  irri- 
gating curette,  and  packing  the  uterus  with  iodoform  gauze  if 
necessary.  He  said  that  pelvic  inflammations  were  frequent 
from  neglected  miscarriages,  though  he  had  heard  a  physician 
of  large  exj)erieuce  say  tiiat  he  had  never  known  of  a  woman 
dying  from  neglected  abortion.  He  believed  that  much  of  the 
ill  health  of  women  came  from  failure  to  thoroughly  treat  these 
cases. 

The  President  (Dr.  D.  W.  Prentiss)  said  that  he  thought 
Dr.  Scott  would  get  his  hands  full  if  he  attempted  to  follow  up 
these  cases.  It  seemed  impossible  to  get  sufficient  evidence  to 
convict.  He  thought  that  physicians  should  do  all  they  could 
to  make  the  thing  odious. 
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Meeting  of  May  2<^,  1894. 
The  President^  G.  E.  Herman,  M.D.,  in  the  Chair. 

Specimens. — Drs.  Giles  and  Probyn  Williams  :  Exomplialic 
fetus.  Mr.  L.  Cutler:  Kidneys  from  a  case  of  eclampsia. 
Dr.  Duncan  :  Uterus  with  gangrenous  fibroid.  Dr.  Nemkry  : 
Cirrhotic  ovaries,  with  microscopic  sections.  Dr.  IJorrocks  : 
Unusually  large  Fallopian  tube  in  a  case  of  ovarian  tumor. 
Dr.  Hayes  :  Tubal  hematoma. 

The  report  of  the  subcommittee  on  Mr.  Grogono's  acardiac 
fetus  was  read. 

A  paper  by  Dr.  Braxton  Hicks, 
ON  intermittent  contractions  of  uterine  fibromata,  and  in 

PREGNANCY,    IN    RELATION   TO    DIAGNOSIS, 

was  read.  The  author  referred  to  previous  papers  by  himself 
on  uterine  contractions  during  pregnancy,  and  on  their  value  in 
the  diagnosis  of  pregnancy  and  other  tumors  complicating  it 
and  independent  of  it.  He  alluded  to  criticisms  on  the  value  of 
this  sign,  related  a  case  where  he  observed  contractions  in  a  fib- 
roid tumor  of  the  uterus,  and  then  considered  the  bearing  of 
this  occasional  character  of  filjroids  on  diagnosis  in  the  small  per- 
centage of  cases  where  unusual  symptoms  cause  doubt  as  to  the 
existence  of  pregnancy.  He  called  attention  to  the  difference  in 
sensation  given  by  a  fibroid  which  still  appears  solid  on  relaxa- 
tion, from  that  of  a  relaxed  pregnant  uterus  in  which  the  fetal 
parts  may  be  felt.  He  also  mentioned  the  differential  diagnosis 
in  the  case  of  vesicular  moles  and  of  hydramnios,  and  considered 
the  greatest  difficulty  might  occur  where  there  was  a  corneous 
mole,  as  the  piiysical  signs  and  the  symptoms  might  all  resemble 
those  of  fibroids.  He  showed  how  a  normal  pregnancy,  when 
the  uterus  is  constantly  and  firmly  contracted,  might  be  mis- 
taken for  a  fii)roid,  even  after  rej)eated  examinations.  He  then 
discussed  the  diagnosis  in  cases  of  fibromata  complicating  preg- 
nancy ;  between  an  ovarian  and  a  uterine  tumor;  hydronephrosis 
and  a  uterine  tumor ;  in  extrauterine  gestation.  He  concludes 
that  the  sign  may  be  used  in  a  large  majority  of  cases  either  as 
distinct  proof,  or  as  corroboratiori  of  other  signs,  or  in  the  dif- 
ferential diagnosis  of  abdominal  tumors. 

Dr.  Peter  Horrocks  said  that  contractions   and    relaxation 
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could  be  demonstrated  as  early  as  the  fourth  month.  He  be- 
lieved that  they  occurred  also  in  the  unimpregnated  uterus. 
He  had  shown  that  it  was  a  law  of  muscular  tibre  generally, 
when  healthy,  to  contract  and  relax  all  through  life.  Hence  it 
was  more  than  probable  that  myomata  did  so  too,  although  he 
had  seldom  or  never  satisfied  himself  clinically  that  this  was  so. 
He  pointed  out  that  when  a  muscle  contracts  it  tends  to  become 
more  or  less  spherical,  and  this  held  good  of  the  uterus  in  the 
painless  contractions  of  pregnancy.  When  the  uterus  relaxed 
it  fell  by  its  own  weight  into  its  former  Hatter  and  softer  state. 
He  considered  this  alteration  in  shape  by  far  the  most  im- 
portant point  in  the  diagnosis  between  a  pregnant  uterus  and  a 
iibroid  tumor,  so  far  as  related  to  muscular  contraction.  The 
former  altered  in  shape,  the  latter  did  not  to  any  appreciable 
extent. 

Dr.  Cullingworth  said  that  Dr.  Hicks  had  frankly  accepted 
the  force  of  the  main  objection  urged  against  the  diagnostic 
value  of  uterine  contractions — namely,  that  contractions  had  been 
found  occasionally  in  soft  myomata.  He  (the  speaker)  had 
seldom  satisfied  himself  of  the  existence  of  contractions  in  myo- 
mata, and  they  must  be  rare.  The  author  had  mentioned  in  his 
paper  that  the  sign  was  of  value  in  extrauterine  gestation,  "  in 
order  to  distinguish  between  the  uterus  and  the  gestation  sac." 
Did  he  mean  that  the  phenomenon  was  observed  in  the  uterus 
and  not  in  the  sac,  or  in  the  sac  and  not  in  the  uterus?  Dr. 
Cullingworth  reminded  the  Fellows  that  he  had  brought  be- 
fore the  Society  (April,  1893)  a  case  of  extrauterine  gestation  in 
which,  after  cessation  of  fetal  movements  at  the  end  of  the 
eighth  month,  the  empty  and  sJightly  enlarged  uterus,  lying  in 
front  of  the  sac  and  forming  a  distinct  prominence  beneath  the 
abdominal  wall,  was  the  seat  of  contractions  and  relaxations,  per- 
ceptible not  only  to  the  touch  but  also  to  the  eye. 

The  President  agreed  with  Dr.  Hicks  that  intermittent  con- 
tractions in  a  tumor  proved  conclusively  that  it  was  uterine.  It 
might  be  a  fibroid  or  pregnancy.  In  the  former  case  the  sign 
was  only  felt  when  the  tumor  was  soft  and  surrounded  by  ute- 
rine muscle,  not  when  the  growth  was  subperitoneal.  There 
was  another  sign — namely,  the  variation  in  loudness  of  the  ute- 
rine souffle.  This  became  louder  while  the  uterus  was  contract- 
ing, softer  when  the  contraction  was  at  its  height,  louder  again 
as  the  contraction  was  passing  off,  softer  when  relaxation  was 
complete.  This  condition  was  only  found  in  connection  with 
the  enlarged  uterus.  It  was  possible  that,  as  Dr.  Fenton  sug- 
gested, the  recurrence  of  contractions  might  be  due  to  the  pres- 
sure of  the  hand  or  movements  of  the  fetus,  but  the  speaker  had 
noticed  contractions  when  the  handling  of  the  uterus  had  been 
of  the  most  gentle  kind. 

Dr.  Braxton  Hicks,  in  reply,  said  that  he  intended  it  to  be 
understood  the  diagnosis  was  to  be  made  by  the  aid  of  intermit- 
20 
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tent  contractions  between  intra-  and  extrauterine  fetation.  He 
liad  instanced  the  practical  value  of  the  knowledge  of  this  sign 
in  many  papers.  He  might,  however,  mention  the  case  where  a 
single  girl  complains  of  amenorrhea  and  there  is  a  suggestion  of 
pregnancv.  The  point  can  be  cleared  up  without  raising  suspi- 
cion by  placing  the  hand  on  the  abdomen  and  feeling  a  tumor 
with  the  characteristic  contraction  and  relaxation.  In  the  case 
of  libroid  of  the  wall  of  the  pregnant  uterus,  the  uterus  can  be 
made  out  to  l)e  hard  and  firm  on  one  side  and  soft  on  tlie  other 
during  relaxation  ;  but  Avheu  contraction  occurs  the  abdomen 
becomes  firm,  showing  that  the  tumor  is  uterine.  Also,  when 
there  are  twins,  and  the  uterus  is  of  irregular  form  and  like  two 
tumors,  a  contraction  makes  the  uterus  globular,  and  it  is  seen 
that  the  apparently  two  are  really  one.  He  had  said  in  his  first 
paper  that  he  had  no  information  as  to  whetlier  the  bladder 
in  retention  could  be  noticed  to  contract  intermittently.  He 
thought  it  a  point  worthy  of  observation. 


Meeting  of  June  Qi/i,  1894. 

T/ie  President,  G.  E.  Herman,  M.D.,  m  the  Chair. 

Specimens. — Dk,  Crawford  :  Fibroma  of  ovary.  Dr.  Hor- 
ROCKs:  Fibroma  of  ovary  (2)  and  fibroid  of  uterus.  Dr. 
Blacker  :  Uterus  with  placenta  previa  marginalis.  Mr.  Bland 
Sutton  :  Tubal  gestation  with  effusion  of  blood  between  amnion 
and  chorion.  Mr.  Malcolm:  Uterine  fibroids  removed  for 
pyrexia  after  miscarriage. 

ligature  and  division  or  the  upper  parts  of  both  broad 

LIGAMENTS,    AND   THE   RESULT  AS   COMPARED   WITH 
THAT   OF    REMOVAL    OF   THE    APPENDAGES. 

This  paper  was  read  by  Dr.  Kemfry.  A  case  of  bleeding 
fibroid  is  cited  in  which  the  above  operation  was  performed 
as  an  alternative  to  oophorectomy,  the  latter  being  impossible 
owing  to  the  conditions  present.  The  procedure  is  compared 
with  that  of  oophorectomy — first,  anatomically,  especially  as 
regards  the  circulation;  second,  as  to  result.  The  principal 
theories  concerning  the  amenorrhea  after  removal  of  the  appen- 
dages are  mentioned  and  discussed.  Changes  in  the  circulation 
with  lessening  of  blood  supply  to  the  uterus  are  considered  to 
form  the  chief  factor  in  its  causation — a  theory  supported  by 
the  history  of  the  case  given.  The  blood  supply  of  the  broad 
ligament  is  illustrated  by  an  injection  experiment. 

Dr.  Peter  Horkocks  had  never  himself  seen  a  case  where 
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both  ovaries  had  been  completely  removed  and  yet  menstrua- 
tion had  continued  for  any  length  of  time.  Operators  knew 
how  difficult  it  was  in  many  cases  to  be  quite  sure  of  removing 
the  ovaries  entire.  lie  had  never  been  able  to  find  the  nerve 
which  was  said  to  influence  menstruation,  and  he  would  be  glad 
of  proofs  of  its  existence.  There  could  be  no  doubt  about  the 
influence  of  the  nervous  system  on  menstruation.  He  quoted 
cases  of  amenorrhea  from  shock,  but  he  still  believed  the  ovaries 
were  essential  to  menstruation,  and  that  while  ovulation  could 
take  place  without  menstruation,  menstruation  could  not  take 
place  without  ovulation. 

Dr.  Duncan  said  that  though  the  previous  speaker  had  seen 
no  case  in  which  the  catamenia  continued  after  removal  of  the 
ovaries,  and  believed  that  when  such  an  occurrence  happened  it 
was  due  to  incomplete  removal  of  the  organs,  he  (Dr.  Duncan) 
had  had  four  cases  in  which,  many  months  after  comj^lete 
removal  of  the  appendages,  the  patieuts  suffered  from  menor- 
rhagia,  to  account  for  which  he  was  at  a  loss,  except  that  the 
ligatures  tying  the  stumps  of  the  pedicles  were  perhaps  causing 
irritation.  Again,  he  had  had  several  cases  in  which  the  ovaries 
and  tubes  were  so  completely  matted  down  in  the  pelvis  that, 
although  he  was  able  to  tie  the  stumps  beyond  the  ovaries,  still 
he  had  thought  it  safer,  in  cutting  across  the  pedicle,  to  leave  a 
little  of  the  firm  ovarian  tissue,  so  as  to  prevent  slipping  of  the 
ligature,  and  yet  in  none  of  these  cases  had  there  been  any  sub- 
sequent menstruation.  He  believed  that,  so  long  as  no  ovarian 
tissue  was  left  at  the  proximal  side  of  the  ligature,  a  little  left 
on  the  distal  side  was  of  no  moment. 

The  President  thanked  Dr.  Remfry  on  behalf  of  the  Society 
for  his  report  of  an  interesting  case.  Other  cases  had  been 
published  in  which  the  broad  ligaments  had  been  tied,  by  Dr. 
Murphy  in  tlie  Society's  Transactions,  volume  xxvii.,  and  by 
Dr.  Kilner  Clarke  in  the  British  Medical  Jou7'nal,  1893  ;  and 
in  these  menstruation  was  not  arrested.  It  had  been  proposed 
to  tie  the  broad  ligaments  in  order  to  arrest  the  growth  of  malig- 
nant disease  ;  Dr.  Remfry's  case,  with  the  others  he  had  referred 
to,  had  an  important  bearing  on  this  proposition. 

Dk.  Amand  Routh  thought  that  the  possibility  of  an  intra- 
uterine polypus  as  a  cause  of  continued  hemorrhage  after  oopho- 
rectomy should  always  be  considered.  He  had  dilated  the 
uterus  in  three  cases  of  persistent  hemorrhage  after  oophorec- 
tomy, finding  a  polypus  in  two  and  a  cluster  of  villous  growth 
in  the  otiier.  He  believed  that  the  ovaries  influenced  menstrua- 
tion through  the  medium  of  ganglionic  nerves  passing  between 
the  ovary  and  the  uterus,  and  it  must  be  remembered  that  these 
nerves  were  to  a  great  extent  removed  during  oophorectomy,  so 
that  they  could  not  be  altogether  ignored  as  the  cause  of  men- 
struation. 

Dr.  Remfry,  in  reply,  said  he  thought  the  shock  theory  of 
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atiienorrliea  in  this  case  was  improbable,  considering  the  sliglit- 
ness  of  the  operation  and  the  fact  that  menstruation  did  not 
return  for  three  months.  He  did  not  agree  that  removal  of  the 
ovaries  insured  amenorrhea,  as  cases  showing  the  contrary  liad 
been  publislied.  The  explanation  given — that  these  were  in- 
complete removals — was  not  easy  to  refute.  As  to  the  argu- 
ment that  shrinking  of  the  ovaries  at  the  menopause  favored 
this  theory,  tliefact  that  this  was  only  part  of  a  general  atrophy 
of  pelvic  organs — a  condition  accompanied  by  diminished  blood 
supply — rather  strengthened  the  circulatory  theory  advocated 
in  the  paper  than  otherwise. 

A   CASE    OF    ADENOMA    OF   THE    POKTIO    VAGINALIS    UTERI    FORMING 
A    DEPRESSED   SOKE   OR   ULCEfe. 

This  paper  was  read  by  Dr.  Braithwaite.  The  author  gave 
the  clinical  history  of  this  case,  the  measures  taken  for  its 
relief,  the  histology  of  the  tissues  removed,  and  the  subsequent 
progress  of  the  case  to  recovery.  The  paper  was  accompanied 
by  drawings. 

Dr.  Dakin  thought  that  every  one  would  agree  with  Dr. 
Braithwaite  that  his  case  was  of  an  adenomatous  nature,  but 
from  the  description  of  the  clinical  appearances,  of  the  micro- 
scopic sections,  and  from  the  history  and  subsequent  course  of 
events,  it  was  difficult  to  see  the  distinction  between  the  case  in 
question  and  one  of  erosion  of  the  cervix.  The  fact  that  there 
was  a  depression  was  possibly  an  accident  and  due  to  the  erosion 
liaving  appeared  over  an  area  already  depressed,  seeing  that  the 
woman  was  a  Illpara.  The  histological  appearances  were  those 
of  an  erosion — namely,  sections  of  numerous  glands,  like  those 
of  the  cervix,  and  not  showing  any  sign  of  commencing  malig- 
nant action. 

Dr.  Amand  Rodth  alluded  to  the  fact  that  a  cervical  adenoma 
was  extremely  prone  to  become  malignant,  and  it  was  possible 
that  this  change  had  occurred  in  that  portion  of  the  adenoma 
where  the  ulceration  had  been  seen,  although  the  microscope 
did  not  prove  it. 

The  President  said  that  Dr.  Braithwaite's  case  was  a  very 
unusual  one  and  an  obscure  one.  Had  it  not  been  that  the 
surface  of  the  ulcer  was  depressed,  he  thought  every  one  would 
have  considered  it  an  ordinary  erosion.  The  microscopic  struc- 
ture resembled  that  of  an  erosion  ;  there  was  no  infiltration, 
and  there  was  no  statement  that  the  patient  had  wasted. 
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A   Text   Book   of  the    Diseases  of  Women.     By  Henry  J. 

Garrigdes,  a.m.,  M.D.,  Professor  of  Obstetrics  in  the  New 

York  Fost-Graduate  Medical  School  and  Hospital,  etc.     8vo. 

Pp.    690.     Containing   310   engravings   and   colored   plates. 

Philadelphia:  W.  B.^Saunders,  1894. 

The  author  in  his  preface  states  that  his  work  has  been  pre- 
pared especially  for  the  general  practitioner  and  the  student, 
and  that  his  aim  has  been  to  present  his  subject  matter  in  a 
practical  way,  from  an  American  standpoint. 

The  book  is  divided  into  two  parts — a  general  and  a  special 
division.  Part  I.  treats  of  the  embryology,  the  anatomy,  and 
the  physiology  of  the  female  sexual  organs  ;  also  of  the  causes 
of  the  diseases  of  women,  of  examinations,  of  the  general  prin- 
ciples of  treatment,  and  of  abnormal  menstruation,  metrorrha- 
gia, and  leucorrhea.  Part  II.  deals  systematically  with  the 
various  diseases  of  women,  an  anatomical  classitication  being 
employed.  To  Part  I.  are  devoted  244  pages,  and  to  Part  11. 
416  pages. 

Dr.  Garrigues  has  presented  a  treatise  which  covers  the  sub- 
ject of  gynecology  concisely,  and  whose  teaching  in  the  main 
reflects  the  prevailing  theories  and  practice  of  the  day.  As  a 
guide  for  the  general  practitioner,  and  as  a  text  book  for  the 
student,  it  should  prove  a  satisfactory  work. 

Having  indicated  the  general  character  of  the  book,  attention 
may  be  called  briefly  to  various  points  which  deserve  notice  or 
which  are  open  to  criticism.  Our  author  has  sacrificed  much  to 
conciseness,  and,  as  a  result,  the  style  of  the  work  leaves  much 
to  be  desired.  Brevity  is  a  valuable  quality,  but  it  sliould  be 
associated  with  accuracy  of  statement  and  with  such  a  use  of 
words  as  is  customary  and  not  strained.  Such  expressions  as 
"  sick  tissue,"  tissues  "  rendered  senseless  by  means  of  cocaine," 
etc.,  are  frequently  met  with  tliroughout  the  book.  The  au- 
thor's use  of  particles  also  is  decidedly  peculiar,  and  detracts 
much  from  the  accuracy  of  his  statements  and  from  the  finish 
of  his  style. 

Electricity  is  highly  commended  throughout  the  work  for 
many  diseases  and  conditions.  The  practitioner,  however,  is 
left  in  the  dark  concerning  the  dangers  attending  the  use  of  this 
agent — more  especially  the  use  of  strong  galvanic  currents — as 
demonstrated  by  the  experience  of  the  past  five  years. 

Dr.  Garrigues'  position  throughout  the  book  with  reference 
to  the  surgical  treatment  of  the  diseases  of  women  is  what  is 
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popularly  known  as  conservative.  Tliis  leads  him  to  recom- 
mend non-surgical  oi'  tenijxjrizing  measures  in  not  a  few  in- 
stances in  which,  from  the  very  nature  of  the  case,  they  cannot 
be  of  service,  and  in  some  instances  in  which  the  patient's 
chances  of  recovery  are  jeo]>ardized.  As  illustrations  of  this 
tendency  it  may  be  mentioned  that  Dr.  Garrigues  recommends 
dilatation  of  the  cervix  uteri  in  the  office,  without  anesthesia, 
for  stenosis  of  the  cervical  canal  and  for  dysmenorrhea,  as  a 
simpler  operation  than  rapid  dilatation  done  as  a  formal  opera- 
tion with  anesthesia  and  full  antisepsis.  The  use  of  the  sound 
as  a  means  of  diagnosis  and  as  a  means  of  dilating  the  cervix 
and  repositmg  tlie  uterus  is  constantly  recommended.  Marked 
prominence  is  given  to  "half-way"  measures  in  abdominal  sur- 
gery, such  as  tapping  in  ovariotomy,  the  resort  to  incomplete 
operations  for  ovarian  tumors  and  for  tubo-ovarian  inHammatory 
conditions — the  inference  being  that  sound  judgment  renders  a 
resort  to  these  methods  not  infrequently  necessary.  The  use  of 
liquor  ferri  is  frequently  recommended  for  the  arrest  of  hemor- 
rhage, and  this  agent,  and  even  the  actual  cauterj',  is  advised  as 
a  hemostatic  in  intra-abdominal  work,  even  as  applied  to  the 
bowels  themselves.  It  is  a  question  whether  the  character  of 
such  advice  is  conservative.  It  may  be  characteristic  rather  of 
timid,  hesitating  surgery. 

Certain  other  features  of  the  author's  teaching  seem  to  demand 
comment.  We  are  taught  that  the  canal  of  the  normal  uterus 
is  a  straight  line,  or  is  at  the  most  only  slightly  curved  or  bent 
forward.  In  discussing  the  anatomy  of  the  perineal  region, 
although  the  anatomical  structures  are  fully  discussed,  the 
"perineal  body"  receives  marked  consideration.  In  considering 
the  climacteric,  traditional  teachings  concerning  the  effects  of 
this  physiological  epoch  in  the  life  of  women  are  pretty  faith- 
fully recorded.  Climacteric  hemorrhages  are  discussed,  but 
nothing  is  said  of  the  special  indications  for  looking  out  for 
cancer  in  that  connection.  Likewise,  in  discussing  menorrhagia, 
a  multitude  of  drugs  are  mentioned  as  useful  in  treatment,  but 
no  limit  or  contraindication  is  set  for  their  employment.  In 
his  instructions  concerning  plastic  operations  we  are  advised  to 
perform  only  one  at  a  sitting,  and  we  are  cautioned  against  com- 
bined operations  on  the  cervix,  perineum,  etc.  In  discussing 
the  treatment  of  cancer  of  the  uterus  it  is  stated  that  Freund's 
operation  has  been  abandoned  because  of  its  frightful  mortality, 
but  nothing  is  said  of  the  revival  of  the  operation  and  its  present 
good  results.  In  the  consideration  of  operative  technique  con- 
stant reference  is  made  to  the  employment  of  antiseptic  drugs 
for  use  in  instrument  trays  and  sponge  basins,  although  this 
practice  has  fallen  into  disrepute. 

These  teachings  indicate  that  the  author  is  not  fully  in  sym- 
pathy with  the  most  recent  methods  and  the  present  tendencies 
of  gynecology.     This  feature,  while  detracting  from  the  value 


REVJEWS.  311 

of  the  work  as  a  guide  to  the  student  and  general  practitioner, 
is  an  inherent  fault  in  almost  all  text  books,  which  really  repre- 
sent, not  the  status  of  a  developing  science  at  the  time  of  their 
publication,  but  that  of  tiv^e  years  before. 

The  publisher  has  issued  the  work  in  the  same  excellent  style 
that  characterizes  all  his  work.  The  printing,  paper,  and  bind- 
ing are  entirely  creditable.  c.  p.  n. 

Thk  Care  and  Feeding  of  Children.  A  Catechism  for  the 
Use  of  Mothers  and  Children's  Nurses.  By  L.  Emmktt 
Holt,  M.U.,  Professor  of  Diseases  of  Children  in  the  New 
York  Polyclinic  ;  Attending  Physician  to  the  Babies'  Hospi- 
tal and  the  Nursery  and  Child's  Hospital,  New  York.  Pp. 
9—66.     New  York  :  D.  Appleton  &  Company,  1894. 

This  little  book  is  unique  in  design,  being  the  first  work  pre- 
pared for  the  use  of  nursery-maids.  The  training  of  nurses  for 
the  care  of  the  sick,  both  male  and  female,  has  been  carried 
during  recent  years  to  a  high  degree  of  perfection.  Until  very 
recently  that  important  factor  in  many  households,  the  child's 
nurse,  had  been  entirely  neglected.  The  importance  of  proper 
training  of  these  nurses  is  too  apparent  to  require  comment.  It 
too  frequently  happens  that  the  care  of  the  baby  for  many  hours 
of  the  day  is  entrusted  to  a  girl  more  or  less  immature  in  years 
and  lacking  in  experience.  Even  though  her  intentions  are 
good,  her  ignorance  may  cause  irreparable  haim  to  her  little 
charge.  A  practical  training  school  for  nurses  was  opened  in 
connection  with  the  Babies'  Hospital  in  1889.  Its  results  have 
been  satisfactory  in  the  extreme.  The  need  was  at  once  felt  for 
some  simple  manual  to  put  into  the  hands  of  these  nurses,  but 
none  could  be  found  which  fulfilled  the  requirements  of  sim- 
plicity, brevity,  and  exactness  regarding  infant  feeding  and 
nursery  hygiene.  To  fulfil  this  want  the  author  prepared  a 
series  of  questions,  which  has  been  added  to  from  time  to  time 
until  this  little  catechism  has  resulted.  Though  designed  prima- 
rily for  the  nursery-maid,  it  must  prove  of  equal  value  to  many 
mothers  in  the  care  of  their  own  children. 

The  first  section  is  devoted  to  the  care  of  the  child.  The 
subjects  of  bathing,  clothing,  and  care  of  the  eyes,  mouth,  and 
skin  receive  due  attention,  and  several  valuable  pages  are  de- 
voted to  nursing  and  weaning.  The  second  section  is  devoted 
to  infant  feeding.  Clear  and  concise  directions  are  given  for 
the  preparation  of  rational  milk  food.  Directions  are  also  given 
for  the  preparation  of  condensed  milk  and  several  of  the  more 
largely  used  proprietary  foods.  We  do  not  understand  that  the 
author  in  any  way  advocates  the  use  of  these  foods.  Their  use, 
however,  is  very  general,  and  it  is  entirely  appropriate  that 
instructions  for  their  jjroper  preparation  should  be  given.  The 
third    section   is   devoted  to  numerous   questions    of    nursery 
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management,  and  contains  a  brief  but  wliolly  satisfactory  section 
on  nursery  medicine. 

In  tlie  preparation  of  the  book  everything  lias  been  sacrificed 
to  clearness  and  simplicity.  It  is  one  which  may  be  safely  put 
into  the  hands  of  any  mother  or  of  the  ordinary  untrained 
child's  nurse.  More  material  of  practical  value  in  the  manage- 
ment of  infants  is  compressed  within  the  covers  of  this  little 
book  than  is  to  be  found  in  many  an  imposing  volume. 

F.  M.  c. 
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1.  QriNN :  Treatment  of  Complete  Prolapsus  by  Vaginal 
Hysterectomy  in  Patients  near  the  Menopause  {Anyiales 
de  Gynecoloyie  et  cV Olstetrique,  3diX\\\?\.Yy^  1894,  No.  41). — Qninn 
prefaces  bis  observations  by  the  history  of  two  cases  of  Lejars, 
who  in  one  case  performed  simple  hysterectomy,  using  artery 
clamp  to  control  liemorrhage,  and  catgut  sutures.  In  the  second 
case  he  ligatured  the  broad  ligaments  and  in  addition  removed 
a  triangular  segment  of  the  posterior  vaginal  wall  at  its  base ; 
later  a  lateral  double  colporrhaphy  was  added.  Lejars  has 
come  to  the  conclusion,  from  his  own  observations  and  those  of 
others,  that  in  a  woman  who  has  or  is  about  to  pass  the  meno- 
pause vaginal  hysterectomy  is  justifiable  for  the  cure  of  com- 
plete prolapsus,  but  adds  that  the  result  is  seldom  complete 
without  a  double  lateral  colporrhaphy  to  prevent  prolapsus  of 
the  vagina. 

The  history  of  hysterectomy  for  prolapsus  is  as  follows : 
Claimed  in  1889  by  Martin,  of  Berlin,  as  performed  by  Kal- 
tenbach  and  himself  in  1880,  it  is  in  reality  much  older,  the 
first  ablation  dating  back  to  1813,  performed  by  Langenbeck, 
but  the  case  was  complicated  by  cancer;  also,  for  the  same 
trouble,  by  Gebhard  in  1836  and  Jiirgensen  in  1838.  Edwards 
in  1854  removed  in  this  manner  a  prolapsed  uterus  that  had  sud- 
denly become  strangulated  and  gangrenous.  The  idea  of  thus 
removing  a  prolapsed  uterus  originated  in  the  mind  of  Oakley, 
of  Birmingham,  a  century  ago,  who  communicated  it  in  a  letter 
to  Smellie  in  1757,  but  could  not  obtain  the  patient's  consent. 
Chopin  in  1867  ablated  for  uncomj)licated  prolapsus.  Patter- 
son and  Corradi  followed  in  1876,  Halm  in  1877,  then  Kehrer 
and  Yon  Teufel,  and  in  1880  Martin  and  Kaltenbacb. 

Operations  since  then  have  rapidly  increased  in  number — 
namely,  five  cases  of  Munchmeyer,  three  of  Miiller,  those  of 
Negrette,  of  Winiwarter,  of  Coe,  of  Krug,  of  Baldy,  and  the 
eight  cases  observed  by  Asch  at  Breslau.  Quite  recently  three 
cases  Lave  been  added  by  Jena  at  Kiel.     Thirty  cases  can  easily 
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be  classified,  of  which  two  belong  to  Italy,  four  or  five  to  Amer- 
ica, and  the  rest  to  Germany.  There  liave  been  few  published 
cases  in  F'rance,  the  earliest  beini^  that  of  Richelot,  operated 
July  25th,  1886,  but  in  which  cystocele  returned  by  September 
1st  and  soon  was  as  large  as  ever;  tlien  a  large  section  of  the 
vagina  was  removed  anteriorly  and  posteriorly,  and  the  vagina 
completely  closed.  Terrillon's  hysterectomy  in  a  case  where 
the  uterus  presented  at  the  vulva  was  a  success,  but  he  thinks 
other  means  might  suffice.  In  1891  GouUioud  operated  suc- 
cessfully in  a  case  previously  operated  on  for  cancer  of  the  recto- 
vaginal septum.     M.  Segond  published  a  case  in  1893. 

Criticism  lias  not  been  directed  so  much  against  the  dangers 
of  the  operation  as  the  necessity  of  an  additional  colporrhaphy 
to  prevent  prolapsus  of  the  vagina.  Edebohls  remarks  that  the 
only  method  dispensing  with  supplementary  plastic  operations 
is  that  practised  by  Polk,  in  which  the  abdomen  is  opened,  the 
uterus  removed,  and  the  vagina  attached  to  the  abdominal  walls. 

The  causes  which  determine  prolapsus  are  an  insufficient 
means  of  holding  the  uterus  in  place,  and  a  loss  of  the  natural 
supports — namely,  the  vagina  and  the  perineum — either  through 
injury  or  in  consequence  of  senile  atrophic  degeneration,  which 
latter  renders  surgical  reparation  insufficient  unless  the  weight 
of  the  uterns  is  removed. 

Operations  to  fix  vagina  and  uterus  are  Alexander's  ;  the  col- 
popexies  of  Fean,  of  Ptcque,  or  of  Polk;  the  restoring  the  floor 
of  the  pelvis  and  the  vagina,  as  in  perineorrhaphy  ;  the  closing 
of  the  vagina  after  Lefort ;  colporrhaphy,  median  or  lateral ;  or 
a  combination  such  as  colpoperineorrhaphy.  Still,  this  is  not 
considered  sufficient  unless  the  weight  of  the  uterus  is  dimin- 
ished, as  by  amputation  of  the  cervix. 

All  prolapsed  uteri  are  not  of  the  same  size,  nor  does  their 
weight  bear  any  fixed  relation  to  the  existing  prolapsus.  Asch 
followed  cases  discharged  as  cured  from  the  Breslau  clinic  during 
four  years,  and  found  that  at  that  time  only  fifty-nine  out  of 
ninety-four  cases  could  be  thus  considered.  Cohn,  at  Berlin, 
observed  thirteen  relapses  in  forty-seven  cases. 

Before  the  menopause  and  in  patients  of  comparative  youth 
hysteropexy  is  indicated;  later  vaginal  hysterectomy  for  uncom- 
plicated cases.  Laparatomy  is  to  be  preferred  in  cases  compli- 
cated by  cancer,  etc.,  as  a  view  of  the  adnexa  can  be  had,  and, 
if  necessary,  their  removal  can  be  accomplished. 

Ages  of  Qnesne's  cases  were  44,  48,  56,  58,  and  64  years. 
Two  were  still  menstruating  regularly,  one  of  these  having  con- 
ceived during  the  prolapsus  and  been  delivered  with  difficulty. 
Another  menstruated  with  difficulty  and  the  case  was  compli- 
cated by  an  ovarian  cyst.  One  patient  had  only  noticed  her  con- 
dition since  eight  months.  Others  dated  back  eleven,  twenty- 
one,  and  twenty-eight  years. 
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S3'mptoais  causing  patients  to  seek  relief  were  difficulty  in 
urinating,  in  walking,  and  inability  to  earn  their  living. 

Operation  consisted  in  one  case  of  simple  hysterectomy  ;  in 
ani)tlier,  hysterectomy  with  anterior  and  posterior  colporrhaphy  ; 
in  three  cases,  hysterectomy  with  perineorrhaphy.  Patients 
remained  in  bed  three  weeks.  Patients  were  re-examined  two, 
live,  eight,  ten,  and  twelve  months  later  and  found  to  be  in 
good  condition.  In  all  the  patients  the  vagina  seemed  elongated 
and  the  cul-de-sac  higher  than  normal.  The  cicatrization  of  the 
uterine  ligaments  and  peritoneum  causes  a  retraction  toward  the 
abdominal  cavity,  and  a  colporrhaphy  is  only  necessary  in  cases 
with  a  large  vagina.  In  almost  all  cases  a  perineorrhaphy  is 
required;  which  is  also  the  case  in  the  rival  operation  of  hys- 
teropexy, which  frequently  leaves  a  rectocele  and  a  cystocele  in 
its  wake.  a.  g.  h. 

2.  Appert,  Rene  :  Ovariotomy  in  Children  {Nouvelles 
Archives  cT Ohstetrique  et  de  Gynecologies  ii^xnmry^  189-i). —  Ova- 
riotomy is  very  rare  in  childhood,  forty-two  cases  only  being 
known,  the  ages  running  from  20  months  to  14  years.  Cysts  are 
by  no  means  rare  among  children,  but  are  not  always  diagnosed, 
and  when  diagnosed  not  often  operated  on,  youth  seeming  to  be  a 
contraindication.  The  youngest  child  operated  on  was  18  days 
old.  After  the  tenth  year  the  operation  is  similar  to  that  in  the 
adult. 

The  classical  division  of  the  growths  is  into  proligerous,  der- 
moid, and  parovarian  cysts. 

The  diagnosis  is  often  as  simple  as  in  the  adult,  the  tumor  be- 
ing circumscribed,  movable,  fluctuating,  and  attached  by  a  long 
pedicle.  Some  seem  to  arise  from  the  pelvis,  and  are  separated 
from  the  liver  and  spleen  by  a  sonorous  zone  ;  on  rectal  touch  a 
smooth,  movable  tumor  is  felt  projecting  into  the  pelvis,  distinct 
from  the  uterus,  and  to  which  external  movements  can  be  com- 
municated. 

It  is  often  ditflcult  to  determine  the  point  of  departure  of  a 
tumor  and  to  differentiate  it  as  arising  from  either  kidney,  the 
liver,  or  whether  it  is  a  congenital  retroperitoneal  cyst  or  a 
tubercular  peritonitis. 

The  dermoid  is  the  cyst  most  frequently  met  with,  and  in  the 
youngest  subjects,  occurring  in  the  fetus  before  term.  They 
develop  very  slowly,  occasionally  remaining  latent  for  many 
years  or  never  ciianging  from  their  embryonic  state.  Often 
they  ar(;  not  noticed  until  puberty,  the  general  development  and 
increased  vitality  of  the  pelvic  organs  having  been  communi- 
cated to  them.  When  they  have  been  observed  before  this 
period  puberty  is  delayed,  the  sexual  organs  remaining  undevel- 
oped, except  in  malignant  tumors  where  the  development  is 
precocious  and  exaggerated.  Simple  proligerous  cysts  are  next 
in  order  of  prevalence  ;  cysts  of  the  parovarium  are  rare,  and 
malignant  growths  are  the  exception. 
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Ovariotomy  is  indicated  when  the  general  health  begins  to 
fail  or  when  the  functions  are  interfered  with.  The  most 
favorable  time  for  operation  is  at  puberty,  yet  the  rupture  of  a 
cyst  may  cause  a  fatal  peritonitis  at  any  time.  Of  the  forty- 
two  cases  operated  on,  thirty-seven  recovered  and  live  died. 
Punctures  are  to  be  avoided  as  mucli  as  possible,  as  they  lead  to 
adhesious  which  seriously  complicate  later  operations.  Asepsis 
is  followed,  but  the  contact  of  carbolic  acid  or  bichloride  with 
the  peritoneum  is  avoided  as  far  as  possible,  as  children  are  very 
sensitive  to  these  agents.  Under  similar  conditions  as  regards 
general  health,  surroundings,  and  execution,  the  results  of  the 
operation  are  not  less  favorable  in  the  child  than  in  the  adult. 

A.    G.    H. 

3.  Mangin  :  The  Removal  of  Purulent  Collections  in  the 
Pelvis  by  Incision  through  the  Vagina  {Nouvelles  Archives 
d'Ohsteiriqiie  et  de  Gynecologies  Nos.  1  and  2,  1894). — The 
removal  of  fluid  pelvic  collections  by  vaginal  incision  is  an  old 
procedure,  and  known  as  the  operation  of  Laroyenne.  It  is  not 
supposed  to  take  the  place  of  laparatomy,  except  as  far  as  it  is 
safer  in  the  hands  of  many,  and  consent  or  condition  of  patient 
not  permitting  the  major  operation.  Laparatomy  is  to  be  pre- 
ferred in  all  non-febrile  affections  of  the  tubes  and  ovaries,  such 
as  non-virulent  pyosalpinx,  hydrosalpinx,  hematosalpinx,  and 
chronic  ovaritis.  Here  the  exact  condition  of  the  parts  can  be 
seen  ;  drainage  is  not  necessary,  nor  is  there  any  fear  of  inflam- 
mation, flstulse,  etc.  And  even  in  cases  of  tubal  collections  with 
a  mild  degree  of  fever,  if  the  conditions  are  such  as  to  admit  of 
delay  the  fever  will  fall  ;  tubal  contents  will  sterilize  themselves; 
a  period  of  calm  follows,  during  which  laparatomy  can  be  per- 
formed, giving  the  same  chances  as  in  hydrosalpinx.  But  if 
fever  persists  or  becomes  more  intense,  if  the  sac  is  accessible 
through  the  vagina  or  can  be  brought  into  position,  incise  ;  also, 
if  other  conditions  unfavorable  for  laparatomy,  such  as  obesity, 
old  adhesions,  or  fear  of  shock,  are  present,  then  vaginal  inci- 
sion is  indicated.  If  the  sac  is  difficult  to  reach,  vaginal  hys- 
terectomy may  be  considered,  the  large  opening  giving  free 
access  to  the  diseased  tissues,  at  the  same  time  insuring  couiplete 
drainage.  It  is  also  indicated  in  tubal  and  ovarian  disease  with 
intense  fever,  because  in  these  cases  the  question  of  drainage 
arises,  operation  being  apt  to  be  tedious,  for  pus  pockets,  of 
which  there  are  often  several,  separated  by  and  lost  in  adhesions 
which  in  turn  form  a  barrier  of  separation  from  the  abdominal 
cavity,  are  difficult  to  find.  In  laparatomy  these  adhesions  must 
be  destroyed  in  looking  for  puspockets.  At  the  best  this  search 
is  imperfect.  By  opening  from  the  vagina  this  is  all  avoided, 
pus  collections  are  easily  reached  and  found,  and  at  any  time 
laparatomy  can  still  be  performed  if  it  seem  desirable. 

In  acute  suppurative  salpingitis  there  is  a  tendency  of  the 
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tube  and  intestines  to  agglutinate  and  to  ulcerate  at  the  site  of 
this  union,  thus  accounting  for  the  presence  of  fecal  matter  in 
the  discharges.  This  becomes  a  serious  matter  after  laparatomy. 
In  mixed  collections  vaginal  incision  should  have  the  ])refer- 
ence,  as  it  may  be  sufficient  and  can  at  any  time  be  followed  by 
tiie  major  operation.  In  suppurative  hematocele  it  is  the  only 
method  to  be  used.  In  non-suppurative  hematocele  the  treat- 
ment varies  as  to  origin,  persistence,  quantity.  If  not  likely 
to  desist  or  later  to  become  absorbed,  interference  should  be 
through  the  abdomen.  A  trocar  or  bistoury  is  used.  The  inci- 
sion is  made  layer  by  layer,  keeping  as  near  tlie  uterns  as  pos- 
sible to  avoid  the  rectum  or  bladder,  as  the  collection  is  either 
behind  or  in  front  of  the  uterus ;  the  finger  should  be  used  as  a 
guide.  Tlie  trocar  is  the  best  when  patient  is  not  anesthetized. 
Glide  a  probe-pointed  bistoury  in  groove  of  trocar,  incise  lightly, 
following  up  the  incision  and  enlarging  it  with  some  blunt  instru- 
ment, preferably  a  pair  of  curved  scissors, keeping  a  finger  in  the 
rectum.  In  difficult  cases  where  the  tumor  is  high  the  bistoury 
is  to  be  used.  In  operating  for  vesico-rectal  abscess  the  incision 
should  be  in  the  posterior  cul-de-sac  to  avoid  the  ureters  and  ute- 
rine artery.  Incision  should  be  transverse  and  the  cavity  cleaned 
through  a  double  catheter.  The  wound  should  be  kept  open, 
and  all  strong  antiseptics  avoided  unless  pus  sac  is  very  small, 

A.    G.    H. 

4.  Laroyenne,  M.  :  Indications  and  Technique  of  Hystero- 
pexy (Ai'chives  de  Tocologie  et  de  Gynecologies  No.  5,  1894). 
— Prolapsus  of  the  uterus  is  not  the  only  indication  for  hystero- 
pexy, but  it  is  desirable  in  simple  retroversion  amenable  to 
treatment  by  pessary  or  massage,  since  the  new  adhesions  are  of 
such  solidity  that  they  withstand  the  strain  of  parturition  while 
they  have  no  unfavorable  influence  on  that  function. 

The  chief  indications  are:  1.  In  cases  of  retroversion  with 
adhesions  to  peritoneum  or  adnexa.  2.  In  cases  of  anteflexion 
with  mechanic a1  dysmenorrhea,  complicated  or  uncomplicated 
with  perimetritis;  here  the  raising  of  the  fundus  relieves  the 
flexion  of  the  cervix,  for  which  condition  amputation  has  here- 
tofore been  practised. 

If  pelvic  exploration  does  not  show  tumefaction  of  ovaries  or 
tubes  of  any  extent;  if  the  tumefaction  is  not  accompanied 
by  a  sensation  of  softness  suggesting  the  presence  of  a  liquid ; 
in  fact,  if  the  adnexa  or  periadnexa  seem  dry  and  membranous, 
it  would  be  well,  in  order  to  prevent  aggravation  of  a  previous 
trouble,  to  fix  the  uterus  to  the  abdominal  wall  without  stripping 
off  the  adhesions. 

Method  of  Operation. — Tlie  uterine  cavity,  after  previous 
dilatation,  is  made  aseptic  to  eliminate  danger  of  infection 
should  a  suture  pass  through  the  cavity,  A  sound  of  large 
calibre  raises  and  holds  the  uterus  against  the  abdominal  wall, 
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which  is  incised  to  tlie  extent  of  five  to  six  centimetres.  AVliile 
placing  the  uterus  against  the  ojjeniiig  the  l>ladcier  as  well  as 
the  intestinal  epiploic  mass  should  be  watched  ;  nor  should  the 
uterus  be  raised  by  either  the  hand,  forceps,  or  temporary  suture 
traversing  the  uterine  cavity,  as  this  leads  to  infection  and  trou- 
blesome hemorrhage.  Two  or  three  straight  needles  are  passed 
through  the  aponeurotic  layer,  the  peritoneum,  and  the  uterine 
tissue,  being  careful  to  enclose  that  portion  of  the  peritoneum 
the  sides  of  which  are  back  to  back  at  the  median  line  between 
the  section  and  the  point  of  entrance  of  the  needles.  The 
needles  are  first  all  placed  and  then  drawn  through,  one  after 
the  other,  and  the  sutures  tied  ;  then  the  abdominal  wound  is 
closed.  A.  G.  H. 

5.  Simon,  P. :  The  Clinical  and  Medico-legal  Aspect  of 
YuLvo- VAGINITIS  IN  CHILDREN  {Archivea  de  locoLogieetde  Gyne- 
<iologie,  No.  21,  189-i). — The  vulvo-vaginitis  of  children  l)ecome8 
important  clinically,  as  well  as  in  its  medico-legal  aspect,  owing 
to  the  difficulty,  often  the  impossibility,  of  determining  whether 
it  is  due  to  local  irritation,  impaired  general  health,  traumatism 
from  sexual  aggression,  or  to  direct  infection.  It  is  most  com- 
mon between  the  ages  of  6  and  10.  Aphthous  vulvitis  of  Parrot 
attacks  principally  children  from  2  to  5  years. 

There  has  been  much  discussion  regarding  the  nature  of 
vulvo-vaginitis.  Potts  not  hesitating  to  say  that  it  is  always  blen- 
norrhea, adding  that  it  rarely  follows  attempts  at  coitus,  but  that 
among  poor  people  there  are  many  ways  in  which  children  may 
become  infected,  the  chief  being  the  common  bed.  Eliminating 
phlegmon  of  the  vulva,  which  is  rare  in  childhood ;  also  gan- 
grene, which  j-esembles  noma  in  its  cause  and  evolution  ;  and 
diphtheritic  inflammation,  characterized  by  a  pseudo-membra- 
nous deposit  on  mucous  membranes  of  these  parts,  like  that  in 
the  throat  or  nose,  and  which  will  generally  be  found  to  accom- 
pany this  trouble,  there  are  the  general  affections,  such  as  im- 
petigo and  herpes,  and  finally  the  catarrhal  inflammations,  which 
are  difticult  of  differentiation  and,  according  to  their  etiology, 
are  divided  into  three  classes. 

Class  I.,  so-called  spontaneous  vulvitis,  which  often  appears 
without  appreciable  cause,  as  for  instance  the  accumulation  of 
sebaceous  matter,  immigration  of  oxyures  from  the  anus,  or 
from  local  irritation  from  lascivious  handling.  The  general 
health  is  an  important  factor  in  these  cases,  as  the  presence  of 
scrofula,  convalescence  from  some  grave  disease,  bad  hygiene, 
or  privation.  Still  cases  occur  occasionally  which  cannot  be 
placed  in  this  category ;  the  children  are  in  good  health,  the 
hygiene  and  general  conditions  are  good,  no  trace  of  disease  of 
any  kind  can  be  found ;  one  is  forced  to  consider  an  external 
contamination.  Comly  insists  that  ordinary  leucorrhea  will 
cause  vulvitis  in  children  and  02)hthalmia  in  the  new-born. 
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Class  II.,  traumatic  vulvitis,  appearing  as  a  slight  irritation, 
shown  hy  redness  and  tenderness  which  rapidly  pass  away,  or 
various  stages  of  severe  inflammation  and  injury  with  swelling 
ecchymoses,  excoriations,  even  laceration  of  hymen  and  four- 
chette,  the  whole  covered  with  a  greenish-yellow,  purulent 
discharge  with  agglutinated  lips.  This  condition  may  appear 
at  once,  if  violence  has  been  severe  and  protracted,  or  in  the 
course  of  a  day  or  two,  or  all  signs  of  injury  may  have  passed. 

Class  III.,  those  due  to  direct  infection  and  having  the  clinical 
symptoms  of  the  other  vaginites. 

Diagnosis. — The  constitutional  leucorrhea  is  distinguished  by 
the  paleness  of  the  parts,  the  sero mucous  nature  of  the  dis- 
charge, the  slowness  of  its  development,  and  the  coincident 
lesions  in  other  parts.  Where  evidence  of  violence  is  absent 
diagnosis  should  be  very  guarded,  as  statements  of  the  child 
cannot  be  relied  on,  as  the  accusation  is  suggested  in  many  cases 
by  questions  and  suggestions  of  the  nervous  parents  on  finding 
a  discharge  and  some  redness.  The  time  which  elapses  between 
attaclc  and  discharge  varies  greatly,  being  from  two  to  eight 
days ;  V)esides,  child  may  be  suffering  from  a  previous  leucorrhea. 
This  fact  can  be  excluded  by  examining  clothes  previously  worn. 

Intensity  of  the  inflammation  and  the  abundance  of  the  dis- 
charge do  not  necessarily  point  to  a  blennorrhea,  as  the  irritation 
of  a  child's  genitals  by  the  sexual  approach  of  a  perfectly 
healthy  man  may  result  in  a  most  violent  inflammation  and  pro- 
fuse discharge  as  would  only  seem  possible  from  direct  infection  ; 
on  the  other  hand,  a  specitic  inflammation  may  appear  so  harm- 
less and  run  so  mild  a  course  as  to  escape  diagnosis,  as  was  shown 
in  the  case  of  one  of  two  children,  attacked  by  the  same  indi- 
vidual, having  a  blennorrhagic  discharge. 

Painful  micturition  and  discharge  point  to  a  blennorrhea,  yet 
this  pain  must  be  distinguished  from  the  painful  micturition  of 
an  ordinary  vulvitis  due  to  urine  passing  over  inflamed  parts, 
and  not  to  a  spasm  of  bladder  and  urethra. 

The  demonstration  of  pus  in  the  urethra  is  not  always  easy. 
Neither  can  the  duration  of  the  attack  be  taken  into  account; 
an  ordinary  vulvitis  may  last  eleven  days  to  five  weeks,  or 
a  specific  discharge  may  be  grafted  on  an  old  leucorrhea.  Nor 
will  the  microscope  by  showing  the  presence  of  the  gonococcus 
of  Neisser  remove  all  doubt,  as  this  very  gonococcus  has  been 
found  in  harmless  cases  of  leucorrhea  and  absent  in  cases  known 
to  be  specific,  and  present  in  the  normal  secretion  of  the  vagina. 
The  physician  must  rely  on  his  own  judgment  of  the  facts  of 
the  case.  a.  g.  h. 

6.  Henrotay,  M.:  Acute  Thyroiditis  during  the  Course  op 
Puerperal  Infection  (^?/?/.  de  la  Soc.  Beige  de  Gyn.  et  d^Ohst, 
1894,  No.  2). —At  four  and  a  half  months  in  the  course  of  her 
twelfth  pregnancy  the  patient  under  consideration  aborted  very 
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suddenly.  The  conditions  for  asepsis  were  the  worst  possible. 
Ileiirotay  delivered  the  placenta  manually  at  first,  and  then  with 
the  help  of  a  blunt  curette;  but  a  profuse  hemorrhage  obliged  him 
to  tampon  the  uterine  cavity,  leaving  a  fragment  of  placenta  still 
within  it.  The  following  day  a  flattened  portion  of  placenta, 
half  as  large  as  the  palm  of  the  hand  and  possessing  a  putrid 
odor,  was  found  in  the  vagina.  Appropriate  treatment  a})pa- 
rently  averted  infection,  but  on  the  third  day  after  the  abortion 
the  patient's  temperature  rose  to  102,2°.  A  second  fragment  of 
placenta  was  expelled  in  the  course  of  twenty-four  liours,  and 
the  uterus  was  scraped  with  a  blunt  curette.  Two  days  later  the 
physician  was  summoned  in  haste,  as  the  patient  was  apparently 
suffocating.  The  thyroid  body  had  suddenly  swollen,  each  lobe 
being  about  the  size  of  a  fist.  The  usual  restoratives  were  ad- 
ministered and  ice  was  placed  upon  the  neck.  The  patient's  con- 
dition grew  alarming  in  the  course  of  the  next  few  hours,  the 
symptoms  being  prostration,  tracheal  rales,  sweating,  respira- 
tion 40  to  the  minute,  enlarged  spleen,  slight  dulness,  and  a 
few  rales  at  the  base  of  the  left  lung.  Under  the  influence  of 
ice  to  the  neck,  subcutaneous  injections  of  camphorated  oil,  and 
doses  of  brandy  the  condition  gradually  changed  for  the  better. 
The  swelling  of  the  thyroid  l)ody  persisted  for  a  long  while,  but 
finally  decreased  under  applications  of  the  tincture  of  iodine 
and  parenchymatous  injection  of  the  same  drug.  The  recov- 
ery was  finally  complete.  Thyroid  metastases  during  the  course 
of  puerperal  infection  are  rare,  a  few  cases  only  being  on 
record.  a.  k.  s. 
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The  American  Association  of  Obstetricians  and  Gyne- 
cologists will  hold  its  seventh  annual  meeting  at  Toronto,  Ont., 
Wednesday,  Thursday,  and  Friday,  September  l^th,  20th,  and 
21st,  1894,"  to  which  the  medical  profession  is  cordially  invited. 

The  following  is  the  preliminary  programme,  subject  to 
amendment  until  September  1st,  namely  :  (1)  President's  Ad- 
dress, George  II.  Eohe,  Catonsville,  Md.  ;  (2)  Personal  Experi- 
ence with  Pus  Tubes:  When  to  Operate,  How  to  Operate,  and 
the  Kesults  of  Operation,  James  F.  W.  Koss,  Toronto,  Ont. ; 
(P))  Eelation  of  Hysteria  to  Structural  Changes  in  the  Uterus 
and  Adnexa,  A.  P";  Clarke,  Cambridge,  Mass.  ;  (4)  Demonstra- 
tion of  a  Mechanism  of  Intussusception  (rabbits),  Robert  T. 
Morris,  New  York  ;  (5)  Nephrectomy,  L.  H.  Dunning,  Indian- 
apolis ;  (6)  Treatment  of  Distention  of  the  Fallopian  Tubes 
without  Laparatomy  and  liemoval,  Frank  A.  Glasgow,  St. 
Louis ;    (7)    Hysteria   in    Pregnancy,  W.  P.  Manton,  Detroit ; 
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(S)  Relations  of  Kenal  Insufficiency  to  Operations,  Carlton  C. 
Frederick,  Buffalo;  (9)  a,  Importance  of  Uecoirnizing  Septic 
Puerperal  Endometritis  Early,  and  its  Treatment;  b,  Demon- 
stration of  a  Portable  Operating  Tal)le  for  Gynecological  and 
Abdominal  (Trendelenburg)  Work,  Edward  J.  Ill,  Newark, 
N.  J.;  (10)  Suspension  of  KetroHexed  Uterus  by  the  lltero- 
ovarian  Ligaments,  with  Report  of  Cases,  Reuben  Peterson, 
Grand  Rapids,  Mich.;  (I)  The  Element  of  Habit  in  Gynecic 
Disease,  George  F.  Ilulbert,  St.  Louis;  (12)  Some  Results  of 
Ether  Anesthesia  in  Abdominal  Operations,  I.  S.  Stone,  "Wash- 
ington, D.  C.  ;  (13)  Report  in  Abdominal  Surgery,  presenting 
Cases,  A.  Vander  Veer,  Albany;  (14)  Supplementary  Paper  on 
Abdominal  Section  in  Intrapelvic  Hemorrhage,  M.  Rosenwas- 
ser.  Cleveland  ;  (15)  Conservative  Midwifery,  J.  M.  Duff,  Pitts- 
burg; (10)  The  Cause  of  the  Thirst  following  Abdominal  Sec- 
tion, Eugene  Boise.  Grand  Rapids,  Mich, ;  (17)  The  Care  of 
Pregnant  Women,  W.  B,  Dewees,  Salina,  Kan.;  (18)  subject  to 
be  announced,  L.  S,  McMurtry,  Louisville,  Ky.  ;  (19)  JJiscus- 
*io??---Intiammatory  Disease  of  tlie  Uterus  and  Appendages  and 
of  the  Pelvic  Peritoneum  :  {a)  Introductory  Remarks,  William 
Warren  Potter,  Buffalo  ;  (//)  Historical  Sketch.  Edward  J.  Ill, 
Kewark,  N.  J. ;  (c)  Clinical  History,  Charles  A.  L.  Reed.  Cincin- 
nati, O. ;  {d)  Causation  and  Pathology,  Lewis  S.  McMurtry, 
Louisville,  Ky.  ;  {e)  Diagnosis  and  Prognosis,  James  F.  W. 
Ross,  Toronto,  Can.  ;  {f)  Treatment,  M,  Rosenwasser,  Cleve- 
land, O. ;  A.  Yander  Veer,  Albany,  N.  Y. ;  J.  H.  Carstens, 
Detroit,  Mich.  ;  A.  H.  Cordier,  Kansas  City,  Mo. ;  {</)  Results — 
(a )  When  Untreated  ;  ih)  Under  Various  Methods  of  Treat- 
ment, Joseph  Price,  Philadelphia,  Pa.  ;  (20)  Intercurrent  Ty- 
phoid Fever  in  Pregnancy,  Thomas  E.  McArdle,  Washington, 
D.  C. ;  (21)  Notes  of  a  Case  of  Cholelithiasis,  Frederick  Blume, 
Allegheny,  Pa.  ;  (22)  Perineal  Operations,  Joseph  Price,  Phila- 
delphia ;  (23)  Remarks  bearing  on  the  Surgical  Treatment  of 
Intussusception  in  Infants,  based  on  Two  Successful  Cases, 
Henry  Ilowitt,  Guelph,  Ont. ;  (24)  The  Limitations  of  Surgery 
in  the  Treatment  of  the  Uterus  and  its  Appendages,  William 
H.  Myers,  Fort  Wayne,  Ind.;  (25)  The  Incision  in  Ab  oniinal 
Surgery — Methods  and  Results,  J.  H.  Carstens,  Detroit,  Mich. ; 
(26)  Abdominal  Section  in  Ectopic  Gestation,  where  the  Fetus 
is  Living  and  Viable,  X.  O.  Werder,  Pittsburg,  Pa. ;  (27)  sub- 
ject to  be  announced,  William  E.  B.  Davis,  Birmingham,  Ala. ; 
(28)  Hysterectomy  for  Cancer  of  the  Uterus,  E.  W.  Cushing, 
Boston,  Mass. 

During  these  summer  months  it  is  of  interest  to  know  that 
the  Bureau  for  Nurses  connected  with  the  Academy  of  Medi- 
cine is  prepared  to  send  to  any  physician  at  any  place  near  New 
York  a  competent  nurse.  Address  Supkrintkndent  of  Ncrsks, 
care  of  New  York  Academy  of  Medicine,  17  West  43d  street. 
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A  CORRECT  appreciation  of  the  causes  wliicli  give  rise  to  the 
formation  of  intestinal  fistula  is  prerequisite  for  the  adoption  of 
appropriate  treatment.  The  term  intestinal  fistula  will  be  used 
in  this  paper  to  signify  a  communication  between  the  lumen  of 
any  part  of  the  intestinal  tract  and  the  surface  of  the  body  or 
with  any  of  the  hollow  abdominal  or  pelvic  viscera.  A  practical 
distinction  must  be  made  in  regard  to  the  size  and  character  of 
such  abnormal  communication  into  (1)  fistula,  (2)  artificial  anus. 
The  difference  is  one  of  degree  and  not  of  kind.  Speaking  from 
a  purely  surgical  standpoint,  a  fistula  of  the  bowel  is  an  opening 

'  Read  before  the  Chicago  Gynecological  Society,  June  15th,  1894. 
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tlirougli  whicli  gas  or  only  a  part  of  tlie  liquid  and  solid  intesti- 
nal contents  escape,  while  an  artificial  anus  implies  a  complete 
interruption  of  the  fecal  circulation  at  the  abnormal  outlet. 
The  latter  condition  is  determined  either  by  the  size  of  the  de- 
fect in  the  intestinal  wall  or  the  existence  of  mechanical  con- 
ditions which  divert  the  intestinal  contents  in  the  direction 
of  the  abnonnal  outlet  and  away  from  the  distal  side  of  the 
bowel.  The  mechanical  conditions  which  thus  divert  the  fecal 
current  are  either  a  flexion  or  the  presence  of  a  spur  or  septum 
at  a  point  opposite  to  the  abnormal  outlet,  caused  by  a  projec- 
tion of  the  intact  part  of  the  intestinal  wall  in  the  direction  of 
the  fistulous  opening.  The  surgeon  aims  to  produce  such  an 
obstruction  to  the  fecal  circulation,  when  he  desires  to  procure 
rest  for  the  distal  part  of  the  intestinal  tract,  by  the  formation 
of  an  intentional  artificial  anus.  The  amount  of  intestinal  con- 
tents which  escapes  from  the  intestinal  canal  through  such  an 
abnormal  outlet  depends  less  on  the  size  of  the  opening  than  the 
existence  of  one  or  both  of  the  above-mentioned  mechanical 
conditions.  If  the  intestinal  tube  is  straight  or  only  slightly 
curved,  even  a  large  opening  may  resemble  a  simple  intestinal 
fistula,  while,  on  the  other  hand,  a  small  opening  associated  with 
a  flexion  or  a  well-developed  spur  appears  clinically  as  an  arti- 
ficial anus  and  must  be  treated  as  such.  The  internal  fistulas 
communicate  most  frequently  with  another  part  of  the  intestinal 
tract  (bimucous  fistula  of  Dreschfeld),  the  bladder,  vagina,  and 
uterus. 

Etiology. — Intestinal  fistulas  are  divided  into  :  1.  Intentional. 
2.  Accidental.  The  surgeon  occasionally  resorts  to  the  forma- 
tion of  an  intestinal  fistula  or  artificial  anus,  in  the  treatment  of 
inoperal)le  mechanical  obstruction,  by  resorting  to  a  colostomy 
or  enterostomy,  according  to  the  location  of  the  mechanical  ob- 
stacle which  has"  necessitated  the  operation.  If  in  such  cases 
the  intestinal  opening  is  to  serve  only  a  temporary  purpose,  it 
is  closed  by  operative  measures  in  the  same  manner  as  will  be 
advised  in  the  discussion  of  the  operative  treatment  of  accidental 
fistula,  after  the  distal  part  of  the  intestinal  canal  has  been  ren- 
dered permeable  spontaneously  or  by  subsequent  operative 
interference. 

Accidental  fistulre  are  produced,  according  to  the  immedi- 
ate cause,  by:  1.  Gunshot  and  stab  wounds  of  the  abdomen. 
2.  Submural  injury  of  the  bowel.     3.  Ulceration  of  the  boweL 
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4.  Stranj^ulation  of  the  bowel.  5.  Foreij^u  l)odies  in  the  intes- 
tiiial  canal.  6.  Malignant  tumors.  7.  Intestinal  actinomycosis. 
8.  Pelvic  and  other  abdominal  abscesses.  9.  Appendicitis.  10. 
Unintentional  injury  to  the  bowel  during  abdominal  and  pelvic 
operations.  11.  Ligatures.  12.  Sutures.  13.  Drainage  tubes. 
Gunshot  and  Stah  Wounds. — These  injuries  usually  result  in 
fatal  septic  peritonitis  if  the  intestinal  wound  or  wounds  are 
large  enough  to  permit  escape  of  fecal  material  into  the  free 
peritoneal  cavity,  and  not  subjected  in  time  to  direct  operative 
treatment.  A  fecal  fistula,  external  or  internal,  may  result  if 
the  wound  is  small  or  if  only  a  part  of  the  intestinal  wall  has 
been  injured,  in  which  event  the  injured  part  becomes  adherent 
to  the  parietal  peritoneum  or  an  adjacent  hollow  organ.  A  re- 
sulting circumscribed  abscess  may  later,  under  such  circumstances, 
perforate  the  abdominal  wall  or  discharge  its  contents  into  the 
adherent  organ  and  thus  establish  either  an  external  or  internal 
fistula.  According  to  the  experience  of  surgeons  during  the 
War  of  the  Rebellion,  such  an  occurrence  is  more  likely  to  fol- 
low injury  of  the  colon  than  wounds  of  the  small  intestines. 

S'lhmiiral  //«/w/'y.— Partial  laceration  of  the  intestinal  wall 
without  a  penetrating  wound  of  the  abdomen  occasionally  re- 
sults in  circumscribed  peritonitis,  caused  by  the  migration  of 
pathogenic  microbes  from  the  intestinal  canal  through  the 
damaged  wall  to  the  surface  of  the  bowel,  where,  if  present  in 
sufficient  number,  they  may  produce  an  abscess  which  not  only 
completes  the  intestinal  perforation,  but  may  result  at  the  same 
time  in  the  formation  of  an  external  or  internal  fistula.  Such 
fistulae  are  usually  small  and  close  spontaneously  in  the  course 
of  time.  In  suspected  submural  injury  of  the  bowel  without 
evidences  of  complete  rupture  and  fecal  extravasation,  it  is  of 
the  greatest  importance  to  enforce  efficient  treatment  with  a 
special  view  of  preventing  this  remote  complication. 

Ulceration. — Ulceration  of  the  bowel  is  frequently  followed 
by  the  formation  of  an  intestinal  fistula  if  the  free  peritoneal 
cavity  is  shut  off  by  adhesions  before  perforation  takes  place 
and  the  ulcer  manifests  no  tendency  to  repair.  In  the  upper 
part  of  the  intestinal  canal  the  refund,  perforating  ulcer  of  the 
duodenum  may  produce  such  a  result.  I  have  observed  two 
cases  of  perforating  typhoid  ulcer  in  which  a  diffuse  abscess 
formed,  which  was  freely  incised  and  drained.  In  one  case  the 
abscess  cavity  contained  at  least  a  quart  of  fecal  material  whieb 
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had  evidently  been  accuniulatintr  for  more  than  a  week.  The 
patient's  general  condition  was  such  as  to  contraindicate  search 
for  and  suturing  of  the  perforation.  In  both  cases  life  was  pro- 
longed from  one  to  two  weeks,  but  the  patients  finally  suc- 
cumbed to  sepsis.  I  can  readily  conceive  that  under  more 
favorable  circumstances  such  patients  might  recover,  under  simi- 
lar treatment,  with  an  intestinal  fistula  which  would  in  all  proba- 
bility peel  spontaneously  or  conld  be  closed  later  by  operation 
with  a  good  prospect  of  success.  From  my  own  personal  obser- 
vation I  am  satisfied  that  the  ulcers  which  terminate  most 
frequently  in  the  formation  of  an  intestinal  fistula  are  of  a 
tubercular  character.  I  have  observed  a  number  of  such  in- 
stances. The  clinical  course  in  such  cases  is  almost  typical. 
The  localized  peri-intestinal  process  is  usually  preceded  by 
symptoms  which  point  to  a  chronic  catarrhal  or  ulcerative  ente- 
ritis. A  painless,  cold  abscess  appears  at  the  point  where  the 
perforated  bowel  has  become  attached  to  the  abdominal  wall. 
The  abscess  develops  insidiously  and  progresses  very  slowly.  If 
the  abscess  opens  spontaneously  or  is  incised,  it  contains,  as  a 
rule,  no  fecal  material.  The  fistula  forms  later,  or  is  produced 
at  once  if  the  granulations  lining  the  abscess  wall  are  scraped 
away  with  a  sharp  spoon.  The  communicating  opening  between 
the  lumen  of  the  bowel  and  the  abscess  cavity  is  temporarily 
blocked  with  granulations,  which,  when  removed  or  when  de- 
stroyed by  suppuration  and  degeneration,  establish  the  fistula 
through  which  gas  and  fecal  contents  escape.  In  one  case  I 
found  such  an  abscess  in  the  umbilical  region,  and  in  another  in 
the  right  linea  semilunaris.  In  both  cases  a  fecal  fistula  was 
established,  and  the  patients  eventually  died  from  the  effects  of 
the  primary  intestinal  infection.  Such  fistula?  hasten  the  fatal 
termination  and  are  not  amenable  to  successful  surgical  treat- 
ment. Tubercular  abscesses  in  communication  with  a  perfo- 
rated intestinal  tubercular  ulcer  should  not  be  incised.  The 
proper  treatment  for  such  cases  is  tapping  of  the  abscess,  fol- 
lowed by  injection  of  iodoform  emulsion — a  form  of  treatment 
which  will  postpone,  if  not  prevent,  the  formation  of  an  intes- 
tinal fistula.  Kunig  is  of  the  opinion  that  in  many  cases  of 
tubercular  intestinal  fistula  the  primary  disease  starts  in  the 
peritoneum,  resulting  in  perforation  of  the  intestine  from  with- 
out inward.  In  such  cases  multiple  fistula;  are  often  established 
in  rapid  succession. 
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Strmujiilation. — The  functional  disturbance  of  the  intestine 
following  stranc^ulated  hernia,  terniinatiiiir  in  ganj^rene  without 
treatment  or  under  conservative  measures,  will  depend  upon  the 
extent  of  loss  of  mural  tissue,  and  will  vary  from  a  small  fistula, 
only  large  enough  to  permit  the  escape  of  gas,  to  a  perfect  arti- 
ficial anus.  Occasionally  such  an  accident  follows  the  reposition 
by  taxis  of  a  damaged  intestinal  loop.  The  Littre,  femoral,  and 
properitoneal  herniie  are  most  likely  to  be  overlooked  by  the 
surgeon,  and  consequently  most  frequently  give  rise  to  this 
complication. 

Foreign  Bodies. — Perforation  of  the  intestinal  wall  by  a 
foreign  body,  preceded  by  a  circumscribed  plastic  peritonitis, 
frequently  results  in  the  formation  of  an  abscess,  which,  when 
it  reaches  the  surface  or  an  adjacent  hollow  organ,  is  followed 
by  an  intestinal  listula.  Small,  slender  foreign  bodies,  such  as 
needles,  pins,  and  tisli  bones,  often  perforate  the  intestinal  wall 
and  find  their  way  to  the  surface  or  into  neighboring  organs 
without  giving  rise  to  an  intestinal  iistula.  In  one  case  I 
removed  four  fish  bones  from  a  small  abscess  in  the  median  line 
below  the  umbilicus,  after  which  the  abscess  healed  promptly 
and  permanently.  The  foreign  bodies  which  are  most  fre- 
quently found  in  abscesses  preceding  intestinal  fistula  are  sharp 
fragments  of  bone,  gall  stones,  and  enteroliths. 

Malignant  Tumors. — Malignant  tumors  may  cause  intestinal 
fistula  either  by  producing  obstruction  followed  by  distention  and 
ulceration  on  the  proximal  side,  or  by  directly  implicating  the 
intestinal  wall.  The  latter  mode  of  origin  is  the  most  common. 
The  mahguant  tumor  in  such  instances  invades  by  contiguity 
the  part  or  organ  which  becomes  the  seat  of  the  intestinal  fistula, 
and  at  the  same  time  perforates  the  intestinal  wall,  so  that  the 
fistula  is  surrounded  everywhere  by  malignant  tissue.  Carcino- 
ma more  frequently  pursues  such  a  course  than  sarcoma.  Infec- 
tion of  the  malignant  tumor  with  pus  microbes  often  plays  an 
important  role  in  such  cases.  The  suppurative  infection  often 
overshadows  the  malignant  disease  so  completely  that  the  sur- 
geon is  misled  in  his  diagnosis  and  institutes  treatment  appro- 
priate for  abscess  when  the  operation  reveals  a  malignant  tumor 
as  the  foundation  of  the  difficulty.  Carcinoma  of  the  cecum 
complicated  by  suppuration  has  been  repeatedly  mistaken  for 
appendicitis.  Carcinoma  of  the  sigmoid  fiexure  and  cecum 
-occasionally  results  in  a  pathological  anastomosis  between  the 
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affected  part  of  the  bowel  and  an  adjacent  loop  of  the  small 
intestine.  Carcinoma  of  the  upper  part  of  the  rectum  only  too 
often  invades  the  bladder  and  results  in  the  formation  of  a  recto- 
vesical fistula.  Carcinoma  of  the  stomach  and  transverse  colon 
has  resulted  in  patholoo;ical  gastro-colostomy. 

Actijiomycosis. — A  number  of  cases  of  intestinal  actinomy- 
cosis have  been  recorded  in  which  the  disease  in  its  course  per- 
forated the  intestinal  wall  and  gave  rise  to  diffuse  abscesses  and 
intestinal  fistula.  The  ileo-cecal  region  is  the  favorite  locality 
for  such  processes.  In  the  only  case  of  this  kind  that  came 
under  my  own  observation  the  disease  originated  evidently  in 
tiie  ileo-cecal  region,  but  the  abscess  reached  the  cavity  of  Ket- 
zius  and  was  opened  in  the  median  line  above  the  pubes. 

Pelvic  mid  Ahdornhial  Abscesses. — By  far  the  most  frequent 
cause  of  intestinal  fistula  is  pelvic  and  abdominal  abscesses. 
Such  abscesses  sometimes  are  caused  by  migration  of  pyogenic 
microbes  through  a  damaged  or  inflamed  intestinal  wall,  per- 
forate later  the  intestine,  and  finally  open  or  are  incised  on  the 
surface  when  the  fistula  is  completed.  The  fistulous  tract  is 
often  long  and  tortuous.  More  frequently  a  pyosalpinx  or  acute 
phlegmonous  abscess  of  the  parauterine  connective  tissue  pur- 
sues such  a  course.  Such  abscesses  open  most  frequently  into 
the  rectum,  bladder,  and  intestinal  coils  upon  the  floor  of  the 
pelvis,  but  they  may  open  into  the  cecum  and  sigmoid  flexure. 
Externally  they  point  most  frequently  in  the  groin,  but  they 
may  also  reach  the  surface  through  the  sacro-sciatic  notch  and 
occasionally  extend  to  the  lumbar  region.  The  external  fistulous 
opening  may  be  found  in  any  of  these  localities.  Not  an  infre- 
quent cause  of  intestinal  fistula  is  tubercular  abscesses  result- 
ing from  tubercular  spondylitis  and  tuberculosis  of  the  pelvic 
bones.  In  some  cases  the  abscess  is  discharged  first  into  the 
cecum  or  rectum  ;  less  frequently  into  other  parts  of  the  large 
and  small  intestines,  and  later  reaches  the  surface ;  or  the  fistula 
forms  in  the  course  of  suppurating  tubercular  tracts.  Kectal 
insufflation  is  an  exceedingly  valuable  diagnostic  test,  not  only 
for  the  purpose  of  ascertaining  whether  or  not  the  fistulous  tract 
communicates  with  the  intestine,  but  also  in  demonstrating  the 
exact  location  of  the  intestinal  perforation. 

Appendicitis. — Appendicitis  is  the  most  frequent  cause  of 
intestinal  fistula  in  the  ileo-cecal  region.  The  fistula  is  produced 
in  one  of  two  ways  :    1.  Sloughing  or  perforation  of  the  appen- 
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tlix.  2.  Kupture  of  an  abscess  of  appendical  oi-ii^iii  into  the 
ceeuiii  or  adjoining  intestinal  loops,  with  the  subseciuent  forma- 
tion of  an  external  opening.  If  the  entire  appendix  is  cast  off 
as  a  slough  with  the  contents  of  the  abscess  in  gangrenous 
appendicitis,  the  fistulous  opening  involves  the  cecum  and 
occupies  that  part  of  the  bowel  to  which  the  appendix  is 
attaclied.  Clinically  such  a  listula  resembles  a  cecal  fistula  pro- 
duced by  other  causes.  In  partial  gangrene  of  the  appendix 
aud  perforation  of  the  organ,  treated  upon  the  expectant  plan 
by  incision  and  drainage  without  removal  of  the  appendix,  if  a 
listula  persists,  the  remaining  lumen  of  the  appendix  communi- 
cates with  the  cecum  on  one  side  and  the  external  fistulous  tract 
on  the  other.  The  fistulous  opening  into  the  bowel  under  these 
circumstances  is  so  small  that  seldom  anything  else  but  gas 
escapes.  Such  fistulae  occasionally  heal  spontaneously  in  the 
course  of  a  few  weeks ;  but  after  it  has  become  well  established, 
closure  of  the  fistula  without  operation  is  not  to  be  expected. 
A  paratyphlitic  abscess  rupturing  into  the  cecum  often  ter- 
minates in  a  permanent  cure,  but  sometimes  it  results  in  exten- 
sive destruction  of  the  cecal  wall  followed  by  the  formation  of 
a  correspondingly  large  fistulous  opening.  The  location  of  the 
cecal  opening  will  vary  according  to  the  situation  of  the  abscess. 
The  cases  of  cecal  fistula  which  have  come  under  my  own  ob- 
servation involved  either  the  anterior  or  posterior  wall  ;  but  it 
may  affect  any  part  of  the  cecum,  and  occasionally  the  abscess 
ascends  in  the  direction  of  the  ascending  colon,  which  it  may- 
perforate  and  cause  a  fistula  of  this  part  of  the  large  intestine. 
I  have  seen  three  cases  of  fistula  of  the  cecum  following  appen- 
dicitis in  which  the  opening  in  the  abdominal  wall  and  cecum 
was  large  enough  to  insert  three  fingers.  In  all  of  these  cases 
the  fecal  current  was  arrested  at  the  opening  by  the  presence  of 
au  effective  spur  formed  by  the  projection  of  the  opposite  wall 
toward  the  opening  in  the  cecum.  It  is  in  cases  of  this  kind,  if 
the  abscess  has  been  opened  by  the  surgeon,  that  he  is  credited 
by  the  patients  and  friends  with  having  cut  the  bosvel.  when  in 
reality  the  intestinal  opening  either  was  present  at  the  time  the 
operation  was  made  or  occurred  later  by  sloughing  of  the  in- 
flamed cecal  wall. 

Injury  of  Bovael  during  Abdominal  and  Peloic  Operations. — 
Under  this  head  it  is  not  my  intention  to  discuss  those  gross 
lesions  of  the  intestines  occurring  during  abdominal  and  pelvic 
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operations  which  tlie  surgeon  recognizes  and  resorts  at  once  to 
the  necessary  treatment,  I  wish  more  particularly  to  refer  ta 
overlooked  and  incomplete  wonnds  of  the  bowel  as  causes  of  in- 
testinal tistula.  IVIodern  gynecology  encourages  heroic  attempts 
in  the  removal  of  abdominal  and  pelvic  tumors  that  only  a  few 
years  ago  would  have  been  regarded  as  inoperable  by  the  boldest 
surgeons.  The  removal  of  adherent  tumors  and  pus  tubes  brings 
the  operator  often  in  very  close  contact  with  the  intestines. 
The  inflammatory  processes  which  have  produced  the  firm  ad- 
hesions have  often  resulted  in  groat  damage  to  the  adherent 
part  of  the  intestine.  The  intestinal  wall,  from  pressure,  cica- 
tricial contraction,  and  impaired  nutrition,  is  often  found  not 
much  thicker  than  ordinary  writing  paper,  hence  exceedingly 
liable  to  be  torn  during  the  separation  of  firm  adhesions.  The 
intestine  attached  to  a  tumor  or  pelvic  abscess  l)y  firm  anci 
old  adhesions  has  lost  its  outer  or  peritoneal  coat  over  an  area 
corresponding  with  the  extent  of  the  adhesions.  Unless  the 
surgeon  practises  the  necessary  precaution  of  making  the  detach- 
ment at  the  expense  of  the  tumor  or  tube,  if  he  does  not  tear  ao 
opening  into  the  bowel  he  will  at  least  seriously  damage  the 
intestinal  wall.  I  have  no  doubt  that  in  numerous  instances  of 
this  kind  surgeons  have  overlooked  minute  perforations  in  the 
bowel  which,  if  they  did  not  result  in  fatal  septic  peritonitis, 
became  the  direct  source  later  of  an  intestinal  fistula.  It  must 
also  be  remembered  that  a  greatly  damaged  intestinal  wall  is 
permeable  to  pyogenic  microbes,  and  consequently  becomes  not 
infrequently  the  sole  cause  of  a  late  infection  after  laparatomy,. 
and,  if  the  patient  survives,  of  abscess  and  intestinal  fistula. 
Every  experienced  surgeon  will  recall  to  his  memory  such  mis- 
liaps  when  he  could  assure  himself  that  in  other  respects  the 
operation  was  faultlessly  performed.  The  examination  of  de- 
tached intestinal  loops  for  perforations  or  other  serious  damage 
should  not  be  postponed  until  completion  of  the  operation,  as  it 
may  be  impossible  to  find  them  again  at  that  time.  The  inspec- 
tion should  be  made  at  once  and  all  defects  remedied  before 
additional  adhesions  are  separated.  By  pursuing  such  a  course,, 
and  by  detaching  the  adhesions  at  the  expense  of  the  part  to  be 
removed,  we  will  hear  less  in  the  future  of  septic  peritonitis,, 
abscess,  and  intestinal  fistula  arising  from  this  cause  after  lapa- 
ratomy. 

Ligatures. — In   small  wounds  and   limited    gangrene  of  the 
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bowel  Astley  Cooper  made  a  small  cone,  the  apex  of  which 
corresponded  with  the  injury  or  disease,  and  applied  a  ligature 
of  fine  silk  around  the  base.  The  liojature  cuts  its  way  into  the 
lumen  of  the  bowel  during  the  time  the  resulting  defect  becomes 
sealed  by  plastic  lymph.  We  can  readily  conceive  under  what 
circumstances  sucli  a  procedure  would  prove  safe  and  efficient. 
If  the  parts  inclnded  in  the  ligature,  and  the  h'gature  itself,  are 
aseptic,  the  formation  of  a  fistula  is  prevented  by  the  production 
of  new  tissue  around  the  ligature  and  included  mass  before  the 
ligature  reacbes  the  lumen  of  the  bowel.  If,  on  the  other  hand, 
the  asepsis  is  not  perfect  and  suppuration  occurs  in  the  track 
of  the  ligature,  an  intestinal  perforation  is  very  likely  to  ensue. 
After  separation  of  an  adherent  intestine  bleeding  points  are 
often  tied  with  silk.  Isolation  of  the  bleeding  vessel  is  usually 
out  of  the  question,  and  more  or  less  of  bowel  tissue  is  included 
in  the  ligature.  It  must  not  be  forgotten  that  under  sucli  condi- 
tions the  bowel  has  been  deprived  of  its  peritoneal  investment^ 
and  consequently  the  facilities  for  encapsulation  of  the  ligature 
are  diminished.  If  to  this  is  added  an  extremely  attenuated 
bowel  wall,  it  is  not  difficult  to  understand  in  what  way  a  liga- 
ture may  sometimes  give  rise  to  a  late  perforation,  peritonitis^ 
abscess,  and  intestinal  fistula. 

Sutiwes. — Careless  suturing  of  the  abdominal  incision  is  re- 
sponsible for  many  accidents  to  the  intestines.  Undue  haste  in 
completing  this  part  of  the  operation  is  often  severely  punished. 
Unless  the  operator  resorts  to  proper  precautions  the  needle  may 
transfix  a  part  of  the  circumference  of  the  small  intestine; 
on  tying  the  suture  the  loop  is  anchored  against  the  external 
incision,  the  ligature  later  cuts  its  way  through  the  inclnded 
part  of  the  bowel,  and,  if  a  fatal  peritonitis  does  not  result,  an 
intestinal  fistula  is  sure  to  follow.  I  have  seen  two  cases  of 
intestinal  fistula,  in  the  practice  of  distinguished  surgeons,  where 
I  had  reason  to  believe  that  the  intestinal  fistula  had  such  an 
origin.  But  this  is  not  the  only  way  in  which  sutures  have  pro- 
duced this  complication.  In  tying  the  sutures  a  loop  of  the 
underlying  intestines  may  be  caught  between  the  suture  and 
the  abdominal  wall,  and  on  tightening  the  suture  strangulation 
results,  followed  by  intestinal  obstruction,  gangrene  of  the  stran- 
gulated part  of  the  bowel  or  coil,  abscess,  and  fistula.  Again ^ 
an  intestinal  coil  may  escape  between  the  sutures  and  become 
strangulated  between   the  margins  of  the  wound  with  similar 
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consequences.  It  is  time  that  surgeons  should  recognize  the 
suture  as  a  cause  of  such  complications  and  resort  to  etticient 
prophylactic  measures.  I  am  strongly  convinced  of  the  value 
of  a  separate  row  of  buried  absorbable  peritoneal  sutures  in 
closing  the  abdominal  incision,  both  for  the  purpose  of  guarding 
against  accidents  to  the  intestines  and  as  a  prophylactic  measure 
against  ventral  hernia.  "Whenever  it  is  possible  the  omentum 
should  be  drawn  downward  far  enough  to  cover  the  entire  length 
of  the  incision.  The  use  of  the  aseptic  compress  as  an  aid  in 
suturing  the  external  wound  is  so  well  known  that  it  is  only 
necessary  to  mention  it  in  connection  with  my  subject. 

Drainage  Tabes. — The  last,  but  i)y  no  means  the  least,  im- 
portant subject  which  1  shall  discuss  in  connection  with  the 
etiology  of  intestinal  listula  is  the  drainage  tube.  Prolonged 
tubular  drainage  with  glass  or  rubber  tubes  is  a  well-known 
factvjr  in  the  production  of  intestinal  fistula.  The  opening  in 
the  bowel  is  produced  by  pressure  atrophy.  I  am  inclined  to 
believe  that  the  elastic  pressure  caused  by  rubber  drains  is  more 
injurious  than  that  exerted  by  glass  tubes.  Long-coutinued 
tubular  drainage  for  suppurative  lesions  is  more  dangerous  in 
this  respect  than  similar  methods  of  drainage  for  parenchymatous 
oozing  or  other  aseptic  pathological  conditions.  In  the  former 
case  the  suppurative  inflammation  along  the  drainage  canal  adds 
to  the  destructive  effect  of  pressure.  It  will  be  difficult,  if  not 
impossible,  to  entirely  eliminate  this  etiological  element  by  any 
amount  of  care  in  cases  requiring  long-continued  tubular  drain- 
age. In  recent  cases  necessitating  drainage  for  a  few  days  I 
have  been  in  the  habit  of  surrounding  the  glass  or  rubber  drain 
with  a  few  layers  of  iodoform  gauze,  for  the  purpose  of  dimin- 
ishing the  harmful  effects  of  localized  pressure.  In  drainage 
for  suppurative  affections  it  is  advisable  to  gradually  reduce  the 
size  of  the  tube  for  the  same  reason,  and  whenever  practicable 
interpose  between  the  intestine  and  tube  a  few  layers  of  iodoform 
gauze. 

Treatment. — The  treatment  of  an  intestinal  flstula  must  have 
for  its  aim  closure  of  the  abnormal  opening  with  as  little  inter- 
ference as  possible  with  the  lumen  of  the  bowel.  The  state- 
ment has  been  made,  and  is  borne  out  by  clinical  experience,  that 
many  intestinal  iistulse  close  spontaneously.  This  favorable 
termination  may  be  expected  in  cases  in  which  the  opening  in 
the  bowel  is  small,  the  immediate  cause  of  a  benign  and  tempo- 
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rary  character,  the  general  health  of  the  patient  not  much 
impairet],  and  the  tistulous  opening  in  the  bowel  so  located  that 
it  can  readily  become  attadhed  to  the  parietal  peritoneum  or  the 
serous  investment  of  an  adjacent  organ.  The  spontaneous  heal- 
ing of  an  intestinal  perforation  is  always  followed  by  permanent 
parietal  or  visceral  adhesions.  In  fistulas  resulting  from  tuber- 
culosis, malignant  disease,  and  actinomycosis,  spontaneous  heal- 
ing, from  the  very  nature  of  the  primary  cause,  is  out  of  the 
question,  and  in  the  majority  of  these  cases  operative  treatment 
with  a  view  of  closing  the  fistula  is  contraindicated.  The 
operative  treatment  in  such  cases  deserves  consideration  only  in 
the  event  that  the  primary  cause  can  be  completely  eliminated 
before  an  attempt  is  made  to  restore  the  continuity  of  the  bowel. 
In  fistula  caused  by  malignant  disease,  in  which  the  extent  of  the 
primary  cause  has  rendered  a  radical  operation  inapplicable,  it 
may  be  advisable  to  secure  rest  for  the  diseased  part  of  the  in- 
testine by  establishing  an  artificial  anus  on  the  proximal  side. 
In  the  treatment  of  tubercular  and  actinomycotic  fistulae  the 
, primary  disease  must  receive  proper  attention,  and,  in  case  it  is 
amenable  to  successful  treatment,  the  fistula  will  heal  sponta- 
neously or  is  subjected  later  to  appropriate  surgical  treatment. 
Before  I  proceed  further  to  the  discussion  of  the  surgical  treat- 
ment of  intestinal  fistula  it  is  important  to  refer  briefly  to  a  few 
of  the  more  important  points  of  the 

Pathological  Anatomy  of  Intestinal  Fistula. — For  the 
«ake  of  simplicity  I  will  describe  the  different  forms  of  intestinal 
fistula  as  we  observe  them  on  the  surface  of  the  body,  although 
the  same  remarks  will  apply  to  the  internal  fistulse  where  similar 
conditions  are  developed. 

Intestinal  Fistula. — Intestinal  fistula  as  defined  in  the  intro- 
■ductory  remarks  of  this  paper  presents  itself  in  one  of  two 
forms  :  1.  A  fistulous  tract  leads  from  the  surface  to  the  open- 
ing in  the  intestine.  2.  The  mucous  membrane  of  the  intestine 
lines  the  fistulous  tract  and  is  continuous  with  the  skin  on  one 
side  and  the  mucous  lining  of  the  intestine  on  the  other.  In  the 
first  variety  the  opening  in  the  bowel  is  more  or  less  distant 
from  the  surface,  and  the  tract  is  lined  by  granulations  (Fig.  1). 
In  the  second  variety  the  intestinal  wall  reaches  the  surface, 
and  the  margins  of  the  opening  in  the  bowel  form  the  border  of 
the  external  opening,  the  entire  fistulous  tract,, being  lined  by 
mucous  membrane  (Fig.  2).     In  both  instances  the  opening  in 
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the  bowel  is  lateral,  the  intestinal  tube  either  straight  or  slightly 
curved,  presenting  no  mechanical  impediments  to  the  fecal 
current. 

Artifi'dal  AtiuH.  —The   interruption,  partial  or  complete,  of 
the  fecal  current  at  or  in  the  immediate  vicinity  of  the  fi>tida  is 


Fig.  1.— Intestinal  fistula  without  lining  of  mucous  membrane,    a.  abdominal  wall ; 
h,  intestinal  wall ;  c,  mucous  membrane  ;  d,  fistula. 

usually  due  to  one  of  three  causes  :  1.  Intestinal  obstruction 
below  the  fistula.  2.  Flexion  of  the  bowel  at  a  point  corre- 
sponding with  the  location  of  the  fistula.  3.  The  presence  of  a 
spur  opposite  the  opening  in  the  bowel.     If  perforation  of  the 


Fig.  2. — Intestinal  fistula  lined  by  the  mucous  membrane  of  the  bowel. 

bowel  takes  place  in  consequence  of  an  intestinal  obstruction, 
the  cause  or  causes  which  have  given  rise  to  this  accident  main- 
tain the  obstruction  and  all  of  the  intestinal  contents  escape 
through  the  fistula,  which  then  serves  the  purpose  of  an  artificial 
anus.  If  the  perforated  part  of  the  bowel  becomes  flexed  by 
adhesions  or  otherwise,  the  flexion   narrows  the  lumen  of  the 
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bowel  and  directs  the  fecal  current  toward  the  abnormal  outlet 
(Fig.  3).  Under  such  circumstances  a  considerable  part  of  the 
intestinal  contents  necessarily  escapes  through  the  listulous  open- 
ing.    If  the  flexion  becomes    more  acute  the  intestinal  wall 


Fig.  3.— Intestinal  fistula  with  flfxion. 


opposite  the  opening  forms  a  spur — promontoriuni  (Scarpa), 
eperon  (Dnpujtrenj — which  when  fully  developed  completely 
intercepts  the  fecal  current  and  transforms  the  fistulous  opening 
into  an  artificial  anus  (Fig.  4). 


Fig.  4.— Artificial  anus,    a,  spur  ;  6,  direction  of  fecal  current. 

From  these  remarks  and  the  accompanying  drawings  it  neces- 
sarily follows  that  spontaneous  healing  can  only  be  expected  in 
cases  in  which  the  fistulous  tract  is  not  lined  by  mucous  mem- 
brane and  in  which  the  fecal  current  meets  with  no  impediment 
by  flexion  or  spur  formation.     As  the  fistulous  opening  in  the 
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bowel  is  often  beyond  the  reach  of  an  examination  to  determine 
the  actual  conditions,  time  plays  an  important  part  to  enable  the 
surgeon  to  determine  whether  or  not  surgical  interference  is 
necessar}'.  In  the  absence  of  an  indicatio  vitalis  an  operation 
should  be  postponed  until  the  clinical  course  has  demonstrated 
that  Nature's  resources  are  inadequate  to  accomplish  the  desired 
object.  An  early  operation  is  demanded  if  the  fistula  involves 
the  upper  part  of  the  small  intestines  and  the  esoape  of  chyle 
endangers  life  from  inanition.  In  the  absence  of  such  an  indi- 
cation, and  in  the  absence  of  positive  proof  that  spontaneous 
liealing  is  impossible, conservative  treatment  should  be  continued 
until  the  indications  for  a  radical  operation  are  established.  A 
carefully  selected  diet,  attention  to  the  condition  of  the  bowels, 
rest,  compression  over  the  fistulous  tract,  and  antiseptic  treat- 
ment of  the  suppurating  tract  embrace  the  leading  indications 
of  the  expectant  treatment. 

SuKGfCAL  Treatment. — The  surgical  treatment  must  be  gov- 
erned by  the  pathological  conditions  which  characterize  each 
itidividual  case.  A  careful  inquiry  concerning  the  etiology  and 
pathology  in  each  case  is  therefore  necessary  in  order  to  enable 
the  surgeon  to  select  the  appropriate  therapeutic  resources. 

Caxderization. — Cauterization  of  the  fistulous  tract  is  useful 
not  only  in  expediting  spontaneous  healing  in  cases  in  which 
such  a  result  is  to  be  anticipated,  but  also  for  the  purpose  of 
removing  anatomical  conditions  incompatible  with  such  a  ter- 
mination. Nitrate  of  silver  is  most  efiicient  in  stimulating  the 
process  of  repair  in  cases  in  which  the  tract  is  lined  by  flabby, 
infected  granulations.  Benefit  from  this  agent  can  only  be 
expected  if  it  can  be  applied  the  whole  length  of  the  canal.  Its 
application  is  worse  than  useless  if  the  entire  tract  is  not  acces- 
sible either  on  account  of  its  length  or  its  tortuous  direction.  If 
the  fistulous  tract  is  lined  by  mucous  membrane,  is  short  and 
readily  accessible  in  its  whole  length,  the  Paquelin  cautery  can 
be  resorted  to  with  advantage.  The  cauterization  must  be  made 
deep  enough  to  destroy  the  entire  thickness  of  the  mucous 
membrane.  On  separation  of  the  tu])ular  eschar  the  fistulous 
opening  is  enlarged,  and  for  a  time  more  of  the  intestinal  con- 
tents escape  through  it;  but  in  a  short  time  the  canal  becomes 
blocked  by  granulations,  which  eventually  result  in  its  closure. 
Before  using  the  cautery  the  length  of  the  tract  must  be  care- 
fully determined,  in  order  to  protect  the  bowel  against  injury 
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from  the  point  of  the  instrument.  The  same  instrument  is  of 
value  in  the  treatment  of  larger  fistnlfp,  lined  by  mucous  mem- 
brane, not  complicated  by  mechanical  impediments  to  the  fecal 
circulation.  I  have  resorted  to  this  procedure  in  a  number  of 
cases  of  surface  fistulae  lined  by  mucous  membrane,  and  have 
been  well  satisfied  with  tlie  results.  Cauterization  may  some- 
times be  employed  advantageously  in  the  treatment  of  internal 
intestinal  fistula,  as  shown  by  the  following  case  recently  exam- 
ined and  treated  before  the  class  at  Rush  Medical  College. 

The  patient  was  a  housewife,  25  years  old,  with  a  good  family 
history.  The  present  trouble  dates  back  to  childbirth  five  and 
one-half  years  ago.  Soon  after  confinement  she  suffered  from 
suppurative  mastitis.  Six  months  later  she  had  an  attack  of 
what  was  called  inflammation  of  the  bowels,  being  confined  to 
bed  two  weeks,  followed  by  diarrhea.  Later  the  diarrhea  alter- 
nated with  constipation.  Two  and  one-half  years  ago  an  abscess 
formed  in  the  left  ischio-rectal  fossa,  which  broke  in  the  gluteal 
region,  two  inches  from  the  anus,  two  or  three  months  later. 
Stools  later  contained  blood  but  no  pus.  Second  opening  ap- 
peared six  months  later  in  left  inguinal  region,  from  which  gas 
and  fecal  matter  escaped  from  the  first,  later  intestinal  contents 
from  the  first  opening.  Rectal  examination  revealed  an  indu- 
rated area  about  four  inches  above  the  anus,  in  the  centre  of 
which  a  small  opening  could  be  felt.  The  patient  was  brought 
to  the  clinic  with  the  expectation  that  a  laparatomy  would  be 
made  for  the  treatment  of  the  intestinal  fistula.  Injection  of 
peroxide  of  hydrogen  through  t\\e  inguinal  fistula  was  followed 
by  the  escape  of  white  foam  from  the  opening  in  the  rectum, 
whicli  could  be  plainly  seen  through  a  rectal  speculum.  The 
same  was  observed  following  a  similar  injection  into  the  gluteal 
fistula,  showing  that  both  abscess  cavities  communicated  with 
the  same  intestinal  fistula.  It  was  my  intention  to  close  first  the 
rectal  opening.  The  patient  was  placed  under  the  influence  of 
an  anesthetic,  and,  while  in  the  Trendelenburg  position,  the  rectal 
opening  was  freely  exposed  by  using  two  Sims  specula.  A 
probe  was  passed  from  the  rectum  into  the  abscess  cavity,  which 
served  as  a  guide  to  the  needle  point  of.  the  Paquelin  cautery 
with  which  the  fistulous  tract  was  thoroughly  cauterized.  For 
a  few  days,  more  fecal  matter  escaped  through  the  fistula,  but 
in  the  course  of  a  week  the  cauterized  tract  was  found  blocked 
by  granulations  which  prevented  even  the  escape  of  gas.     The 
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patient  has  continued  to  improve,  and  at  present  the  rectal  open- 
ing is  almost  closed,  the  discharge  of  pus  from  the  abscesses 
greatly  diminished,  and  there  is  every  prospect  that  this  simjde 
treatment  will  be  followed  ultimately  by  complete  closure  of  the 
fistula  and  healing  of  the  abscesses. 

Drainage  of  Abscess  Cavity. — An  abscess  cavity  interposed 
between  the  intestinal  opening  and  the  fistulous  tract  on  the 
surface  or  in  one  of  the  pelvic  organs  constitutes  often  an  insur- 
mountable obstacle  to  spontaneous  healing.  In  many  such  cases 
the  abscess  cavity  is  imperfectly  drained  and  is  being  continually 
contaminated  by  fecal  material.  If  the  abscess  is  so  located  that 
it  can  be  safely  and  more  efficiently  drained,  such  a  procedure  will 
often  accomplish  all  that  is  desired.  This  method  of  procedure 
is  particularly  indicated  in  the  treatment  of  pelvic  abscesses 
complicated  by  intestinal  fistula.  It  must,  however,  not  be  for- 
gotten that  under  such  circumstances  the  organs  in  the  vicinity 
of  the  abscess  are  often  displaced  by  inflammatory  adhesions 
and  exposed  to  injury  in  efforts  to  secure  better  drainage.  I 
will  cite  a  case  in  point  that  came  under  my  own  observation. 

A  lady,  35  years  of  age,  applied  to  me  for  treatment  of  an 
intestmal  fistula  in  the  left  groin.  The  fistula  was  preceded  by 
a  pelvic  abscess  on  the  same  side,  which  was  opened  above 
Poupart's  ligamsnt.  Several  weeks  later  gas  and  fecal  matter 
escaped  through  the  opening.  This  condition  had  existed  for 
two  years.  Periodical  discharge  of  incre«.sed  quantity  of  pus 
satisfied  ms  that  the  original  abscess  cavity  had  not  obliterated, 
owing  to  imp3rfect  drainage.  As  I  could  find  some  induration 
on  the  left  side  of  the  uterus,  I  decided  to  drain  the  abscess  into 
the  vagina.  While  the  patient  was  under  the  influence  of  an 
anesthetic  the  external  opening  was  enlarged  sufficiently  to 
enable  me  to  follow  the  tortuous  canal  into  the  pelvis  to  the  left 
side  of  the  uterus.  With  the  left  index  fingrer  in  the  vagina  I 
could  feel  the  point  of  the  forceps  when  the  instrument  was 
pushed  through  the  tissues  and  the  mucous  membrane  incised 
over  the  point.  The  canal  was  dilated  and  a  rubber  drain  half 
an  inch  in  diameter  drawn  through,  thus  establishing  through 
drainage.  The  abscess  cavity  was  thoroughly  irrigated.  AVhen 
I  visited  the  patient  the  next  day  I  was  informed  that  slie  had 
passed  no  urine  since  the  operation.  I  found  the  bed  saturated 
with  urine.  Mistrusting  what  had  happened,  I  injected  into 
the  bladder  warm   boric  acid  solution,  which  escaped  at  once 
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through  the  vaginal  part  of  the  drain.  It  was  evident  that  I 
liad  traasdxed  with  the  forceps  the  displaced  bladder.  The 
drain  was  removed  and  a  Sims  catheter  inserted  into  the  blad- 
der. The  drainage  of  the  abscess  cavity  from  the  surface  was 
continued.  The  wounds  in  the  bladder  healed  under  this  simple 
treatment  in  the  course  of  a  week,  and  a  few  weeks  later  the 
fistulous  opening  closed  permanently. 

Mechanical  Repression  of  Spur. — ^The  spur  has  been  recog- 


FiG.  5.— Dupuytren's  enterotome.    (After  Esmarch.) 

nized  as  a  cause  of  the  persistence  of  intestinal  fistula  for  a  long 
time,  and  different  methods  of  treatment  have  been  devised  for 
its  removal.  Desault  advised  the  insertion  of  a  roll  of  charpie 
into  the  bowel  with  a  view  of  increasing  the  size  of  the  lumen 
of  the  bowel  and  of  repressing  the  spur.     Banks  inserted  a  large 


Fig.  6.— Dupuytren's  eaterotome  modifled  and  improved  by  Blasius.    The  instrument  is 
applied  to  the  spixr  in  the  manner  shown  in  Fig.  7.    (After  Esmarch.) 

rubber  tube,  which  he  fastened  in  the  fistula,  for  the  same  pur- 
pose. As  the  formation  of  the  spur  takes  place  in  consequence 
of  the  flexion  of  the  bowel,  we  can  readily  understand  why  all 
such  mechanical  devices  have  proved  of  so  little  value. 

Removal  of  Spur. — The  first  e£Eorts  to  remove  the  spur  by 
operative  procedure  were  made  by  Schmalkalden  in  1795.     He 
removed  the  spur  with  scissors  and  knife.     The  disastrous  re- 
22 
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suits  which  must  have  necessarily  followed  this  operation  led 
Dnpuytren  to  accomplish  the  same  object  by  a  bloodless  method. 
He  devised  for  this  purpose  a  clamp  (enterotonie)  (Fiojs.  5-7)^ 
which  he  applied  to  the  spur,  and  by  tightening  the  screws  con- 
necting the  branches  made  it  cut  its  way  through  the  tissues  by 
causing  linear  necrosis  of  that  part  of  the  septum  included  in 
its  branches.  The  instrument  effects  its  object  in  from  three 
to  eight  days.  It  is  then  again  applied  on  the  side  of  the  linear 
section,  and  the  same  procedure  is  repeated  until  the  spur  is 
removed.  The  results  of  this  operation  were  (piite  satisfactory 
before  laparatomy  was  made  a  safer  procedure. 


Fig.  7.— Treatment  of  artificial  anus  by  Dupuytren's  clamp,    a,  enterotome*  applied 
6,  the  spur  in  section  ;  c,  bowel  after  removal  of  spur.    (After  Esmarch.) 

In  1824  Dupuytren  reported  41  cases,  of  which  number  2& 
were  cured  and  only  3  died.  Later  Heimann  collected  83  cases 
with  a  mortality  of  4.83  per  cent.  The  most  recent  statistics 
collected  by  Korte  comprise  111  cases  with  11  deaths.  In 
many  of  the  cases,  however,  the  fistula  remained.  After  the 
removal  of  the  spur  the  margins  of  the  fistula  were  usually  de- 
stroyed with  the  actual  cautery.  I  shall  show  further  on  that 
the  spur  develops  in  consequence  of  flexion,  and  that  if  the 
flexion  is  arrested  in  the  operative  treatment  of  artificial  anus 
its  removal  is  superfluous.  The  recent  advances  made  in  intes- 
tinal surgery  will  render  Dupuytren's  operation  obsolete  in  the 
near  future. 
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Closure  of  Fistula  hy  Plastic  Operation. — The  closure  of  in- 
testinal iistula  by  plastic  operation  was  introduced  by  DiefEen- 
bacli.  It  was  not  his  intention,  by  the  operation  which  lie  de- 
vised, to  close  the  opening  in  the  bowel  at  once,  but  to  cover  it 
with  a  bridge  of  skin,  leaving  the  closure  to  be  accomplished 
later  gradually  by  granulation.  Between  two  elliptical  iocisions 
he  excised  the  margins  of  the  fistulous  opening  (Fig.  8,  a)'  and 
the  skin  surrounding  it.  A  bridge  of  skin  is  made  by  making 
on  one  side  of  the  oval  defect,  and  the  necessary  distance  from  it, 
a  curved  incision  twice  the  length  of  the  wound,  and,  by  under- 
mining the  skin,  mobilizing  a  bridge  with  w^liich  to  cover  the 
opening.     The  oval  wound  was  closed  by  interrupted  sutures 


Fig   8.— Dieffenbach's  operation.    (After  Esmarch.) 

(Fig.  8,  h).  The  operation  leares  a  crescent-shaped  raw  surface, 
produced  by  sliding  the  bridge,  which  was  left  oj)en  to  heal  by 
granulation.  This  operation,  as  well  as  plastic  closure  by  ped- 
unculated flaps,  had  its  field  of  usefulness  before  abdominal 
operations  were  rendered  comparatively  safe  by  an  improved 
technique  and  the  general  adoption  of  aseptic  precautions,  but 
is  seldom,  if  ever,  resorted  to  at  the  present  time. 

Suturing  of  Fistula  loithout  Opening  the  Peritoneal  Cavity. 
— The  closure  of  an  intestinal  fistula  by  vivifying  its  margins 
and  suturing,  without  detaching  the  bowel  or  opening  the  peri- 
toneal cavity,  has  not  yielded  very  satisfactory  results.  The 
operation  is  only  adapted  for  cases  in  which  the  intestine  is 
'  Konig,  vol.  ii.,  p.  405,  Fig.  50. 
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attached  to  the  abdominal  wall  and  the  fistulous  opening  is 
readily  accessible,  and  where  no  canalization  impediments  are 
present.  I  have  succeeded  in  two  cases  in  closing  the  fistula 
completely  and  perfectly  by  one  operation. 

The  first  case  was  a  young  man,  18  years  old,  who  was  at- 
tacked suddenly  by  circumscribed  suppurative  peritonitis  in  the 
upp9r  part  of  the  abdominal  cavity.  An  abscess  formed,  which 
was  opened  at  the  left  Ijorder  of  the  left  rectus  muscle  a  little 
below  the  level  of  the  umbilicus.  A  few  days  later  nearly  all 
of  the  intestinal  contents  escaped  through  the  opening.  The 
character  of  the  chyle  which  escaped  indicated  that  the  intes- 
tinal perforation  was  near  the  stomach.  The  amount  of  intes- 
tinal discharge  gradually  diminished  in  quantity,  the  patient's 
general  condition  improved,  but  the  fistulous  opening  failed  to 
close.  When  he  came  under  my  observation  the  external  open- 
ing had  contracted  so  that  it  would  admit  only  an  ordinary 
grooved  director.  A  long  probe  could  be  inserted  its  entire 
length.  The  patient  was  prepared  carefully  for  the  operation 
by  laxatives  and  careful  dieting.  The  fistulous  tract  was  en- 
larged in  an  upward  direction,  when,  upon  retraction  of  the 
margins  of  the  wound,  I  found  an  opening  in  the  intestine  large 
enough  to  admit  the  little  finger.  The  intestine  was  adherent 
to  the  abdominal  wall.  I  excised  the  whole  fistulous  tract,  and 
with  it  the  margins  of  the  opening  in  the  bowel,  without  opening 
the  peritoneal  cavity.  After  satisfying  myself  that  no  spur  or 
other  canalization  difficulties  were  in  the  way  of  a  normal  fecal 
circulation,  I  sutured  the  wound  by  first  bringing  in  accurate 
contact  the  mucous  membrane  by  fine  silk  sutures,  placing  them 
close  together.  In  the  next  row  of  buried  sutures,  of  catgut, 
I  included  the  entire  thickness  of  the  bowel  wall  mintis  the 
mucous  membrane.  The  next  row  of  buried  sutures,  of  the 
same  material,  included  the  entire  thickness  of  the  abdominal 
muscles,  and  finally  the  skin  was  sutured  separately,  using  for 
this  purpose  again  fine  silk.  The  antiseptic  dressing  was  re- 
tained by  broad  strips  of  adhesive  plaster.  Stomach  feeding 
was  prohibited  for  three  days.  The  entire  wound  healed  under 
one  dressing  by  primary  union.  The  operation  was  performed 
several  years  ago  and  the  patient  has  remained  in  perfect 
health.  I  have  no  doubt  that  in  this  case  the  peritonitis  and 
abscess  resulted  from  perforation  of  a  duodenal  ulcer.  The 
thickness  of  the  intestinal  wall,  as  well  as  the  size  of  the  lumen 
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of  the  bowel,  indicated  that  the  fistula  occupied  tiiis  part  of  the 
intestinal  tract.  In  the  second  case,  a  man  aged  30,  the  fistu- 
lous opening  involved  the  cecum  and  formed  after  an  attack  of 
appendicitis.  The  opening  was  large  enough  to  introduce  two 
fingers,  and  nearly  all  of  the  intestinal  contents  escaped  through 
this  abnormal  outlet.  Four  or  five  operations  had  been  made, 
with  the  result  that  after  each  operation  the  size  of  the  intes- 
tinal opening  was  increased.  The  patient  was  subjected  to  pre- 
paratory treatment  for  at  least  a  week,  when  a  similar  operation 
was  performed  as  in  the  last  case,  with  the  same  satisfactory 
immediate  and  remote  results.  In  advising  a  resort  to  this,  as 
far  as  life  is  concerned  an  absolutely  safe  operation,  I  must 
insist  in  the  first  place  upon  the  necessity  of  freely  excising 
the  fistulous  tract,  removing  all  of  the  scar  tissue  and  a  circu- 
lar strip  of  the  mucous  membrane  lining  the  margins  of  the 
fistulous  opening  in  the  bowel,  as  well  as  the  importance  of 
bringing  in  accurate  apposition  the  different  anatomical  struc- 
tures by  several  tiers  of  buried  sutures.  A  conscientious  ob- 
servance of  these  precautions  will  frequently  reward  the  surgeon 
by  success  in  closing  an  intestinal  fistula  by  extraperitoneal 
suturing. 

Intestinal  Anastomosis. — The  formation  of  an  intestinal  anas- 
tomosis in  the  treatment  of  an  intestinal  fistula  is  indicated  in 
cases  in  which  the  extraperitoneal  methods  are  not  applicable  or 
have  proved  unavailing,  and  the  usual  intraperitoneal  operations 
are  contraindicated.  Under  such  circumstances  the  exclusion 
from  the  fecal  circulation  of  the  perforated  loop,  by  the  forma- 
tion of  an  anastomotic  communication  between  the  afferent  and 
efferent  limbs  of  the  loop,  will  remove  the  annoyances  incident 
to  an  intestinal  fistula  and  place  the  parts  in  a  more  favorable  con- 
dition for  spontaneous  healing  or  more  successful  surgical  inter- 
vention. The  anastomotic  opening  should  be  made  at  least  two 
inches  in  length.  The  operation  can  be  performed  most  safely 
by  the  use  of  decalcified  perforated  bone  plates  or  by  Czerny- 
Lembert  sutures.  For  the  purpose  of  showing  the  value  of  this 
method  of  procedure  in  rare  cases  I  will  relate  a  case  that  came 
under  my  observation  a  few  years  ago.  A  lady,  30  years  of 
age,  suffered  for  several  weeks  from  pelvic  peritonitis,  which 
resulted  in  the  formation  of  an  abscess,  which  was  opened  above 
Poupart's  ligament  on  the  left  side.  A  few  days  after  the  abscess 
was  incised,  gas  and  fecal  matter  escaped  from  this  opening. 
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Additional  abscesses  on  tlie  same  side  appeared,  wliieli  were  eitlier 
opened  externally  or  discharged  tlirongli  the  first  abscess  cavity. 
The  fecal  flstula  remained.  The  case  came  under  my  charge  in 
my  hospital  service  nearly  a  year  after  the  first  attack.  The 
patient  was  greatly  emaciated  ;  more  than  one-half  of  the  intesti- 
nal contents  escaped  through  the  abnormal  outlet.  The  fistulous 
tract  led  down  into  the  cavity  of  the  pelvis  to  the  left  of  the 
uterus.  Rectal  insutilation  of  hydrogen  gas  demonstrated  that 
the  fistula  was  above  the  ileo-cecal  valve.  After  a  few  days  of 
preparatory  treatment  I  opened  the  abdomen  and  found  the 
lower  part  of  the  ileum  rolled  up  into  a  mass  by  numerous  and 
firm  adhesions.  I  made  a  faithful  attempt  to  unravel  the  mass, 
but  had  to  abandon  the  task.  I  could  not  find  the  perforated 
part  of  the  intestine.  The  mass  comprised  from  three  to  five 
feet  of  the  lower  part  of  the  ileum.  Excision  of  this  mass  was 
absolutely  out  of  the  question,  owing  to  the  patient's  general  con- 
dition and  the  number  and  character  of  the  adhesions.  I  finally 
succeeded  in  finding  the  intestine  on  the  proximal  side,  and  es- 
tablished between  it  and  the  adjacent  sigmoid  fiexure  a  commu- 
nication with  the  aid  of  large  decalcified  perforated  l)one  plates, 
and  closed  the  external  incision.  Very  little  fecal  material 
escaped  from  the  fistula  after  the  operation,  while  the  discharges 
from  the  bowels  became  more  copious  and  liquid.  It  was  evi- 
dent that  the  fecal  current  had  been  diverted  away  from  the 
numerous  adherent  coils  of  the  lower  part  of  the  ileum  into  the 
sigmoid  flexure.  The  patient  improved  in  general  health  and 
was  relieved  from  the  annoyances  incident  to  an  intestinal  fis- 
tula. A  number  of  times  the  fistulous  opening  closed,  but  re- 
opened ;  this  occurrence  is  always  attended  by  a  limited  dis- 
charge of  pus.  The  abscess  cavity  has  evidently  never  healed 
completely,  and  undoubtedly  maintains  the  fistula.  I  anticipate 
that  the  excluded  part  of  the  intestinal  canal  will  continue  to 
undergo  progressive  atrophy,  and  that  ultimately  the  fistulous 
opening  will  close  spontaneously.  So  far  the  operation  has 
resulted  in  restoring  the  continuity  of  the  intestinal  canal  by  ex- 
cluding from  functional  activity  the  partially  impermeable  lower 
part  of  the  ileum.  It  appears  to  me  that  a  similar  procedure 
would  often  prove  of  great  value  in  the  treatment  of  vesico- 
intestinal fistula  in  which  the  operative  closure  of  the  opening 
and  enterectomy  are  impracticable. 

Eaterectomy . — The  mortality  attending  enterectomy  and  cir- 
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ciilar  enterorrliapLy  in  the  treatment  of  intestinal  fistnlaand  arti- 
ficial anus  remains  great  even  in  the  hands  of  experienced 
operators.  The  statistics  of  Reicbel  give  a  mortality  of  37.8 
per  cent,  and  those  of  Ilertzberg  27  per  cent.  In  view  of  this 
fact  it  is  apparent  that  this  operation  should  be  reserved  for 
cases  not  amenable  to  successful  treatment  by  safer  procedures. 
I  am  confident  that  the  indications  for  this  operation  can  be 
limited  to  exceptional  cases.  If  the  intestine  is  not  attaclied  to 
the  abdominal  wall,  it  is  much  safer  to  open  the  free  peritoneal 
cavity  in  search  of  the  ajffected  part  of  the  intestine  than  to 
follow  the  fistulous  tract  as  a  guide.  If  possible,  the  intestine 
should  be  tied  on  each  side  of  the  fistula  with  a  strip  of  gauze 
or  a  rubber  band  before  it  is  detached,  in  order  to  guard  more 
efiiciently  against  fecal  extravasation.  The  operation  should 
be  performed  with  the  patient  in  the  Trendelenburg  position  and 
the  peritoneal  cavity  amply  protected  by  aseptic  compresses 
during  the  resection  and  suturing.  After  the  resection  the  con- 
tinuity of  the  bowel  should  be  restored  by  circular  enterorrha- 
phy  by  Czerny-Lembert  sutures, 

Prelirahiary  Transverse  Suturing  of  the  Intestinal  Opening 
as  a  Prophylactic  Measure  against  Infection  during  the  Ope- 
ration for  Artificial  Anus. — There  can  be  little  doubt  that  the 
operative  treatment  of  intestinal  fistula  or  artificial  anus  requir- 
ing opening  .of  the  abdominal  cavity  has  been  attended  by  an 
alarming  mortality,  owing  to  infection  caused  by  the  escape  of 
feces  through  the  intestinal  opening.  Packing  the  opening  with 
gauze  or  cotton  is  a  very  inefficient  way  in  which  to  prevent  fe- 
cal extravasation.  The  use  of  clamps  and  ligatures  on  each  side 
of  the  opening  in  the  bowel  is  equally  unreliable.  It  appears  to 
me  the  only  safeguard  against  this  source  of  danger  is  prelimi- 
nary closure  of  the  intestinal  opening  by  suturing,  placing  the 
sutures  so  close  together  as  to  absolutely  prevent  the  escape 
of  any  of  the  intestinal  contents.  After  this  has  been  done  the 
field  of  operation  is  once  more  thoroughly  sterilized  before  the 
abdomen  is  opened  and  the  intestine  detached.  The  sutures 
should  include  all  of  the  tunics  of  the  bowel.  With  few  excep- 
tions this  row  of  sutures  will  remain  as  Czerny  sutures,  to  be 
buried,  after  the  bowel  has  been  detached,  by  Lembert  stitches. 
I  have  already  made  the  statement  that  I  look  upon  flexion  of 
the  bowel  as  the  most  important  factor  in  producing  the  spur, 
and  that  measures  which  are  calculated  to  correct  the  flexion 
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will  prove  useful  in  removing  the  spur.  In  artiticial  anus,  pro- 
duced accidentally  or  intentionally,  the  liexion  is  caused  by  the 
prolapse  of  the  intestinal  loop  into,  and  sometimes  even  beyond, 
the  opening  in  the  abdominal  wall.  If  the  intestine  is  detached 
the  flexion  is  diminished  or  completely  corrected,  and  its  recur- 
rence is  prevented  by  transverse  suturing  of  the  intestinal  open- 
ing. I  am  fully  convinced  of  the  correctness  of  these  state- 
ments, and  will  corroborate  them  by  the  report  of  two  cases  of 
artificial  anus  which  I  operated  upon  in  the  clinic  of  Rush  Medi- 
cal College  during  the  last  session.  The  first  j^atient  was  a  man 
29  years  old,  Irish-American.     About  a  year  before  he  entered 


Fig.  9. — Artificial  anus  following  appendicitis.    Well-marked  ectropion  of  the  mucous 
membrane. 

the  Presbyterian  Hospital  he  was  taken  suddenly  with  severe 
pain  in  the  right  iliac  fossa.  The  attending  physician  made  a 
diagnosis  of  appendicitis,  and  four  days  later  opened  an  abscess 
at  a  point  about  two  inches  toward  the  inner  side  of  the  anterior 
superior  spinous  process  of  the  ilium.  A  few  days  later  feces 
escaped  through  the  opening.  An  attempt  was  made  to  prevent 
the  escape  of  fecal  matter  by  applying  a  compress.  Then  fol- 
lowed twelve  operations,  with  the  intention  of  closing  the  fistula^ 
in  one  of  the  hospitals  in  St.  Louis.  The  only  result  effected  by 
the  operations  was  increased  size  of  the  opening.  When  the  case 
was  presented  in  the  clinic  the  opening  in  the  abdominal  wall 
and  the  anterior  wall  of  the  cecum  was  large  enough  to  insert 
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three  lingers.  In  the  centre  of  the  opening  I  found  a  well- 
developed  spur  which  effectually  prevented  the  entrance  of  any 
of  the  intestinal  contents  into  the  colon.  The  border  of  the  open- 
ing in  the  abdominal  wall  was  lined  by  the  ectropic  mucous 
membrane  of  the  cecum  (Fig.  9).  The  ileo-cecal  valve  could  be 
seen  and  felt  below  the  spur.  The  patient  was  prepared  for  the 
operation  by  dieting,  laxatives,  and  daily  warm  bath  for  a  week. 
The  operation  was  commenced  by  suturing  the  oblong  vertical 
intestinal  opening  transversely,  using  for  this  purpose  fine  silk 
and  an  ordinary  sewing  needle  (Fig.  10).  After  the  lumen  of 
the  intestine  with  its  contents  was  shut  off  from  the  field  of  ope- 


FiG.  10.— Provisional  sutures  including  all  of  the  tunics  of  the  bowel.    Transverse  sutur- 
ing of  intestinal  opening. 

ration,  the  surface  was  once  more  thoroughly  disinfected.  The 
next  step  in  the  operation  consisted  in  including  in  two  ellipti- 
cal incisions  the  margins  of  the  abdominal  opening  and  the  scar 
tissue  in  its  vicinity.  The  peritoneal  cavity  was  opened  by  a 
straight  incision  extending  downward  from  the  lower  angle  of 
the  two  incisions.  The  bowel  was  detached  from  the  abdomi- 
nal wall  and  drawn  forward  into  the  external  incision.  The 
strip  of  skin  and  scar  tissue  was  carefully  trimmed  away  from 
the  bowel  with  scissors,  when  the  provisional  sutures  were  bur- 
ied by  a  row  of  Lembert  stitches  (Fig.  11). 

The  prolapsed  part  of  the  bowel  was  cleansed,   dried,   and 


346 


SKNN  :    ETIOLOGY,    PATHOLOGY,    AND   TREATMENT 


replaced  in  the  abdominal  cavity  and  the  external  wound  closed 
bv  four  tiers  of  sutures  (Fig.  12).  The  usual  antiseptic  dressing 
was  applied  and  confined  in   place  by  broad  strips  of  adhesive 


Fig.  11.— Intestine  detached  and  drawn  forward  into  wound.    Provisional  sutures  buried 
by  a  row  of  Lembert  stitches. 

plaster.    Xot  a  single  untoward  symptom  followed  the  operation. 
The   wound    healed   throughout    by   primary   intention.      The 


Fio.  12.— Operation  completed. 


bowels  responded  to  a  laxative  on  the  third  day  and  subsequently 
moved  daily  without  further  assistance.  The  patient  left  the 
hospital  at  the  end  of  four  weeks  with  instructions  to  wear  a  pad 
for  at  least  six  months. 
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The  second  case  was  a  girl  9  years  old.  Duriiiij  October  last 
she  suffered  from  an  acute  attack  of  appendicitis,  wliicli  resulted 
in  the  formation  of  a  large  abscess.  The  abdomen  was  opened, 
the  perforated  appendix  was  removed.  It  was  noticed  that  the 
anterior  wall  of  the  cecum  presented  a  large  gangrenous  patch. 
It  was  deemed  advisable  to  anticipate  perforation  by  excluding 
this  area  from  the  free  peritoneal  cavity  by  a  ring  of  sutures 
uniting  the  visceral  with  the  parietal  peritoneum.  The  balance 
of  the  incision  was  closed  with  the  exception  of  a  space  for  drain- 
age. The  patient's  general  condition  improved  promptly  after 
the  operation.  The  gangrenous  part  sloughed  away,  leaving  a 
large  opening  in  the  cecum.  Tlirough  tliis  opening  nearly  all 
■of  the  intestinal  contents  escaped,  as  an  efficient  spur  formed  at 
the  middle  of  the  opening.  The  contact  of  feces  with  the  skin 
produced  in  this  case  an  intense  and  diffuse  dermatitis.  When 
the  patient  entered  the  Presbyterian  Hospital  in  January,  1894, 
the  dermatitis  involved  more  than  one-half  of  the  anterior  sur- 
face of  the  abdomen.  The  treatment  of  this  affection  proved 
very  tedious,  so  that  two  months  later,  when  the  operation  was 
performed  before  the  class  of  Rush  Medical  College,  a  patch  of 
•skin  the  size  of  the  palm  of  the  hand  still  remained  in  a  state 
of  intense  irritation. 

The  same  operation  was  performed  as  on  the  preceding  pa- 
tient, with  similarly  satisfactory  immediate  and  remote  results. 
Instead  of  constipation  the  operation  was  followed  by  diarrhea, 
which  continued  for  several  days,  provoked  probably  by  bring- 
insr  the  intestinal  contents  in  contact  with  the  colon,  which  had 
Ibeen  almost  completely  excluded  from  the  fecal  circulation  for 
five  months.  The  wound  healed  by  primary  intention  through- 
out. The  dermatitis  disappeared  promptly  after  the  removal 
of  the  cause.  The  patient  left  the  hospital  in  perfect  health 
four  weeks  after  the  operation, 

A  study  of  these  cases  has  convinced  me  that  the  provisional 
closure  of  the  intestinal  opening  by  transverse  suturing  before 
using  the  knife  is  the  most  efficient  prophylactic  measure  against 
infection,  and  that  resection  of  the  intestine  for  fistula  and  arti- 
ficial anus  can  be  avoided  in  the  majority  of  cases,  and  that  in 
its  place  transverse  suturing  and  correction  of  the  flexion  will 
yield  better  results. 

533  Dearborn  avenue 
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ELECTRIC   ILLUMINATION  OF  THE  FIELD  IN   ABDOMINAL 

SURGERY. 


HOWARD  A.  KELLY,   M.D., 

Professor  of  Gynecology  and  Obstetrics  in  the  Johns  Hopkins  University, 

Baltimore. 


CWith  five  illustrations.) 


In  the  first  year  (1884)  of  my  abdominal  and  pelvic  work, 
I  realized  the  great  importance  of  securing  a  satisfactory  mean& 
of  artificially  illuminating  the  field  of  operation,  and  purchased 
for  that  purpose  one  of  the  well-known  little  Charriere  cylin- 
drical oil  lamps  provided  with  a  good  reflector  and  a  strong 
movable  lens.  This  was  employed  on  a  number  of  occasions, 
with  but  indifferent  results.  The  trouble  with  this  lamp  was 
that  it  could  not  be  tilted  so  as  to  direct  the  light  on  to  the 
field  in  the  abdomen.  I  tlien  tried,  and  with  some  success,  a 
hand  mirror  held  at  such  an  angle  as  to  reflect  either  artificial 
light  or  daylight  on  to  the  desired  area.  I  have  finally  adopted 
the  electric  light  as  a  perfect  means  of  artificial  illumination, 
looking  upon  it  as  an  indispensable  part  of  my  armamentarium, 
whether  in  clinic,  private  hospital,  or  at  the  patient's  home. 

I  have  felt  constrained  to  write  this  brief  article  under  the 
assurance  that  if  my  colleagues  could  be  brought  to  adopt  its 
suggestions  they  would  perform  better  work  in  the  pelvis,  both 
in  suturing  and  in  controlling  hemorrhage,  and  would  thus  in  a 
larger  percentage  of  cases  be  able  to  dispense  with  the  use  of 
drainage.  Good  illumination  therefore  puts  us  in  the  possession 
of  better  knowledge  of  the  existing  conditions,  is  conducive  of 
better  work,  limits  the  use  of  the  drain,  and  decreases,  therefore, 
both  mortality  and  morbidity  in  abdominal  surgery. 

When  the  private  gynecological  ward  of  the  Johns  Hopkins 
Hospital  was  first  supplied  with  electricity  in  December,  1890, 
a  portable  drop-light  was  arranged  at  my  request  for  the  purpose 
of  illuminating  the  al>dominal  cavity.  This  apparatus  was  ex- 
tremely simple,  consisting   of  a  thirty-two-candle-j^ower  lamp 
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attached  to  a  short  wooden  handle,  and  connected  witli  the 
source  of  supply  by  insulated  wire  cords.  My  chief  object  in 
its  introduction  was  to  become  independent  of  the  sunlight,  so 
that  I  might  be  able  to  secure  a  satisfactory  illumination  of  the 
field  even  on  the  dullest  and  most  cloudy  days,  and  occasionally 
to  illuminate  distant  parts  of  the  pelvis  in  bad  adherent  cases. 
It  soon  became  evident,  with  a  little  use,  that  even  the  brightest 
sunlight  was  far  inferior  to  the  electric  light  for  a  much  larger 
proportion  of  cases  than  I  had  anticipated. 


Fig.  1.— Drop-light,  connected  with  house  circuit,  in  use  for  abdominal  operations. 


By  means  of  this  light,  which  is  held  in  the  hand  and  directed 
according  to  will  to  one  side  or  the  other,  every  accessible  part 
of  the  pelvis  appears  with  startling  distinctness,  and  the  small- 
est oozing  vessels  can  be  picked  up  and  torn  surfaces  accurately 
united  by  delicate  sutures  under  direct  inspection. 

Since  using  artificial  illumination  in  this  way  it  has  been  my 
constant  practice  to  call  for  the  light  in  almost  all  cases  while 
making  the  minute  inspection  of  the  pelvis  at  the  completion  of 
each  operation,  before  closing  the  incision  (Fig.  1). 
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In  the  apparatus  now  in  use  in  ray  operating  room  at  thc' 
Johns  Hopkins  Hospital,  two  insulated  wires,  sixteen  feet  in 
lenijth,  are  attached  to  the  bracket  on  the  wall,  and  pass  through 
a  handle  two  feet  in  length,  at  the  end  of  which  a  sixteen- 
candle-power  lamp  is  attached  ;  lialf  of  the  lamp  is  surrounded 
by  a  reflector,  painted  black  and  covered  with  flannel  on  its  con- 


FiG.  2.— Electric  drop-light  for  use  In  abdominal  operations,  connected  with  house  circuit. 

vex  surface,  thus  protecting  the  operator's  eyes  and  face  from 
the  light  and  heat  (Fig.  2).  The  nurse  or  assistant  who  holds 
the  light  requires  some  training  even  for  such  a  simple  duty,  as 
it  is  necessary  to  hold  it  steadily  and  properly  directed  about  six 
inches  above  the  patient's  body,  a  short  distance  below  the  ope- 
rator's face.  After  a  little  experience  the  operator  will  find  no 
difficulty  in  seeing  around  the  light,  gaining  a  perfect  view  of 


THE  FIELD  IN  ABDOMINAL  SURGERY, 


351 


the  pelvis  and  using  instruments,  ligatures,  and  sponges  with 
freedom,  without  striking  the  lamp.  Such  a  mode  of  illumina- 
tion is  practicable  and  most  reliable  wherever  tlie  electric  cur- 
rent has  already  been  introduced  into  a  building  for  general 
illuminating  purposes. 

When  a  street  or  house  current  cannot  be  tapped,  it  is  still 


Fig.  3.— Electric  head-light  with  storage  battery  for  transportation. 

possible  to  secure  an  equally  good  light  by  using  a  portable  stor- 
age battery.  The  inconveniences  of  storage  batteries  are  their 
weight  and  uncertainty  as  to  the  persistence  of  the  light,  which 
may  suddenly  grow  dim  or  give  out,  when  the  operator's  only 
resource  is  to  return  the  cells  to  the  dealer  to  be  overhauled  or 
refilled.     The  recent  improvements  in  construction  have,  how- 
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ever,  largely  overcome  these  objectionp,  and  I  have  found  the 
storage  battery  invaluable  in  my  private  Sanatorium,  where  a 
street  current  has  not  been  available.  In  all  cases  where  it  is 
not  necessary  to  transport  the  light  from  house  to  house,  a 
storage  battery  may  be  used  consisting  of  from  ten  to  twenty 
cells,  carrying  sufficient  electricity  to  run  a  ten-  or  twenty-candle- 
power  lamp  for  thirty  hours  or  longer.  After  the  electricity 
has  been  exhausted  it  is  only  necessary  to  send  the  cells  back 
to  an  electrical  depot  to  be  recharged. 

The  outfit  consists  of  one  twenty-candle-power,  twenty-volt 


I 


Fig.  4.— Electric  head-light  and  storage  battery  In  use  for  abdominal  operations. 

lamp  with  cord,  handle,  and  reflector,  and  ten  small  storage  bat- 
teries put  up  in  two  oak  cases  of  five  cells.  Each  case  weighs 
twenty-five  pounds  and  measures  outside  ten  by  nine  by  eight 
inches.  Connection  is  made  from  binding  posts  on  the  outside 
of  the  boxes.  The  cost  of  the  outfit  is  forty  dollars.  The  lamp 
can  be  used  on  one  charge  of  the  battery  from  ten  to  thirty  hours, 
depending  upon  the  candle  power  of  the  lamp.  The  cells  are  sealed 
in  the  cases,  and  can  be  recharged  from  electric-lighting  circuits. 
For  transportation  from  house  to  house  and  over  long  dis- 
tances the   most  convenient  form  of  illumination  is  the  little 
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Edison  Company  storage  battery,  measuring  six  and  a  half  by 
four  and  a  half  by  ten  inches,  and  weighing  ten  pounds.  This 
is  capable  of  running  a  six- volt,  four-candle-power  mignon  lamp 
fifteen  hours  (Fig.  3).  The  light  of  this  miniature  lamp  is  en- 
closed in  a  small  cylinder;  it  is  condensed  by  means  of  a  re- 
flector behind,  and  a  lens  in  front  which  is  focussed  by  a  thumb- 
screw at  the  side.  The  lamp  is  attached  to  a  flexible  steel  band 
which  fits  the  head.  I  have  adopted  the  improved  device  of 
Dr.  W.  C.  Phillips,  of  New  York.  When  the  lamp  is  placed 
upon  the  forehead  and  the  current  is  turned  on,  it  is  only  neces- 


FiG.  5.— Electric  head-  light  supplied  with  reflector,  mignon  lamp  and  lens,  adjustable, 
connected  with  light  portable  battery. 

sary  for  the  operator  to  incline  the  head  toward  the  pelvis  to 
illuminate  the  whole  field  (Figs.  4  and  5).  With  this  lamp  a 
brightly  illuminated  circle  of  light  six  inches  in  diameter  can  be 
thrown  upon  a  table  at  a  distance  of  twelve  inches  from  the 
head. 

By  means  of  a  Yetter  current-adapter  fitting  into  the  ordinary 
electric-light  socket  and  carrying  a  lamp  interposing  necessary 
resistance,  this  little  battery  can  be  refilled  wherever  a  direct 
(Edison)  current  is  in  use. 

905  North  Charles  street. 
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AX   INTERVIEW  WITH   PORRO. 


DENSLOW  LEWIS,  M.D., 

Gynecologist  and    Obstetrician  to  the  Cook  County  Hof^pital,  Chicago ;   Late  Special 

Commissioner  from  the  Illinois  State  Board  of  Health  for  the  Investigation  of 

Municipal  Sanitation  ia  European  Cities, 

Chicago. 


I  VISITED  Milan  cliiefly  for  the  purpose  of  observing  the  sys- 
tem of  sewerage  in  process  of  construction  and  in  the  hope  of 
meeting  Porro.     I  did  both. 

Personally  Porro  is  a  most  agreeable  gentleman.  He  looks 
not  over  45  years  of  age,  is  well  proportioned  but  not  stout,  and 
wears  a  l)lack  moustache  and  chin  whiskers,  very  different  from 
the  Italian  fashion.  His  residence  is  a  part  of  the  hospital, 
having,  however,  a  separate  entrance.  This  arrangement  is  often 
observed  abroad.  Olshausen,  the  accoucheur  of  the  Empress 
of  Germany,  occupies  apartments  in  Berlin  which  are  a  part  of 
the  Imperial  Women's  Clinic,  of  which  he  is  the  director.  In 
many  European  cities  I  find  the  residence  of  the  medical  director 
a  part  of  the  institution  of  which  he  has  charge,  or  immediately 
adjoining.     The  advantage  of  such  an  arrangement  is  apparent. 

Porro  received  me  most  courteously  and  showed  me  over  the 
Maternity  of  which  he  is  the  chief.  I  cannot  say  much  for  the 
institution,  which  is  old — very  old — and,  as  would  be  expected, 
very  differently  arranged  from  our  modern  hospitals.  The  good 
results  here  obtained  can  therefore  be  attributed  exclusively  to 
the  care,  attention,  and  skill  of  the  attendants,  who  truly,  from 
an  antiseptic  point  of  view,  fight  against  fearful  odds  to  an 
extent  that  I  have  rarely  observed  in  any  medical  institution  in 
Italy. 

I  think  Porro  is  better  known  to  us  in  America  than  any 
Italian  obstetrician  or  gynecologist.  "With  the  possible  excep- 
tion of  Semmola,  of  Naples,  I  might  perhaps  say  he  is  the  best 
known  of  all  living  Italian  medical  men.  For  years  he  has  been 
professor  of  obstetrics  at  the  Milan  Maternity,  where  from  six 
to  seven  hundred  women  are  delivered  annually.  He  was  lured 
away  for  a  few  years  to  the  University  of  Pavia,  but  he^is  now, 
as  the  citizens  of  Milan  fondly  hope,  permanently  located  in  tlieir 
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midst.  Two  years  ago,  in  appreciation  of  his  talents  and  of  the 
many  improvements  he  has  made  in  the  various  medical  institu- 
tions with  which  he  has  been  connected,  he  was  made  a  member 
of  the  Italian  Senate.  It  is  a  pleasant  fact  to  know  that  the 
Italian  Government  not  infrequently  thus  honors  members  of 
our  profession,  having  made  senators  of  seven  other  medical 
men  besides  Porro. 

I  talked  with  him  about  his  individual  methods.  In  ordinary 
obstetrical  cases  the  patient  receives  a  soap-and-water  bath  on 
entering  the  hospital,  if  time  permits.  The  hands  of  the  atten- 
dants, students,  and  midwife-pupils  who  examine  her  are  cleansed 
with  soaj)  and  water  by  use  of  brush  and  soaked  in  a  carbolic  or 
creolin  solution.  A  similar  solution  is  used  for  washing  the 
external  genitalia  and  injecting  the  vagina  after  each  examina- 
tion. Otherwise  no  douche  is  used  at  any  time  before,  during, 
or  after  labor  in  normal  cases.  It  was  formerly  the  custom  to 
give  vaginal  injections  of  different  antiseptic  solutions  two  or 
three  times  daily  after  each  delivery.  The  frequent  occurrence 
of  parametritis  or  perimetritis  is  attributed  by  Porro  to  the  use 
of  these  injections.  The  death  rate  of  ten  per  cent  has,  since  the 
discontinuance  of  all  injections,  been  reduced  in  the  past  three 
years  practically  to  nothing.  The  patient  is  delivered  here,  as 
in  all  other  Italian  maternities,  on  an  iron  bed  consisting  of  two 
parts,  so  that  the  lower  half  may  be  taken  away  should  it  be  nec- 
essary to  place  the  patient  in  Simon's  position  for  the  purpose  of 
operative  interference.  The  placenta  is  delivered  by  expression 
according  to  Crede's  method.  Should  it  be  retained  or  adherent, 
the  hand  is  introduced  and  its  removal  effected.  Should  hem- 
orrhage occur  in  such  a  case,  and  also  in  cases  of  post-partum 
hemorrhage,  a  solution  of  chloride  of  iron  is  injected  into  the 
uterine  cavity,  compression  is  applied  within  and  without  the 
uterus,  and  ergot  exhibited  by  mouth  or  hypodermic  injection. 
The  cord  is  stripped  of  the  gelatin  of  "VVharton,  tied  twice  when 
convenient,  and  cut  between  the  ligatures.  It  is  dressed  with 
absorbent  cotton  only.  Porro  has  the  child  put  to  the  breast 
eight  to  ten  hours  after  birth,  in  this  respect  differing  from 
many  Italian  obstetricians,  who  delay  the  nursing  of  the  child 
for  three  days  or  longer.  Sore  nipples  are  treated  with  tannin, 
but  no  systematic  attempt  is  made  to  prevent  their  occurrence 
by  regular  applications  of  alcoholic  solutions  of  astringents,  as  is 
often  done,  and,  in  my  opinion,  with  good  results,  in  American 


356  LEWIS  :    AN    INTERVIEW    WITH    PORRO. 

institutions.  As  regards  the  mother,  a  tampon  of  absorbent 
cotton  is  placed  against  tlie  vulva  to  catch  discharges,  and  an 
abdominal  binder  applied.  If  the  breasts  become  congested 
they  are  bandaged;  but  the  system  of  universal  bandaging,  as  I 
have  seen  it  practised  by  Garrigues,  of  New  York,  and  others,  is 
not  attempted,  as  far  as  I  have  observed,  anywhere  in  Europe. 
In  cases  of  forceps  delivery  or  version  (craniotomy  is  rarely,  if 
ever,  performed)  vaginal  injections  of  creolin  are  used.  Porro 
prefers  the  ordinary  Simpson  forceps  to  any  axis-tractor.  In 
cases  of  placenta  previa  he  does  not  follow  the  method  of 
Braxton  Hicks  in  all  cases,  but  frequently  strips  up  an  edge 
of  the  placenta,  tampons  with  aseptic  material,  and  awaits  a 
spontaneous  delivery ;  or,  if  the  vertex  be  presenting,  not  infre- 
quently terminates  the  labor  by  the  use  of  the  forceps.  In 
puerperal  fever  enemata  are  freely  given,  intrauterine  douches 
of  creolin  or  bichloride  of  mercury  solutions,  ergot  and  quinine 
hypodermically,  and,  if  these  means  are  insufficient,  curetting  is 
practised. 

In  puerperal  eclampsia  ice  is  applied  to  the  head,  jalap  given 
to  produce  free  catharsis,  chloral  exhibited  per  rectum,  chloro- 
form narcosis  produced,  and  milk  given  exclusively  for  nourish- 
ment. In  abortions  of  the  second  or  third  month  the  immediate 
extraction  of  the  secundines  is  practised. 

The  couveuse  of  Tarnier  and  others  is  regarded  as  a  toy,  essen- 
tially without  practical  value. 

In  gynecological  practice  Porro  makes  use  of  silver  wire  for 
the  suture  of  the  abdominal  wound.  He  passes  it  obliquely  two 
centimetres  from  the  wound  on  entering  the  skin,  emerging  on 
the  peritoneal  surface  three  to  four  centimetres  from  the  edge 
of  the  wound.  The  effect  of  this  suture  when  tied  is,  as  can  be 
easily  seen,  to  approximate  a  relatively  large  amount  of  perito- 
neum, somewhat  as  a  Lembert  suture  does.  He  differs  from  the 
greater  number  of  Itahan  surgeons  whom  I  have  met  in  depre- 
cating the  use  of  the  buried  etage  suture,  either  of  silk  or  catgut. 
When  questioned  regarding  this  fact,  he  remarked  that  his  com- 
patriots undoubtedly  preferred  the  ttage  suture  because  it  was 
essentially  the  German  method  and  it  was  now  the  fashion  to 
approve  everything  German.  I  have  seen  many  cases  in  the 
hospitals  of  the  larger  Italian  cities  where  perfect  union  was  the 
result  of  this  method  of  suturing.  I  may  also  add  that  in  my 
private  practice  I  have  secured  satisfactory  union  in  some  hun- 
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dred  laparatomies  where  the  abdominal  wound  was  closed  by 
etage  sutures,  reinforced,  I  must  confess,  in  several  instances  by 
three  or  more  throngh-and-througli  sutures.  I  have,  however, 
both  in  Europe  and  the  United  States,  observed  many  imperfect 
results  from  this  essentially  German  method.  In  Genoa,  in  the 
service  of  a  most  prominent  surgeon,  I  saw  a  woman  who  had 
recently  been  operated  upon  for  ventral  hernia  occurring  as  the 
result  of  a  laparatomy,  performed  a  year  ago,  in  which  the  ab- 
dominal wound  had  been  closed  by  buried  sutures. 

Mangiagalli,  professor  of  gynecology  in  the  Ospedale  Mag- 
giore  at  Milan,  and  certainly  one  of  the  most  adroit  operators  I 
have  ever  seen,  uses  by  preference  sutures  of  stout  silk  passing 
through  from  the  skin  to  the  peritoneum.  In  a  case  of  large 
fibroid  which  I  saw  him  remove  by  laparo-hysterectomy,  the 
edges  of  the  peritoneum  were  sewed  together  and  also  to  the 
stump  below  the  elastic  ligature,  and  the  rest  of  the  wound  was 
closed  by  interrupted  sutures  passing  through  the  tissues  down 
to  the  peritoneum.  In  a  case  of  large  multilocular  cyst,  on 
which  I  saw  him  operate  the  same  afternoon,  the  abdominal 
wound  was  closed  by  passing  most  dexterously  and  expeditiously 
silk  sutures,  by  means  of  needles  at  each  end,  through  peritoneal 
surface  to  skin,  tying  firmly  and  approximating  skin  by  super- 
ficial sutures  wherever  it  appeared  necessary.  But  the  great 
majority  of  Italian  operators,  among  them  Pasquali  of  Rome, 
Inverradi  of  Florence,  Yiotti  of  Genoa,  and  many  others  whom 
I  might  mention,  prefer,  for  one  reason  or  another,  the  ttage 
suture  in  the  closure  of  the  abdominal  wound  after  laparatomy. 

In  speaking  of  Porro  one  thinks  inevitably  of  Cesarean  sec- 
tion and  his  modification  of  the  classical  operation,  so  fraught 
with  danger  to  both  mother  and  child  before  the  aseptic  era  and 
the  perfection  of  its  technique.  Now,  in  cases  uncomplicated 
by  tumoi's,  carcinoma,  or  trauma,  and  in  the  hands  of  gynecolo- 
gists accustomed  to  abdominal  section,  statistics  prove  this 
operation  relatively  safe,  eminently  satisfactory,  and  remark- 
ably successful.  Porro's  modification  of  Cesarean  section,  as  is 
well  known,  consists  in  the  removal  of  the  uterus  at  the  time  of 
operation. 

As  regards  the  morality  of  the  question  he  stands  to-day 
where  he  did  in  the  beginning.  He  sees  no  reason  for  per- 
mitting another  pregnancy  in  a  dwarf  or  in  a  woman  whose 
anatomical  cmi formation  prevents  a  normal  delivery,  and  his 
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o]ioration,  M-itli  rare  exceptions,  is  performed  only  in  such  cases. 
}i'  it  be  proved — and  I  think  statistics  do  it  to-day — thatremoval 
of  the  uteru?,  performed  aseptically  and  according  to  modern 
methods,  at  the  time  of  Cesarean  section,  does  not  add  to  tlie 
risk  of  the  operation,  the  argument  of  Porro  must  be  conceded. 
When  tlie  improvements  in  the  operation  have  still  further 
reduced  the  dangers  of  Cesarean  section  to  a  par  with  the 
dangers  of  ordinary  laparatomy,  we  may  then  recall  the  expe- 
rience of  Lungren  of  Toledo,  and  of  others  who  have  operated 
twice  in  the  same  patient  with  success.  We  may  then  talk  of 
"unsexing"  women  and  we  may  properly  deprecate  so-called 
"  mutilation.'''  For  the  present,  in  my  opinion,  the  sociological 
question  should  be  ignored  in  the  consideration  of  this  subject. 
The  relative  value  of  the  Porro  and  of  what  I  think  I  may 
justly  call  the  Sanger  operation  is  to  be  determined  solely  by  sta- 
tistical evidence  as  to  comparative  safety.  If  both  are  equally 
safe,  our  knowledge  of  the  danger  incident  to  a  second  preg- 
nancy, our  realization  of  the  perils  of  Cesarean  section  even 
with  our  most  improved  technique  of  to-day,  should  unquestion- 
ably determine  us  in  favor  of  the  Porro  operation  as  the  rule, 
the  Sanger  operation  as  the  exception. 

Xow,  then,  for  a  few  facts  not  generally  known.  Porro  per- 
formed his  first  operation  in  1876  at  the  Obstetric  Clinic  of 
Pavia  when  an  epidemic  of  puerperal  fever  was  raging.  Prior 
to  that  time  no  case  of  Cesarean  section  had  ever  terminated 
favorably  at  Pavia.  The  patient,  aged  26,  had  an  antero-pos- 
terior  diameter  of  forty-two  millimetres.  Amputation  of  uterus, 
ovaries,  and  tubes  was  performed,  the  metallic  wire  serre-neud  of 
Cintrat  was  applied,  and  the  stump  left  outside.  A  drainage  tube 
was  passed  from  the  abdominal  surface  through  Douglas'  cul-de- 
sac  to  the  vagina,  and  the  wound  closed  with  metallic  sutures.  A 
female  child  was  delivered,  who  is  alive  to-day.  Eight  years 
after  the  operation  the  mother  died  of  tj'phus  fever.  His 
second  case,  also  occurring  in  Pavia,  was  likewise  successful. 
The  patient  was  a  rachitic  dwarf.  Prior  to  1859,  while  Billi 
was  the  professor  at  the  Milan  Maternity,  onl}'  two  cases  of 
Cesarean  section  were  successful.  In  fact,  the  mortality  was  so 
great  that  patients  whose  pelvic  deformity  prevented  a  delivery 
per  oicus  naturales  were  practically  left  to  die,  and  it  is  thought 
that  there  were  more  than  one  hundred  such  unfortunates. 

Since    1882    Porro  and   his  assistants   have  operated  on  ten 
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women  in  the  same  hospital,  saving  all  the  children  and  eight  of 
the  mothers. 

Antiseptic  methods,  of  which  Porro  is  an  ardent  supporter, 
have  caused  several  modifications  of  his  original  modus  operandi. 
He  no  longer  uses  a  drainage  tube.  He  prefei's  the  elastic  liga- 
ture for  the  stump,  and  in  some  of  his  cases  during  the  past 
three  years  he  has  sutured  the  stump,  somewhat  as  Schroder 
has  recommended  in  myomectomy,  dropped  it  into  the  abdo- 
minal cavity,  and  closed  the  abdominal  wound  completely.  In 
two  of  these  cases,  which  were  successful  for  both  mother  and 
child,  the  uterine  sutures  were  subsequently  passed  per  vaginam. 
Usually,  however,  the  extraperitoneal  method  of  treating  the 
stump  is  preferred.  No  necessity,  in  Porro's  opinion,  exists  for 
suturing  the  peritoneal  surface  to  the  peritoneum  of  the  stump. 
A  strip  of  iodoform  gauze  is  placed  around  the  stump,  which 
detaches  itself  about  the  twelfth  day  ;  the  patient  sits  up  about 
the  fifteenth  or  eighteenth. 

In  this  connection  I  feel  called  upon  to  state  that  I  believe  in 
giving  honor  where  it  is  due.  The  credit  of  modifying  Cesa- 
rean section  by  proposing  and  performing  the  ablation  of  the 
uterus  at  the  time  of  the  operation  is  due  to  Porro,  and  to  him 
alone.  The  modifications  which  eighteen  years  of  practice  have 
necessarily  made  in  this  as  in  other  intra-abdominal  operations, 
and  the  more  thorough  understanding  of  the  principles  of  anti- 
septic and  aseptic  surgery,  have  of  course  improved  the  tech- 
nique of  the  Porro  operation.  The  suggestions  of  Miiller,  of 
Lawson  Tait,  of  Schroder  and  his  followers,  and  of  other  prac- 
tical men  of  large  experience,  are  but  favorite  methods  of  indi- 
vidual operators  applied  to  the  development  of  the  original  idea. 
They  have  their  value  under  suitable  conditions,  and  this  value 
should  be  understood  and  appreciated.  I  cannot,  however,  agree 
with  those  authors  who  look  upon  the  intraperitoneal  treatment 
of  the  pedicle,  and  other  modifications  of  the  operation  as  first 
performed,  as  "  not  a  Porro  operation  "  (Zweifel,  Berlin,  et  al.).^ 
I  believe  the  last  word  regarding  Cesarean  section  has  not  yet 
been  said.  I  believe  the  time  is  not  far  distant  when  other 
modifications  in  the  technique  of  this  operation  will  be  inaugu- 
rated. I  venture  to  hope  that  the  removal  of  the  uterus  at  term 
will  soon  be  performed  more  in  accordance  with  our  present 
methods  of  abdominal  hysterectomy  of  the  non-pregnant  uterus. 
^  Bertazzoli :  "  Relazione  di  tre  Operazioni  Porro,"  p.  15. 
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With  increasing  knowledge  and  experience  the  Porro  operation 
is  destined  to  assume  a  new  importance  among  obstetricians. 
Let  the  time  never  come  when  improvements  and  modifications 
of  this  h'fe-saving  operation,  liowever  important  they  may  be, 
shall  make  us  forget  that  to  Eduardo  Porro  is  due  the  credit  and 
honor,  if  not  of  conceiving,  at  least  of  establishing  upon  a  firm 
and  lasting  basis  the  operation  of  removal  of  uterus,  tubes,  and 
ovaries,  one  or  all,  at  the  time  of  labor,  and  the  delivery  of 
the  child  by  hysterotomy  in  cases  where  Cesarean  section  is 
indicated. 
613  Tacoma  Building. 
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BY 

JOHN  YOUNG  BROWN,  M.D., 
First  Assistant  Physician,  Central  Kentucky  Asylum  for  the  Insane, 
Lakeland,  Ky. 


Both  the  alienist  and  general  practitioner  recognize  the  in- 
fluence of  the  sexual  function  as  a  factor  in  the  production  of 
psychical  disturbance  in  women.  Even  within  the  physiological 
limits  of  health  the  influence  of  this  function  is  clearly  seen. 
The  various  perversions  of  the  senses  during  pregnancy,  the 
functional  neuroses  of  menstruation,  and  the  psychical  disturb- 
ances of  the  menopause  and  puberty  are  clearly  illustrative. 

While  all  agree  that  many  neuroses,  psychical  depression,  and 
reflex  nervous  symptoms  can  be  attributed  to  functional  and 
pathological  disturbances  of  these  organs,  it  is  exceedingly 
questionable  whether  pelvic  disease  j^er  se  ever  results  in  actual 
insanity.  The  question  of  operative  interference  in  these  ill- 
defined  cases  of  so-called  "  reflex  insanity  "  has  been  freely  dis- 
cussed by  surgeons  and  alienists  of  this  country  and  Europe. 

After  a  careful  review  of  the  literature  of  the  subject,  and 
an  analysis  of  the  cases  operated  on  and  the  results  obtained,  it 
is  evident  that  the  consensus  of  opinion  is  decidedly  against  ope- 
rative interference  when  the  neurosis  is  the  only  indication  for 
operation,  and  I  must  confess  that  my  own  experience  in  cases 

'  Read  before  the  Kentucky  State  Medical  Society,  June  7th,  1894. 


RELATIONSHIP   TO    INSANITY    IN    WOMEN. 


361 


of  this  character  has  developed  nothing  to  lead  me  to  a  different 
conclusion. 

Greig  Smith,  in  discussing  the  question  of  operation  in  cases 
of  insanity,  says  :  "  The  proposal  of  Goodell  to  remove  the 
ovaries  from  all  female  lunatics  who  have  abnormal  sexual 
propensities  cannot  be  regarded  seriousl}'  any  more  than  we 
should  regard  castration  under  similar  circumstances  in  the 
male.  Certain  cases  of  mania  in  which  the  attack  comes  on 
solely  or  chiefly  at  the  periods,  and  in  which  the  sexual  element 
strongly  predominates,  might  be  properly  treated  by  removal  of 
the  appendages.  In  puerperal  mania,  particularly  if  the  disease 
has  recurred  after  a  second  confinement,  the  removal  of  a  por- 
tion of  the  tubes  to  prevent  future  pregnancy,  rather  than 
Qomplete  removal  of  the  appendages,  is  indicated."  In  this  day 
of  conservatism,  with  the  knowledge  we  have  of  the  symptoms 
and  pathology  of  pelvic  disease,  the  indications  for  an  operation 
in  a  given  case  are  to  be  based  on  the  local  diseased  condition  of 
the  organs  and  the  symptoms  resulting  therefrom,  and  not  on 
any  supposed  reflex  symptoms.  1  hold  that  no  surgeon  has  a 
right  to  remove  the  uterine  appendages  from  a  female  lunatic 
unless  there  is  present  a  pathological  condition  which  would 
warrant  an  operation  in  mental  health. 

There  is  equally  as  great  a  proportion  of  insane  women  who 
suffer  from  pelvic  disease  as  there  is  among  a  like  number  of 
sane  females,  and  I  see  no  reason  why  this  unfortunate  class 
(when  their  condition  demands  it)  should  not  be  entitled  to  the 
same  relief  afforded  by  operative  interference  as  their  sane 
sisters  ;  and  I  am  glad  to  say  that  the  profession  is  rapidly  com- 
ing to  an  appreciation  of  the  necessity  for  such  work  among  the 
insane.  Dr.  George  H.  Kobe,  of  the  Maryland  Hospital ;  Dr. 
W.  P.  Maiiton,  of  Detroit ;  and  Dr.  Alice  Bennett,  of  Norris- 
town,  Pa.,  have  done  excellent  work  of  this  character  in  the 
institutions  which  they  so  ably  serve. 

The  time  has  come  when  work  of  this  kind  can  no  longer  be 
neglected  in  our  own  asylums  ;  and  for  asylum  superintendents 
and  asylum  physicians  to  say  that  the  indications  for  both  major 
and  minor  gynecological  surgery  are  not  present  in  their  insane 
patients,  jnst  as  they  are  among  the  sane  patients  of  other  hos- 
pitals, is  to  admit  that  they  neglect  to  look  for  them  or  fail  to 
recognize  them ;  and  in  this  they  put  themselves  in  the  same 
category  with  the  "country    doctor"    who  says  that  he   has 
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delivered  thousands  of  women  and  never  had  a  lacerated  peri- 
neum. From  my  own  observation  at  the  Central  Kentucky 
Asylum  I  am  convinced  that  examination  will  show  that  fully 
twenty-five  per  cent  of  the  female  population  of  our  State 
institutions  suffer  from  some  form  of  pelvic  disease. 

This  being  the  case,  it  is  just  as  scientific  to  urge  that  we 
neglect  or  allow  to  run  their  course  our  eases  of  pneumonia, 
bronchitis,  and  other  medical  diseases,  as  it  is  to  allow  these 
etjually  important  surgical  troubles  to  go  without  treatment ; 
and  while  I  admit  that  conservatism  should  be  our  guide  in  all 
operations  of  this  character,  it  is  better  to  err  on  the  operative 
than  on  the  non-operative  side  of  the  question.  In  the  work 
I  have  done  at  the  Central  Asylum  I  have  been  fortunate  in 
having  the  hearty  support  of  our  superintendent.  Dr.  II.  K. 
Pusey.  and  the  Board  of  Commissioners  of  the  institution,  five 
of  which  Board  are  prominent  surgeons  and  members  of  this 
Society.  In  all  of  the  cases  here  reported  the  indication  for 
operation  has  been  the  disease  and  not  the  symptoms,  except 
in  Case  4,  one  of  nymphomania,  which  I  shall  describe  at 
length.  Case  3,  while  it  cannot  be  classed  as  a  pelvic  disease,  is 
of  interest,  and  I  have  included  it  in  this  report. 

Strict  asepsis  has  been  aimed  at  in  each  operation.  The 
patients  were  all  given  a  week's  preparation,  which  consisted 
of  a  careful  regulation  of  diet  and  two  warm  baths  daily,  the 
abdomen  being  carefully  scrubbed  at  each  bathing  with  soap 
and  brush.  The  intestinal  canal  was  thoroughly  washed  out  with 
salines  prior  to  operation.  All  instruments  and  dressings  used 
were  carefully  sterilized  by  heat.  Silk  was  used  for  pedicle, 
and  silkworm  gut  for  closing  abdominal  wound.  Irrigation  and 
drainage  was  used  in  one  case  only. 

Case  I. — Josephine  H.,  age  34,  single,  was  committed  to 
Central  Asylum  January  8th,  1886.  History  of  case  from  date 
of  admission  to  December  10th,  1891,  is  without  interest. 
Diagnosis,  chronic  delusional  insanity.  On  December  10th, 
1801,  she  was  suddenly  seized  with  an  attack  of  catalepsy,  in 
which  condition  she  has  remained  almost  constantly  since.  On 
January  15th,  1894,  in  the  presence  of  the  house  staff,  an  an- 
esthetic was  administered,  which  resulted  in  complete  muscular 
relaxation  as  she  came  under  its  influence.  As  soon  as  the 
anesthetic  was  withdrawn  the  muscular  rigidity  gradually 
returned.     She  was  a  chronic  sufferer  from  profuse  and  uncon- 
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trollable  metrorrhagia,  and,  as  she  was  growing  daily  weai<er 
from  the  constant  loss  of  blood,  removal  of  the  appendages  was 
decided  upon.  On  May  8th,  1894,  I  removed  both  ovaries 
and  tube!*.  Ovaries  were  found  to  be  of  the  chronic  cystic 
type.  Patient  went  on  the  table  in  a  cataleptic  condition, 
and,  although  ether  was  administered,  there  was  at  no  time  com- 
plete muscular  relaxation,  the  abdominal  muscles  remaining 
partially  rigid  during  the  entire  operation.  Patient  made  an 
uninterrupted  recovery,  and  has  had  no  hemorrhage  since  the 
operation,  but  is  still  in  a  profound  cataleptic  state.  I  shall 
shortly  report  this  very  interesting  and  unusual  case  in  detail. 

Case  II. — Henrietta  K.,  German,  age  42,  single,  was  admitted 
to  the  Asylum  September  20th,  1880  ;  diagnosis,  chronic  delu- 
sional insanity.  The  records  of  her  case  show  that  she  has  for 
years  suffered  from  metrorrhagia,  and  within  the  last  two  years 
has  been  constantly  flooding.  On  examination  I  found  the 
uterus  enormously  enlarged,  and  through  the  abdominal  walls 
the  nodular  fibroid  growth  could  be  distinctly  felt.  Supravagi- 
nal hysterectomy  was  decided  upon.  On  May  18th,  1894,  assisted 
by  the  house  staff,  Drs.  J.  W.  Guest  and  C.  C.  Godshaw  of 
Louisville  (the  latter  being  her  family  physician),  and  Dr.  Arch 
Dixon,  Jr.,  of  Henderson,  I  opened  the  abdomen  and  removed 
the  enlarged  uterus  and  appendages.  There  was  a  cyst  of  the 
left  ovary  as  large  as  a  hen's  eg^.  There  were  no  marked  adhe- 
sions, and  the  various  steps  of  the  operation  were  accomplished 
without  difficulty.  In  stripping  the  bladder  from  the  uterus  to 
adjust  the  neud,  I  was  so  unfortunate  as  to  tear  the  viscus  to 
the  extent  of  half  an  inch.  Tliis  was  carefully  sutured  with 
silk.  The  abdominal  cavity  was  copiously  irrigated  with  hot  ster- 
ilized water  until  the  water  came  away  clear.  A  glass  drainage 
tube  was  placed  in  Douglas'  pouch  and  the  abdominal  wound 
closed.  On  account  of  the  bladder  wound  a  soft  catheter  was 
inserted  and  tied  so  as  to  retain  it  in  the  bladder.  The  patient 
was  put  to  bed  with  a  pulse  of  96.  She  reacted  nicely,  there 
being  comparatively  no  shock.  The  drainage  tube  was  removed 
in  forty-eight  hours.  She  has  suffered  no  pain  and  required  no 
narcotic.  Her  pulse  has  never  been  above  96,  and  she  has  had 
no  rise  of  temperature.  The  stump  has  come  away,  and  I 
think  I  can  safelj^  say  that  she  is  practically  well,  this  being  the 
twentieth  day  after  operation. 

Case  III. — Mary  S.,  age  36,  admitted  to  the  Asylum  July 
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9th,  1891.  History  of  case  from  the  date  of  admission  to  the  date 
of  operation  is  without  interest.  On  February  12th,  1894-,  she 
was  seized  with  violent  vomiting  and  complained  of  severe 
colicky  pains  in  the  abdomen.  On  examination  of  the  abdomen 
I  discovered  a  tumor,  freely  movable,  somewhat  larger  than 
a  large  orange,  situated  just  under  the  umbilicus.  The  case 
was  afterward  seen  by  Drs.  11.  II.  Grant,  Wathen,  Satterwhite, 
Dugan,  and  Dixon  ;  they  all  advised  exploratory  incision.  On 
March  10th  I  opened  the  abdomen  and  removed  the  growth, 
which  proved  to  be  quite  a  good-sized  cyst  of  the  mesentery. 
The  patient  made  an  uninterrupted  recovery  and  is  now  in 
excellent  physical  health. 

Case  IV. — Clara  M.,  single,  age  26,  was  admitted  to  Central 
Asylum  May  4th,  1891.  She  was  a  woman  of  unusual  intelli- 
gence and  well  educated.  At  the  age  of  16  she  began  to  mastur- 
bate and  show  erotic  symptoms.  In  spite  of  careful  watching 
by  her  family,  she  would  solicit  intercourse  and  twice  became 
pregnant;  contracted  syphilis,  and  as  a  last  resort  was  sent 
to  the  Asylum.  On  admission  her  condition  was  pitiable ;  she 
was  pale,  anemic,  and  had  frequent  attacks  of  liystero-epilepsy. 
She  masturbated  incessantly.  The  case  was  of  such  a  despe- 
rate and  loathsome  character  that  I  suggested  the  removal  of  her 
appendages  as  an  experiment,  thinking  perhaps  it  might  benefit 
her.  On  August  6th,  1893,  I  operated,  removing  both  ovaries 
and  tubes.  Tubes  and  ovaries  were  normal.  She  recovered 
rapidly  from  the  operation,  but,  instead  of  being  benefited  by 
it,  I  candidly  believe  it  aggravated  her  condition.  She  con- 
tinued to  practise  masturbation  until  her  death,  which  occurred 
January  Tth,  1894,  from  pneumonia,  six  months  after  operation. 


SMITU  :    TOTAL    EXTIRPATION    FOR    MYOFIBROMA.  365 


TOTAL  EXTIRPATION  OF  THE  UTERUS  FOR  MYOFIBROMA 
COMPLICATED  BY  PREGNANCY.' 


CHARLES  N.  SMITH,   M.D., 

Gynecologist  to  St.  Vincent  Hospital, 

Toledo,  Ohio. 


(With  one  illustration.) 


W.  D.,  27  years  of  age  and  married,  was  seen,  in  consultation 
with  Dr.  W.  D.  Stewart,  April  Stli,  1894.  Her  menstrual  his- 
tory, so  far  as  it  gave  evidence  of  an  abnormal  growth  of  the 
uterus,  was  decidedly  negative.  Menstruation  first  occurred  at 
the  age  of  17,  and,  except  during  pregnancy,  has  recurred  at  regu- 
lar monthly  intervals.  The  duration  of  the  flow  has  been  quite 
uniformly  seven  days,  and  the  quantity  has  never  been  profuse. 
Three  and  one-half  years  ago  she  was  delivered,  after  a  normal 
labor,  of  a  living  child  at  full  term.  In  February,  1893,  she  had 
a  miscarriage  at  the  sixth  month,  labor  lasting  but  a  few  hours. 
Since  this  miscarriage  she  has  occasionally  experienced  an  ill- 
defined  feeling,  as  of  a  body  moving  from  side  to  side  in  the 
pelvis  and  lower  abdomen.  The  last  menstrual  period  began 
December  21st  last  and  continued  for  seven  days.  Six  weeks 
after  the  cessation  of  menstruation  morning  sickness  became 
quite  marked  and  slight  tenderness  of  the  breasts  was  noticed. 
About  four  weeks  after  menstruation  she  detected  a  hard  mass 
in  the  left  iliac  region,  which  continuously  and  rapidly  increased 
in  size.  Pain,  usually  mild,  but  occasionally  severe,  was  quite 
constant  in  the  lower  abdomen.  The  feet  and  legs  became 
slightly  edematous. 

The  patient  was  of  slight  figure,  weighed  about  one  hundred 
pounds,  was  five  feet  in  height,  and  after  removal  of  the  tumor 
measured  but  nine  inches  between  the  anterior  superior  iliac 
spines.  Examination  showed  the  lower  abdomen  uniformly  dis- 
tended by  a  hard,  immovable  tumor  of  the  uterus  completely  fill- 
ing the  pelvic  cavity  and  extending  to  within  a  finger's  breadth 
of  the  umbilicus.  Above  the  hard  mass,  and  connected  with  it 
'  Read  before  the  Ohio  State  Medical  Society,  May  17th,  1894. 
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l>y  a  broad  base,  was  a  somewliat  movable,  fluctuating  tumor, 
readily  appreciable  by  the  eye,  entirely  to  the  left  of  the  median 
line,  extendini;  upward  to  the  ribs  and  backward  into  the  loin. 
The  lower,  hard  tumor  was  extremely  sensitive  to  pressure,  while 
tlie  upper,  fluctuating  one  was  so  to  but  a  slight  degree.  The  os 
uteri,  Arm  and  patulous,  was  high  up  in  the  left  lateral  vaginal 
fornix. 

A  diagnosis  of  uterine  myofibroma  complicated  by  pregnancy 
was  made.  The  fluctuating  tumor  was  believed  to  be  either, 
first,  a  fibrocyst  of  the  uterus ;  second,  the  fetal  cavity  ;  or,  third, 
an  ovarian  cyst  carried  up  by  the  enlarging  uterus. 

Considering  the  high  mortality  attending  pregnancy  associated 
with  hard  tumors  of  the  uterus,  a  total  extirpation  of  the  tumor 
and  uterus  was  advised  and  the  patient  taken  to  St.  Vincent 
Hospital  on  the  following  day.  Owing  to  the  small  size  of  the 
patiPiUt's  abdomen,  which  was  even  then,  at  the  fourth  month  of 
pregnancy,  greatly  distended,  it  was  not  thought  advisable  to 
allow  the  patient  to  go  to  full  term  and  to  then  subject  her  to  a 
Porro  operation. 

April  11  til  the  abdomen  was  opened  by  a  long  incision  and 
the  tumor  turned  out  of  the  cavity.  Examination  showed  the 
lower  portion  to  be  hard,  smooth,  and  uniform  in  outline.  From 
two  thirds  of  its  upper  surface  sprang  a  soft,  fluctuating  tumor 
into  which  both  Fallopian  tubes  opened.  The  ovaries  were  seem- 
ingly healthy.  The  tubes  and  broad  ligaments  were  greatly  elon- 
gated and  lifted  upward  as  in  normal  pregnancy.  The  length  of 
the  entire  tumor  was  nearly  double  its  greatest  width.  No  fetal 
mass  could  be  made  out  on  examination  of  the  cystic  portion  of 
the  tumor,  and  the  question  at  once  arose  as  to  the  location  of  the 
fetus.  While  it  was  scarcely  ])elieved  that  the  lower,  hard  mass 
was  a  normal  pregnant  uterus  at  the  fifth  or  sixth  month,  the 
possibility  of  such  being  the  case,  and  that  menstruation  might 
have  occurred  once  or  twice  after  conception,  was  taken  into 
consideration.  To  determine,  if  possible,  whether  the  upper 
enlargement  was  a  fibrocyst  or  the  fetal  cavity,  an  aspirating 
trocar  was  passed  through  its  anterior  wall  and  its  cavity  until 
the  point  could  be  detected  by  a  finger  placed  on  the  posterior 
wall.  Not  a  drop  of  amniotic  fluid  was  obtained — simply  blood. 
Hemorrhage  from  the  puncture  was  quite  free,  necessitating  the 
insertion  of  a  silk  stitch  for  its  control.  It  was  then  believed 
that  the  fetus  lay  in  the  lower  portion  of  the  tumor  and  that  the 
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upper  portiou  was  a  telangiectatic  or  cavernous  myoma.  Be- 
lieving that,  if  such  was  the  case,  it  was  better  policy  to  allow 
the  pregnancy  to  continue  under  close  supervision,  bringing  on 
a  miscarriage  if  the  necessities  of  the  case  required,  the  tumor 
was  replaced  within  the  abdomen  and  the  incision  closed.  Had 
amniotic  fluid  been  obtained  by  the  puncture,  the  entire  mass 
would  have  been  at  once  removed.  The  exploratory  incision, 
the  handling  of  the  tumor,  and  the  puncture  and  suture  of  its 
upper  portion  produced  no  subsequent  results. 

On  more  deliberate  consideration  of  the  case  than  was  possible 
with  the  patient  on  the  table  and  her  abdomen  open,  I  became 
satisfied  that  the  lower  portion  of  the  mass  was  entirely  a  new 
growth  within  the  uterine  wall,  and  that  the  fetus  lay  in  the 
upper  or  cystic  portion.  Strong  color  was  given  this  view  by 
the  fact  that  both  tubes  opened  into  the  latter.  I  then  an- 
nounced to  my  associates  my  determination  to  reopen  the  abdo- 
men and  remove  the  entire  structure  as  soon  as  the  first  incision 
should  have  united. 

A  sound  was  then  passed  into  the  uterus,  a  procedure  which 
was  not  considered  advisable  prior  to  the  exploratorj-  operation. 
It  entered  six  inches  before  meeting  with  the  slightest  obstruc- 
tion. ]S"o  attempt  was  made  to  pass  it  further  because  of  the 
danger  of  inducing  a  miscarriage,  which  would  have  been  most 
undesirable. 

A  few  days  later,  while  looking  up  the  very  meagre  literature 
of  this  comparatively  rare  condition,  I  found  the  reports  of  two 
quite  similar  cases.  One  of  these  was  reported  by  Munde  in 
the  Transactions  of  the  American  Gynecological  Society  for 
1SS4-,  and  the  other  by  Ludlam  in  the  Ciinique  of  April  15th, 
1894.  Both  cases  were  parallel  ones  with  mine,  in  that  a  hard 
tumor  was  situated  in  the  lower  zone  of  the  utCrus,  while  the 
fetus  occupied  a  cyst-like  cavity  above  the  tumor. 

Total  extirpation  was  performed  April  26th.  Although  I 
would  not  commend  as  a  routine  practice  the  combined  method 
of  operation,  it  was  adopted  in  this  case,  the  uterus  being  cut 
free  from  its  vaginal  attachment,  the  bladder  separated  from  the 
uterus,  and  the  uterine  arteries  clamped  prior  to  opening  the 
abdomen,  thus  considerably  shortening  the  time  offexposure  of 
the  abdominal  contents.  The  abdominal  incision  was  made 
through  the  scar  from  the  first  operation.  Although  but  fifteen 
days  had  elapsed  since  the  exploratory  operation,  the  union  of 
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the  fibrous  structures  of  the  linea  alba  was  aniforinly  firm  and 
complete.  A  few  soft  shreds  of  the  catgut  which  had  been 
employed  in  closing  the  incision  were  found  still  unabsorbed. 
The  peritoneum  was  adherent  to  the  tumor  for  less  than  one-half 
oi  an  inch  on  each  side  of  the  incision  for  about  one-half  of  its 
li'iigth.  These  slight  adhesions  were  readily  separated  without 
hemorrhage.  The  upper  portion  of  the  tumor  was  covered  by 
the  omentum,  which  at  one  point  only  was  adherent  to  the  line 
of  incision,  necessitating  separation  and  the  ligation  of  a  bleed- 
ing vessel.     At  no  other  point  were  there  adhesions  between  the 


Posterior  view  of  tumor.    1.  os  uteri  ;  U,  wall  of  fetal  cavity  ;  3,  placenta;  4,  right  tube 
and  ovary. 


tumor  and  contiguous  structures.  The  condition  of  the  silk 
stitch  which  had  been  inserted  to  control  hemorrhage  at  the 
point  of  puncture  at  the  first  operation  strikingly  illustrated  the 
iniiucuousness  of  aseptic  silk  in  the  tissues.  It  was  completely 
covered  over  by  a  layer  of  organi/jed  lymph,  so  like  in  its  ap- 
pearance to  the  peritoneum  that  it  seemed  as  though  the  stitch 
must  have  been  buried  beneath  the  peritoneum  w^ithout  wound- 
ing that  structure.  No  adhesions  to  the  overlying  omentum 
had  formed  at  that  point.  Both  portions  of  the  tumor,  but  es- 
pecially the  upper,  had  markedly  increased  in  size,  necessitating 
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an  incision  eight  inches  in  lentrtli,  fnlly  two  inches  longer  tlian 
had  been  required  fifteen  days  before. 

Having  turned  the  tumor  out  of  the  abdomen,  the  patient 
was  placed  in  the  Trendelenburg  posture,  the  ovarian  arteries 
ligated,  an  incision  through  the  peritoneum  made  across  the 
anterior  surface  of  the  tumor  one  and  one-half  inches  above  the 
bladder,  and  one  at  a  corresponding  level  across  the  posterior 
surface.  Sejmration  of  the  peritoneum  from  the  tumor  was 
then  completed,  the  broad  ligaments  divided,  and  the  tumor 
lifted  away.  Tlie  uterine  arteries  were  ligated,  the  clamps  re- 
moved, and  the  ligatures  carried  into  the  vagina,  which  was 
packed  from  above  with  iodoform  gauze.  With  the  exception 
of  the  ligatures  on  the  ovarian  arteries,  all  were  so  placed  as  not 
to  include  peritoneum  within  their  grasp.  The  ligatures  on  the 
ovarian  arteries  were  cut  short.  The  edges  of  the  peritoneal 
flaps  which  had  been  separated  from  the  anterior  and  posterior 
surfaces  of  the  tumor  were  brought  into  apposition  by  a  con- 
tinuous Lembei  t  suture  of  catgut,  completely  shutting  off  the 
vagina  and  leaving  all  stumps  with  their  ligatures  below,  and 
outside  of,  the  peritoneal  cavity,  with  the  exception  of  the 
stumps  of  the  ovarian  arteries.  A  fold  of  peritoneum  was 
stitched  over  the  raw  surfaces  of  these  stumps,  leaving  no  raw 
surface  within  the  peritoneal  cavity.  The  cavity  was  sponged 
dry  and  closed  without  irrigation  or  drainage.  Tlie  tumor 
weighed  eight  pounds. 

The  patient  made  a  perfectly  smooth  and  uneventful  recov- 
ery, without  hemorrhage,  tympanites,  or  fever.  The  bowels 
were  moved  on  the  second  day.  The  vaginal  packing  was 
changed  on  the  second  day,  and  daily  thereafter  until  closure  of 
the  vaginal  vault  had  occurred.  The  abdominal  stitches  were 
removed  on  the  eleventh  day,  the  incision  having  healed  by  pri- 
mary union  throughout. 

The  serous  discharge  through  the  vagina  was  profuse  for  the 
first  twenty-four  hours,  illustrating  one  of  the  cardinal  advan- 
tages of  total  extirpation — namely,  free  drainage,  to  which,  I 
believe,  are  largely  due  the  remarkably  smooth  recoveries  seen  in 
so  large  a  proportion  of  the  cases  of  total  extirpation. 

1931  FUANKLIN  AVENUE. 
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PREGNANCY  FOLLOWING  VENTRAL  FIXATION  OF  TIIK 

UTERUS. 


HELENA  GOODWIN,   M.D., 
Philadelphia.  Pa. 


^Irs.  H.,  fet.  23,  came  to  my  clinic  at  the  West  Philadelphia 
Hospital  for  "Women,  October  3d,  1891,  complaining  of  irregular 
and  painful  menstruation,  pain  in  back  and  thighs,  with  occa- 
sional attacks  of  diarrhea. 

Upon  pelvic  examination  the  perineum  showed  evidence  of 
repair;  the  cervix  was  far  back  to  the  left,  with  scar  tissue 
extending  well  up  on  the  left  side  ;  the  uterus  was  attached  to 
the  anterior  abdominal  wall  in  a  condition  of  anteversion,  with 
flexion  of  the  cervix.     There  was  a  thickened  abdominal  scar. 

She  gave  the  following  history  :  Her  girlhood  was  ordinarily 
healthy;  she  menstruated  normally  at  12.  She  stood  in  a  store 
for  two  years  before  her  marriage  at  15.  Her  first  child  was  born 
nine  months  after  marriage ;  normal  labor.  On  the  third  day 
of  the  lying-in  she  had  an  attack  of  "inflammation,  "  which 
speedily  subsided.  From  this  time  she  was  subject  to  attacks  of 
diarrhea.  Her  second  child  was  born  two  years  later,  and  on 
the  third  day  she  had  "inflammation  "  as  before.  The  attacks 
of  diarrhea  were  so  troublesome  after  this  that  she  was  confined 
to  bed  for  some  weeks  when  her  baby  was  three  months  old. 
The  third  child  was  born  fourteen  months  after  the  second. 
The  diarrhea  was  annoying  still,  and  her  recovery  after  this 
labor  was  so  slow  that  early  in  1SS9  she  went  to  the  Ken.sing- 
ton  Hospital  for  Women,  where  Dr,  Howard  A.  Kelly  operated 
upon  both  cervix  and  perineum.  The  uterus  was  then  large 
and  was  retroflexed.  This  retroflexion  continuing.  Dr.  Kelly 
endeavored  to  fasten  the  uterus  anteriorly  by  passing  a  silver 
suture  through  the  body  and  the  anterior  abdominal  wall.  This 
was  unsuccessful,  though  repeated  twice.  In  the  autumn  of 
1889  an  abdominal  section  was  done  by  Dr.  Kelly  at  the  Johns 
Hopkins  Hospital,  Baltimore.  Two  silk  ligatures  were  passed 
about  the  ovarian  ligaments  on  each  side,  bringing  the  uterus 
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into  anteflexion.  The  left  ovary  was  loosened  from  its  adhe- 
sions, and  some  varicose  veins  were  li^jated  in  each  broad  liga- 
ment. The  patient  has  a  vague  idea  of  the  time  immediately 
following  this  operation  ;  she  knew  that  she  had  fever  and  pain. 
When  she  became  conscious  of  her  surroundings  again  she  saw 
that  the  abdominal  wound  was  dressed  each  day.  She  returned 
to  Philadelphia  after  six  weeks.  Several  months  later  two  liga- 
tures were  discharged  from  an  abscess  in  the  abdominal  wall. 
The  patient  was  much  improved  by  the  operation,  and  suffered 
no  discomfort  from  the  uterine  fixation,  except  inability  to  sleep 
on  her  back  owing  to  the  feeling  of  stretching  in  the  scar. 

This  patient  visited  my  clinic  at  intervals.  On  May  17th, 
1893,  she  came  complaining  of  delayed  menstruation,  her  last 
period  being  April  5tli,  I  did  not  see  her  again  until  October 
4th,  1893,  when  the  uterus  had  risen  to  two  fingers'  breadth 
below  a  pouting  umbilicus.  The  development  was  taking  place 
in  the  posterior  wall,  as  the  anterior  wall  was  firmly  held  to  the 
abdominal  scar,  and  the  abdomen  was  thus  very  large  and  pen- 
dulous. The  cervix  was  far  back  and  high  up.  The  veins  of 
left  thigh,  of  vulva  and  vagina,  were  very  prominent,  and  the 
discoloration  of  vulva  and  vagina  was  most  marked  ;  pain  in  the 
left  side  was  continuous,  and  there  was  a  sense  of  stretching  in 
the  incision.  Dr.  Anna  E.  Broomall  saw  her  at  this  time,  but 
did  not  favor  the  induction  of  labor.  I  did  not  see  her  again 
until  January  8th,  1894,  as  she  had  intended  to  have  another 
physician  in  ber  confinement. 

The  abdomen  was  then  greatly  distended,  resting  partially 
upon  the  thighs  instead  of  the  pelvis.  The  uterus  was  still 
held  to  the  abdominal  attachment  in  front,  but  the  posterior 
wall  was  stretched  and  thinned,  and  there  was  an  apparent  over- 
abundance of  amniotic  liquid.  The  long  diameter  of  the  uterus 
was  from  side  to  side  instead  of  from  above  downward.  The 
veins  of  vulva,  vagina,  and  thi^h  were  still  more  swollen  and 
painful,  and  the  cervix  was  long,  very  high  up,  and  far  back  to 
the  left ;  it  admitted  one  finger,  but  no  presenting  part  could  be 
felt.  Fetal  movements  were  active,  the  position  being  usually 
transverse,  though  varying  from  day  to  day.  Dr.  Broomall  and 
Dr.  Ida  E.  Richardson  saw  her  with  me  later.  Dr.  Broomall 
advised  the  continuous  use  of  a  tight  abdominal  binder,  and  was 
still  of  the  opinion  that  the  patient  could  deliver  herself,  believ- 
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iiig  that  when  the  amniotic  liquid  was  lessened  in  amount  the 
fetus  would  be  forced  into  the  proper  axis  for  descent. 

From  this  time  on  the  patient  had  irregular  pains,  January 
16th.  1S94,  at  1  a.m..  there  was  a  sudden  copious  discharge  of 
amniotic  liquid  stained  with  meconium;  the  uterine  contractions 
were  decided  and  frequent,  and  the  breech  presented  frankly. 
The  cervix  dilated  fairly  well  with  mechanical  aid.  The  ab- 
dominal binder  facilitated  the  descent  of  the  fetus.  The  patient 
complained  bitterly  of  pain  in  the  left  side  and  the  abdominal 
incision,  lying  with  difficulty  anywhere  except  on  the  left  side. 

Dr.  Richardson  gave  me  most  valuable  assistance  during  the 
labor,  but  in  spite  of  this  the  child  was  not  delivered  until  beyond 
resuscitation.  It  was  a  large,  well-formed  male.  The  placenta 
was  delivered  normally  ;  a  slight  perineal  tear  was  repaired. 
The  after-pains  were  severe  and  long-continued,  and  there  was 
extreuie  tenderness  over  uterus  and  in  left  side.  Catheteriza- 
tion was  necessary  for  two  days. 

On  the  third  day  she  had  a  chill  followed  by  a  temperature  of 
103.8°.  A  second  chill  followed  two  days  later,  and  the  tem- 
perature rose  to  105.4°  that  night.  Curetting,  intrauterine 
douches,  packing  with  iodoform  gauze,  poultices,  quinine  and 
asafetida  in  suppositories,  were  used.  Very  little  whiskey  was 
given.  There  was  no  nausea  or  vomiting,  though  an  acute  cys- 
titis followed  the  use  of  turpentine  stupes  for  two  hours.  Her 
appetite  was  fairly  good  throughout.  The  vagina  and  vulva 
were  soon  covered  with  ulcers,  which  never  had  a  very  bad 
appearance  and  yielded  readily  to  painting  with  equal  paits  of 
tincture  of  iodine  and  tincture  of  ferric  chloride. 

Drs.  Richardson  and  Broomall  both  saw  her  with  me  from 
time  to  time. 

The  temperature  never  rose  so  high  after  the  intrauterine 
douching  and  packing.  The  packing  was  very  difficult,  owing  to 
the  position  of  the  cervix  from  the  fixation  of  the  body.  The 
intrauterine  treatment  was  discontinued  on  the  fourteenth  day. 
Her  first  period  came  February  23d.  February  6th  I  had 
noticed  an  enlargement  of  the  tube  on  the  right ;  this  was  not 
painful.  At  this  first  period  it  emptied  and  a  well-marked  tumor 
appeared  on  the  left,  easily  outlined  through  the  loose  abdomi- 
nal wall.  The  uterus  was  firmly  held  to  the  abdominal  wall  in 
front. 

Her   condition    varied   little    until    May   1st,  when   she  was 
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admitted  to  the  West  Philadelphia  Hospital  for  Women.  Her 
daily  temperature  varied  from  98.6°  to  100°  or  102°,  seldom  be- 
ing normal  all  day.  Occasional  attacks  of  acute  pain  in  the  left 
side  were  preceded  by  chilly  sensations  and  followed  by  a  tem- 
perature of  103°.  There  was  a  feeling  of  obstruction  in  the 
rectum. 

May  7th  a  section  was  done  by  Dr.  Anna  E.  Broomall. 

The  uterus  was  firmly  held  to  the  anterior  abdominal  wall;  it 
was  large  and  not  separable  from  the  firm,  hard  mass  on  the  left. 
This  mass  had  pushed  up  the  pelvic  peritoneum  and  was  firmly 
adherent  in  all  directions  ;  its  upper  border  was  on  a  level  with 
the  anterior  superior  iliac  spine  ;  there  was  no  point  of  soft- 
ening, and  it  was  apparently  a  mass  of  exudate.  It  was  not 
disturbed.  The  right  tube  and  ovary  were  removed  ;  the  tube 
contained  some  blood  and  the  ovary  was  very  friable.  Her  re- 
covery was  uneventful  except  a  complaint  of  pain  in  the  right 
side.  May  25th  the  right  side  was  found  to  contain  a  mass  of 
exudate  extending  outward  from  the  uterus  in  the  position  of 
the  tubs  and  ovary  which  were  removed  ;  this  had  disappeared 
six  weeks  later.  Dr.  Anna  P.  Sharpless  has  kindly  translated 
for  me  Sanger's  report  in  the  CentralUatt  fiir  Gynakologie 
{xv.,  1891,  pages  305-315).  Sanger  operated  nineteen  times,  re- 
moving adnexa  fourteen  times : 

Case  I. — Multipara.  Had  borne  four  living  children  and  had 
one  miscarriage  prior  to  operation.  She  conceived  two  years 
after  operation,  in  1889.  Pain  in  incision,  and  lack  of  develop, 
ment  in  long  diameter  of  uterus,  followed.  She  aborted  at  six 
months,  fetus  corresponding  to  three  months.  Six  weeks  later 
uterus  lay  anteverted  as  before.  She  conceived  again  in  1890. 
Delivered  in  1891  of  a  dead  child  by  version.  Her  physician 
reported  much  suffering  in  the  latter  part  of  the  pregnancy  from 
loss  of  appetite,  pain  in  abdomen  and  back.  Vertex  had  pre- 
sented. She  had  fever  before  the  pains  began.  The  labor  was 
very  slow  in  coming  on,  no  engagement  of  the  head,  and  a  poor 
pulse,  with  a  temperature  of  102.1°.  The  temperature  rose  to 
104.9°  one-half  hour  after  delivery  by  version,  the  rise  being 
preceded  by  a  chill.  The  temperature  fell  after  twenty-four 
hours.  Normal  recovery.  Uterus  freely  movable,  yet  fixed 
anteriorly. 

The  other  pregnancies  reported  were  normal.  Gottschalk  re- 
ports one  case  which  aborted  at  three  months.     The  membranes 
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were  removed.     The  uterus  was  held  to  the  anterior  wall  after 
recovery. 

Olsliansen  saw  Kaltenbach's  case  in  which  pregnancy  termi- 
nated normally  one  and  one-half  years  after  operation.  The 
adhesions  were  loosened  during  pregnancy,  though  the  uterus 
remained  anteverted. 

Klotz  operated  sixty-two  times  and  reports  Uvo  normal  births. 

Leopold  reports  twenty  cases  of  ventral  fixation,  eight  cases 
adnexa  not  removed,  two  normal  labors  ;  uterus  normal  position 
afterward,  adhesions  present. 

Rontier  reports  one  normal  labor  following  fixation. 

Flaischlen,  Kleinvvachter,  Pozzi  and  Ferrier  of  Paris,  and 
Laroyenne  of  Lyons  also  report  cases. 

Sinclair,  in  the  Medical  Chronicle^  April,  1894,  reports  one 
normal  labor  and  two  pregnancies  following  ventral  fixation, 
and  concludes  that  when  pregnancy  does  occur  after  this  opera- 
tion there  are  no  unusual  phenomena  during  pregnancy,  par- 
turition, or  puerperium. 
3926  Chestnut  street. 
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THREE  CASES  OP  NEPHRITIS  *IN  PREGNANCY. 


FREDERICK  A.  McGREW,   M.D., 
Resident  Physician.  Cook  County  Hospital ;  Instructor  in  Physiology,  Rush  Medical  College. 


(With  one  chart.) 


Placental  Hemorrhage  in  Nephritis  ;  Iligh  Temperature. — 
Mary  S.,  aged  18,  a  primipara,  was  admitted  into  the  service  of 
Dr.  Ballard  during  the  afternoon  of  February  .5th,  1894.  My 
attention  was  called  that  evening  to  the  fact  that  she  was  hav- 
ing pains,  apparently  not  child-bearing  in  character.  Her  his- 
tory was  taken  at  once,  and  was  as  follows :  The  family  history 
was  negative.  She  was  a  healthy-appearing  Hungarian  woman, 
and,  except  for  trouble  with  menstruation,  had  never  been  sick. 
Menstruation  had  begun  at  14,  appeared  twice,  was  painful, 
then  ceased  for  three  months.  Also,  eighteen  months  previ- 
ous to  her  admission  to  the  hospital  there  had  been  cessation  of 
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meiistrintioii  for  three  months,  with  pain,  headache,  backache, 
and  malaise  monthly.  Her  menses  had  always  been  irregular 
and  painful,  and  had  appeared  last  on  June  7th,  1893.  She  be- 
lieved her  labor  would  come  about  the  middle  of  March.  She 
had  felt  motion  first  in  November.  Her  bowels  had  l>een  evacu- 
ated regularly  once  daily,  and,  except  for  the  preceding  three 
days,  during  which  micturition  had  been  more  frequent,  her 
urine  had  been  passed  as  usual.  She  had  not  noticed  any  swell- 
ing about  the  ankles,  and  there  was  no  edema  present.  During 
the  three  daj's  before  admission  she  had  been  troubled  with 
headache,  and  complained  that  pain  in  the  legs,  thighs,  and  ab- 
domen, and  much  tenderness  on  pressure  over  all  those  regions, 
had  existed  for  the  same  length  of  time.  She  had  vomited  some 
on  the  day  of  entrance,  and  had  subjective  sensations  of  heat  as 
well.  She  now  complained  of  lumbar  and  epigastric  pains  which 
were  continuous,  also  of  pain  in  the  thighs  and  legs.  The  ute- 
rus was  undergoing  slight  contractions  irregularly.  Urinalysis 
showed  the  color  to  be  an  opaque  amber,  reaction  acid,  specific 
gravity  1.010,  and  the  nitric  acid  test  gave  a  heavy  albumin 
cloud.     A  few  granular  and  epithelial  tube  casts  were  found. 

The  fundus  uteri  was  two  centimetres  below  the  xiphoid,  in- 
clined to  the  right.  Pelvic  measurements  showed  some  increase 
in  the  external  conjugate  (twenty-two  centimetres) ;  otherwise 
these  were  normal.  Tenderness  over  the  abdomen  was  so  great 
that  nothing  could  be  ascertained  by  palpation.  Xeither  the 
position  of  the  fetus  nor  the  location  of  the  fetal  heart  was  de- 
termined, for  while  the  examination  was  in  progress  the  patient 
had  a  violent  chill  lasting  several  minutes.  Her  pulse  rose  at 
a  bound  to  160,  making  it  impossible  to  difiierentiate  the  fetal 
heart  tones.  Her  temperature,  taken  shortly  after  the  com- 
mencement of  the  chill,  was  103°  in  the  axilla ;  immediately 
retaken,  was  105°  in  the  axilla  ;  immediately  retaken,  was  107° 
in  the  axilla.  It  was  again  taken  and  the  thermometer  allowed 
to  remain  in  the  axilla  eight  minutes,  when  it  was  found  to  regis- 
ter 107.2°.  Before  her  chill  her  facial  expression  had  been  one 
indicative  of  pain  and  anxiety.  Subsequently  the  skin  was  dry 
and  hot,  but  at  12  p.m.,  three  hours  later,  she  was  perspiring 
profusely,  her  temperature  had  dropped  to  100.6°  in  the  axilla, 
and  her  pulse  was  128. 

On  the  following  day,  palpation  being  still  impossible  on  ac- 
count of   extreme  tenderness,  she    was  put  under  chloroform 
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anesthesia,  and  it  was  then  ascertained  that  the  breech  was  pre- 
senting. No  extremities  were  discoverable.  The  fetal  heart 
was  heard  best  just  below  the  umbilicus,  near  and  on  the  me- 
dian line  ;  rate,  1'28.  Placental  bruit  heard  on  the  right  side. 
At  9  P.M.  that  same  day  I  fonnd  the  woman  having  a  severe 
chill.  At  9:15  she  was  vomiting  and  the  chill  had  ceased.  Her 
skin  was  dry  and  burning  hot;  her  temperature  at  that  time,  un- 
fortunately, was  not  recorded.  A  vaginal  examination  was  now 
made,  and  the  vagina  was  found  hot,  dry,  narrow,  and  rigid ; 
the  cervix  was  soft  and  about  two  centimetres  in  length,  the  os 
admitting  only  the  tip  of  the  index  finger,  the  breech  well  up 
out  of  reach.  On  the  next  day,  February  7th,  she  complained 
still  of  very  severe  and  constant  abdominal  pain,  and  her  tem- 
perature at  1:30  P.M.  was  102°  in  the  axilla.  She  had  not  slept. 
Facies  expressive  of  constant,  profound  suffering.  Mental  con- 
dition good.  She  was  very  restless,  tossing  constantly.  She 
could  not  bear  the  weight  of  the  fomentations  that  had  been 
ordered  to  the  abdomen.  She  was  given  one-quarter  of  a  grain 
of  sulphate  of  morphine  at  4  p.m.,  and  twenty  minims  of  tincture 
of  opium  by  mouth  at  8  p.m.  Her  bowels  had  been  opened  the 
previous  day  with  Epsom  salts,  and  she  had  had  a  saline  enema 
on  this  day  with  another  dose  of  salts.  About  3  o'clock  the 
following  morning,  being  hastily  summoned,  I  found  her  about 
to  give  birth  to  her  child.  The  breech  presented,  and  the  lower 
extremities  ascended  along  the  sides  of  the  child's  body  like  two 
splints,  forming  the  "  presentation  des  fesses "  described  by 
French  obstetricians.  This  readily  accounted  for  my  not  having 
been  able  to  find  extremities  with  the  woman  under  anesthe- 
sia. The  child,  a  male,  immediately  cried  lustily,  was  perfectly 
formed,  nearly  if  not  quite  nine  months  {?}  zifero,  of  about  the 
average  weight,  and  took  the  breast  of  another  patient  after  the 
usual  interval  of  ten  hours.  The  mother's  pain  immediately 
abated  to  a  considerable  degree,  and  she  was  able  to  rest,  though 
she  still  complained  of  slight  psun  on  the  right  side.  On  the 
third  day  after  delivery  jaundice  was  apparent,  the  conjunctivae 
being  discolored  and  the  skin  slightly  so.  Thirty-six  hours  after 
delivery  she  had  no  pain  whatever.  At  4  p.m.  on  the  day  she 
gave  birth  to  her  child  her  temperature  rose  to  102.2°.  On  the 
following  day  it  was  102°  at  the  same  hour.  The  third  day  it 
rose  to  101.8°  at  4  a.m.  and  to  101°  at  8  p.m.  Thereafter  it  neVer 
rose  much  above  100°,  and  on  the  14th  instant,  six  days  after  de- 
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livery,  it  was  normal  throughout  the  day.  The  puerperium  pro- 
ceeded without  incident  after  that  date,  and  on  the  24th  instant 
mother  and  child  left  the  hospital,  both  in  excellent  condition. 

[n  consideriuor  this  case   I  wish  to  call  attention   to  the  pla- 
centa particularly.     Its  appearance  was  perfectly  normal  except 
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over  one  area,  near  the  centre,  where  the  tissue  had  a  darker 
appearance,  and  the  placental  surface,  maternal  side,  was  cov- 
ered with  a  dark,  fibrinous,  stringy  clot.  This  area  averaged 
about  four  centimetres  in  diameter,  and  the  placental  substance 
was  blackish- brown  in  color,  as  opposed  to  the  red  of  the  normal 
tissue.     I  think  there  can  be  little  doubt   that  the  symptoms 
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were  due  to  a  demoustniblc  pathological  condition,  which  was 
either  of  the  nature  of  a  thrombosis  of  the  placental  sinuses  or 
of  a  concealed  hemorrhage  with  extravasation  into  the  placenta. 
I  am  inclined  to  the  former  view ;  but,  whether  the  one  or  the 
other,  it  makes  little  difference  so  far  as  a  recognition  of  the 
condition  is  concerned. 

xVs  to  the  cause,  the  usual  accidental  causes,  such  as  coughing, 
straining,  falling,  receiving  a  blow  or  kick,  etc.,  were  entirely 
absent.  The  only  cause  to  which  the  pathological  condition 
may  be  ascribed  was  the  existence  of  an  acute  nephritis.  So  far 
as  she  knew,  she  had  never  had  any  edema,  and  certainly  had 
none  on  examination.  But  the  urinalysis  showed  albumin  in 
large  amount  and  tube  casts. 

Summarij. — The  noteworthy  features  of  this  case  are  : 

1.  The  cause — viz.,  nephritis. 

2.  The  fact  that  at  no  time  did  open  hemorrhage  occur. 

3.  The  height  of  the  temperature,  which  I  believe  to  be 
unique  under  similar  conditions. 

Jr.  The  symptom-complex  :  chills,  vomiting,  fever,  facies  ex- 
pressive of  profound  suffering,  almost  collapse,  abdomen  tense 
and  extremely  tender,  pulse  rapid  and  weak — symptoms  a  peri- 
tonitis might  well  present. 

5.  The  insignificance  of  the  pathological  lesion  compared  with 
the  gravity  of  the  symptoms. 

6.  The  abnormal  position,  which  accounted  for  the  fact  that 
extremities  could  not  be  palpated  with  the  woman  nnder  an 
anesthetic. 

7.  The  birth  of  a  healthy,  vigorous  child,  and  the  complete 
recovery  of  the  mother. 

Induction  of  Premature  Lahor  in  Kephi'itis  Gravidarum. 
— Kate  C,  admitted  for  medical  treatment  December  12th,  1893. 
Five  months  pregnant.  Fetal  movement,  but  no  fetal  heart  tones 
discernible.  Uterus  reached  umbilicus.  History  of  swelling 
of  lower  limbs,  which  had  begun  in  the  ankles  one  week  pre- 
viously. Urinalysis  showed  both  albumin  and  casts.  Lower 
limbs  very  edematous.  Nervousness  complained  of.  She  was 
then  under  medical  treatment  until  March  5th,  1894,  at  first 
being  somewhat  improved  ;  but  later  the  edema  and  nervous- 
ness increased,  and  the  amount  of  urine  passed  in  twenty-four 
hours  steadily  diminished.  She  was  then  transferred  to  the 
care  of  the  ol)Stetrlcian,  and  the  following  additional  facts  were 
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ascertained  :  No  hereditary  tendency  traced  ;  weak  and  sickly 
since  a  child  ;  menstruation  normal,  but  followed  by  unusual 
malaise ;  a  primipara ;  last  menstruation  July  10th,  1893  ; 
motion  in  November:  mornino;  sickness  first  three  months; 
heart  and  lungs  negative;  coldness  and  marked  edema  of  the 
lower  extremities,  some  edema  of  the  abdominal  wall,  hands, 
face,  eyelids,  and  external  genitalia ;  paleness ;  nervousness 
extreme;  urine  one-half  albumin  by  bulk;  uterus  half-way 
between  umbilicus  and  xiphoid;  position,  L.  O.  A.;  fetal 
heart  tones  strong,  128  in  fre(|uency;  vagina  rigid,  small,  not 
easily  distensible  ;  cervix  partly  obliterated  ;  os  dilated  to  size 
of  ten-cent  piece.  Labor  induced  by  introduction  of  a  solid, 
flexible  bougie  for  distance  of  about  twelve  centimetres  between 
the  membranes  and  uterine  wall,  packed  around  in  vagina  with 
sterilized  iodoform  gauze.  Previous  antiseptic  preparation  of 
the  parts  to  render  field  sterile.  Bougie  introduced  at  4  p.m. 
March  6th;  patient  rested  easily,  but  complained  of  some  pain 
in  the  back.  Examination,  10:80  p.m.  March  7th,  showed  head 
almost  to  perineal  floor;  os  dilated  to  size  of  a  dollar  ;  cervix 
thin,  easily  distensible.  Labor  came  on  shortly  afterward,  and 
the  babe  was  born  at  6:30  a.m.  March  8th.  No  anesthetic  was 
used  at  any  time.  The  membranes  ruptured  spontaneously  at 
6  A.M.  The  bougie  was  then  removed,  although  it  might  just 
as  well  have  been  removed  some  time  previously.  The  babe 
on  birth  cried  lustily,  had  been  about  eight  months  in  tUero, 
aud  subsequently  thrived  well.  The  mother's  condition  in 
puerperium  was  all  that  could  be  desired.  No  temperature. 
The  edema  disappeared  rapidly  and  the  nervousness  lessened. 
Urinalysis  showed  a  steadily  diminishing  amount  of  albumin. 
The  patient  was  discharged  April  3d  with  her  babe,  both  in 
excellent  condition. 

Puerperal  Eclampsia  ;  Rapid  Manual  Dilatation  of  the  Os  ; 
Forceps  Deli-very. — Mrs.  Cora  T.  came  into  the  service  of  Dr. 
Ballard  on  the  night  of  January  4th,  1894.  She  was  brought  to 
the  hospital  about  1:30  a.m.  in  a  comatose  condition.  She  had  a 
characteristic  eclamptic  attack  in  the  examining  room.  What 
history  of  the  case  could  be  obtained  was  meagre  as  to  details, 
but  it  was  obtained  from  Dr.  Stout,  who  brought  her  to  the 
hospital,  that  her  first  convulsion  occurred  about  10  o'clock  the 
previous  evening.  He  was  called  and  found  her  in  a  condition 
of  coma,  from  which  she  had  never  roused.     She  was  pregnant, 
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a  priinipara,  about  22  years  of  age,  and  luul  expected  to  l)e  con- 
fined in  about  one  inontb.  Tbe  attack  had  come  upon  her 
suddenly  and  ujiexpectedly ;  no  labor  pains  had  preceded  the 
first  attack.  Catheterization  had  secured  a  teaspoonful  of  urine 
heavily  loaded  with  albumin.  She  had  three  more  convulsions 
before  beinor  brought  to  the  hospital. 

AVTien  I  first  saw  the  patient  she  had  had  an  alcohol  sweat 
and  a  hypodermic  of  pilocarpine,  and  the  attacks  were  being 
controlled  by  chloroform.  She  was  in  continuous  coma,  with 
convulsions  at  intervals  of  only  a  few  moments,  increasing  in 
frequency  and  severity.  She  had  some  edema  of  the  extremi- 
ties. Abdominal  palpation  showed  the  head  of  the  child  pre- 
senting, occiput  to  the  right.  The  fetal  heart  tones  could  be 
readily  heard  on  the  right  side  in  the  usual  locality.  The  uterus 
reached  to  within  five  centimetres  of  the  xiphoid  cartilage.  I 
detsrmined  to  perform  artificial  delivery. 

The  woman  was  kept  under  chloroform  (of  which,  by  the  way, 
it  took  a  very  large  amount  to  control  the  attacks)  and  prepared 
for  operation.  She  was  put  in  the  lithotomy  position,  and 
examination  showed  the  os  dilated  to  barely  admit  the  end  of 
the  index  finger,  the  cervix  soft  and  only  partly  obliterated,  the 
head  well  down  but  freely  movable  on  the  point  of  the  finger, 
and  the  membranes  unruptured.  The  uterus  contracted  some 
at  irregular  intervals,  but  not  strongly.  Ellinger's  dilator  was 
introduced  and  the  os  dilated  to  admit  the  ends  of  the  index 
fingers  of  both  hands.  The  left  hand  was  introduced  into  the 
vagina,  while  the  fingers  of  the  right  hand  could  be  passed  along- 
side to  reach  the  os  with  little  difiiculty.  The  index  fingers 
were  placed  so  that  dorsal  surfaces  were  approximated  ;  they  were 
theo  forcibly  separated,  using  the  second  phalangeal  joint,  and 
later  the  back  of  the  hand,  as  the  fulcrum  of  the  lever,  in  a 
manner  similar  to  that  used  in  tightening  a  ligature  in  a  deep 
wound.  The  middle  finger  of  the  left  hand  was  then  introduced, 
and,  when  sufficient  dilatation  had  been  accomplished  to  permit, 
the  corresponding  one  of  the  right  hand.  These  were  much 
more  effective  in  producing  dilatation  rapidly,  and  in  the  game 
manner  the  remaining  fingers  of  each  hand  were  successively 
passed  in.  Steady  outward  pressure  on  the  lips  of  the  cervix 
produced  dilatation  within  a  few  moments  sufiiciently  wide  for 
the  introduction  of  the  blades  of  the  forceps.     The  whole  pro- 
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cess  did   not  consume  more  tlian  twelve  to  fifteen   minutes  of 
time. 

Tlie  membranes  liad  been  ruptured  by  the  introduction  of  the 
dilator.  Examination  showed  the  head  with  occiput  to  the 
right  pole  of  the  transverse  diameter  of  the  inlet,  vertex  present- 
ing. Fetal  heart  sounds  unchanged.  The  long  forceps  was 
applied,  and  delivery  of  the  head  eifected  without  perineal  lace- 
ration, which  it  is  advisable  to  avoid  as  increasing  the  reflex 
irritation.  The  shoulders  were  artiticially  delivered.  The  cord, 
which  was  wrapped  once  around  the  child's  neck,  was  freed  and 
found  to  be  pulsating  strongly.  The  uterus  had  been  followed 
down  through  the  abdomen  by  one  of  my  colleagues,  and  the 
birth  of  the  child  was  followed  almost  immediately  by  the  ex- 
pulsion of  the  placenta,  which  protruded  from  the  vaginal  open- 
ing. The  cord  continued  to  pulsate  with  the  placenta  in  that 
position,  and  was  tied  before  pulsation  ceased.  Extract  of  ergot, 
half-fluidrachm,  had  been  given  hypodermically  after  the  birth 
of  the  head.  The  uterus  contracted  down  firmly  and  occasioned 
no  further  annoyance.  Hot  water  and  1 :  2000  bichloride  intra- 
vaginal  douches  were  given,  the  external  genitals  cleansed,  and 
the  woman  put  to  bed  with  the  "forlorn  hope"  that  the  convul- 
sions would  not  return.  She  never  roused  from  her  coma.  One 
and  one-half  hours  later  she  had  a  convulsion  which  I  did  not 
see,  but  it  was  reported  by  the  nurse  as  having  been  severe.  A 
few  moments  later  she  had  another ;  she  was  then  put  under 
chloroform,  copious  perspiration  induced  by  an  alcohol  sweat, 
and  she  was  given  per  rectum  chloral  hydrate,  potassium  bro- 
mide, and  sodium  bromide,  of  each  thirty  grains,  repeated  in 
three  hours,  and  it  was  found  necessary  to  again  repeat  it  in 
three  hours  more.  She  never  became  quiet  for  longer  than  a 
few  moments,  seemed  always  on  the  verge  of  an  eclamptic 
attack,  and  it  was  found  necessary  to  use  chloroform  at  intervals 
throughout  the  day.  She  was  catheterized  every  six  hours,  and 
about  five  ounces  of  urine  were  obtained  at  the  last  catheteri- 
zation. Her  temperature  never  rose  higher  than  102.4°  in  the 
axilla.  Her  pulse  character  changed  about  12  o'clock  the  fol- 
lowing evening,  and  she  died  exactly  twenty-four  hours  after 
entrance,  her  coma  never  having  been  broken.  Unfortunately 
no  post-mortem  could  be  obtained.  The  child  was  removed  by 
relatives  on  the  second  day,  and  was  at  that  time  in  vigorous 
condition  ;  nothing  has  been  learned  of  it  since. 
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CLINICAL   REPORT  OF   FOUR  CASES   OF  APPENDICITIS: 
OPERATION  AND  RECOVERY.' 


RUFUS  B.  HALL,  M.D., 
Cincinnati,  O. 


I  PRESENT  this  short  report  to-night  as  illustrating  the  differ- 
ent conditions  for  which  we  are  called  upon  to  make  operations 
for  the  relief  of  this  disease. 

Case  I. — R.  D.  H.,  a  physician  living  in  North  Liberty,  O., 
consulted  me  February  9th,  1892.  At  that  time  he  was  unable 
to  walk  from  the  effects  of  his  illness,  having  been  confined  to 
his  bed  for  several  weeks.  His  weight,  which  was  usually  two 
hundred  pounds,  had  fallen  to  about  one  hundred  and  forty 
pounds.  He  was  just  recovering  from  his  fifth  attack  of  appen- 
dicitis within  eight  months,  each  confining  him  to  his  bed  for 
from  a  few  days  to  two  or  three  weeks.  He  had  the  usual 
symptoms  of  appendicitis,  with  well-marked  induration  in  the 
region  of  the  appendix,  with  tenderness  and  pain  upon  pressure, 
which  had  never  entirely  disappeared  after  the  first  attack  in 
June,  1891.  He  had  been  able  to  practise  medicine  between 
the  attacks,  but  always  with  some  discomfort  in  that  region. 
During  these  attacks  he  suffered  greatly  from  irritability  of  the 
stomach  and  nausea;  this  was  so  marked  he  was  unable  to  take 
any  except  liquid  food,  and  that  in  small  quantities.  For  three 
weeks  his  stomach  was  unable  to  retain  more  than  an  ounce  of 
the  blandest  nourishment  at  a  time.  His  food  was  practically 
limited  to  milk  and  lime  water.  During  his  last  attack  he  saf- 
fered  greatly,  requiring  morphine  for  the  relief  of  the  pain. 
He  was  brought  to  the  city  and  entered  ray  private  hospital,  at 
that  time  being  unable  to  straighten  his  right  leg  on  account  of 
the  pain  it  caused  in  his  abdomen.  His  temperature  was  nor- 
mal, his  pulse  112. 

After  a  thorough  examination  operation  was  advised  and 
made  February  12th.  There  were  present  at  the  operation,  be- 
sides mj  assistants.  Dr.  W.  W.  Pennell,  of  Fredericktown,  O., 
'  Read  before  the  Obstetrical  Society  of  Cincinnati,  June  28th,  1894. 
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and  Dr.  Edwin  Rieketts,  of  this  city.  Upon  opening  the  abdo- 
men  the  adhesions  were  found  to  be  extensive  and  very  firm,  and 
it  was  with  considerable  difficulty  that  the  appendix  w^as  found. 
There  was  no  pus  present,  but  the  appendix  contained  live  for- 
eign bodies  about  the  size  and  appearance  of  grape  seeds  ;  af- 
ter careful  examination  these  were  determined  to  be  concretions. 
He  made  a  prompt  and  complete  recovery,  returning  home 
March  18th.  Within  three  months  he  weighed  two  hundred 
pounds.  He  has  had  no  return  of  his  former  trouble,  and  is 
now  actively  engaged  in  the  practice  of  medicine  in  a  country 
district. 

Case  II. — Miss  E.  S,,  Columbus,  O.;  occupation,  steno- 
grapher; age,  26.  She  had  always  enjoyed  good  health  previ- 
ous to  the  present  illness,  which  came  on  in  the  night  of  Decem- 
ber 24th,  1893.  On  the  morning  of  that  day  she  left  Columbus 
to  visit  the  city  of  Cleveland  and  spend  the  Christmas  holidays 
with  a  sister  in  that  city.  She  attributed  her  attack  to  the  ride 
on  the  cars,  but  as  to  the  correctness  of  that  I  have  serious 
doubt.  Within  a  few  hours  after  the  pain  commenced  it  be- 
came so  severe  that  a  physician  was  called.  He  at  once  dia- 
gnosed appendicitis.  She  was  very  ill  for  three  days,  but  on  the 
fourth  day  the  symptoms  abated  and  he  advised  her  removal 
home.  This  was  done,  and  for  three  or  four  days  she  improved, 
but  on  January  1st  lier  temperature  again  rose  to  103°  and  on 
the  2d  to  104°.  On  the  night  of  January  4th  I  saw  the  patient 
at  her  home  with  Dr.  Rankin  and  Dr.  C.  Maris.  Her  pulse  was 
130,  temperature  varying  from  102°  to  104°,  and  a  well-marked 
induration  in  the  right  iliac  fossa;  occasional  vomiting.  Im- 
mediate operation  was  advised,  assented  to,  and  made  on  the 
following  morning.  Present  and  assisting,  Drs.  Rankin,  Maris, 
andE.  J.  Wilson, 

Upon  opening  the  abdomen  extensive  adhesions  were  found 
to  the  anterior  abdominal  wall.  These  were  carefully  separated 
toward  the  brim  of  the  pelvis  until  we  opened  into  a  cavity  con- 
taining several  ounces  of  chocolate-colored,  bad-smelling  pus. 
As  is  my  custom  in  cases  where  suppuration  is  great,  no  exten- 
sive search  was  made  for  the  appendix.  The  parts  were  care- 
fully cleansed  and  drained,  the  general  peritoneal  cavity  shut 
off  by  gauze  packing.  Upon  the  fourth  or  fifth  day  the  pus 
contained  a  slight  quantity  of  feces,  and  this  objectionable  ma- 
terial was  present  [for  the  following  ten  days.     At  the  end  of 
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f(»ur  weeks  there  was  no  indication  of  intestinal  leakage.  l>ut  it 
was  live  weeks  later  before  the  wound  was  entirely  healed.  She 
made  a  complete  recovery  and  is  now  back  in  the  office  in  the 
enjoyment  of  perfect  health. 

Case  III. — E.  M.,  aged  26,  farm  hand,  Mason,  O,  I  saw  him, 
in  consultation  with  Dr.  C.  T.  Hall,  April  12th,  1894,  wlien  the 
following  history  was  elicited:  The  patient  was  taken  suddenly 
ill,  about  ten  days  before  my  visit,  with  pain  in  the  right  side  of 
the  abdomen,  which  soon  diffused  itself  over  the  entire  al)do- 
men.  He  had  a  temperature  ranging  from  101°  to  104°  from 
the  first.  The  first  few  days  of  his  illness  the  physician  gave 
him  physic  and  thoroughly  emptied  the  intestinal  tract;  after 
that  time  he  was  given  milk  and  broths  but  no  physic.  He  had 
occasional  doses  of  morphine,  but  gradually  grew  worse.  Upon 
examination  I  found  that  the  colon  was  largely  distended  with 
feces  which  consisted  of  scybala  following  the  use  of  milk  diet, 
and  the  intestines  were  greatly  distended  with  gas.  In  the  right 
side  of  the  abdomen  the  tenderness  was  well  marked.  He  had 
been  having  chills  and  sweats  for  two  or  three  days,  with  every 
indication  of  suppuration.  An  operation  was  advised  as  soon 
as  the  bowels  could  be  emptied  of  their  contents,  which  in  this 
condition  is  not  always  easy  to  accomplish.  If  a  section  is  made 
upon  these  patients  when  the  intestine  is  distended  with  gas  and 
scybala,  they  have  but  little  chance  for  recovery.  After  re- 
peated doses  of  salines  and  many  enemata  the  bowels  were  thor- 
oughly emptied,  and  in  response  to  a  telegram,  by  previous  ar- 
rangement, I  went  to  Mason  on  the  morning  of  the  14tli  and 
made  the  operation  with  the  assistance  of  Dr.  C.  T.  Hall,  Dr. 
Hough,  of  Lebanon,  and  several  other  physicians. 

In  separating  the  firm  adhesions  to  the  anterior  abdominal 
wall  we  opened  up  the  abscess  cavity,  holding  several  ounces 
of  dark-brown,  offensive  pus  having  a  distinctly  feculent  odor. 
This  was  thoroughly  cleansed  and  drained.  At  the  upper  end  of 
the  incision  we  had  opened  freely  into  the  peritoneal  cavity. 
This  was  closed  off  with  gauze  packing  and  the  wound  dressed 
practically  as  an  open  wound.  The  patient  had  a  fecal  fistula 
for  about  three  weeks  ;  at  the  end  of  six  weeks  the  wound  was 
yjerfectly  closed.  He  is  now  doing  his  usual  work  as  a  farm 
hand  and  enjoys  good  health. 

Case  IV. — W.  W.  P.,  aged  41,  physician,  Fredericktown,  O. 
He  liad  his  first  attack  of  appendicitis  about   six  years  ago,  at 
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wliicli  time  he  was  coiitinecl  to  the  bed  for  a  few  (]a}s,  tlie  sore- 
ness remaining  a  week  or   two.     After   tliis   time    he   had  no 
tenderness  or  pain  in  this  region  until  September,  1893,  when 
lie  had  another  well-marked  attack  of  appendicitis,  confining  him 
to  bed  for  several  days,  the  soreness  and  induration  not  disap- 
pearing for  about  three,  weeks.     After  this  he  resumed  work 
until,  in  December,  he  had  a  third  attack  of  about  the  same 
duration.     In  January,  1894,  he  had  a  fourth  attack  about  like 
the  others,  but  in  March  he  had  a  very  severe  one,  confining  him 
to  bed  for  a  week  or  more,  the  pain  and  induration  not  disap- 
pearing for  about  six  weeks.     On  May  10th  he  had  the  sixth 
and  last  attack.     He  was  unable  to  work  after  that  time.     He 
consulted  me  on  June  5th,  at  which  time  he  had  a  well-marked 
induration,  the  size  of  a  small  orange,  in  the  region  of  the 
appendix,  which  was  exceedingly  sensitive  to  pressure.     He  was 
able  to  walk,  but  not  with  any  degree  of  comfort,  and  had  come 
to  the  city  to  have  the  operation  made.     The  temperature  was 
above  normal  after  the  last  attack.     For  three  months  he  had 
practically  lived  on  liquid  food.     His  weight  had  decreased  from 
one  hundred  and  tifty-seven  pounds  to  one  hundred  and  forty 
pounds.     The  operation  was  made  at  my  private  hospital  June 
7th.     Upon  opening  the  abdomen  and  separating  the  adhesions, 
which  were  firm,  we  opened  into  a  pus  cavity  holding  about  a 
half-ounce  of  pus.     The  appendix  was  crescent-shaped,  and  in 
the  hollow  of  this  crescent,  between  the  coils  of  the  intestines, 
was  the  pus  cavity.     The  appendix  was  about  the  size  of  the 
little  finger,  except  for  about  one-third  of  an  inch  just  where  it 
joins  the  colon  ;  this  was  about  a  quarter  of  an  inch  thick  and 
appeared  cartilaginous.     It  was  ligated  close  to  the  colon  and 
removed.     The  distended  portion  of  the  appendix  contained  a 
small  quantity  of  pus,  perhaps  a  half-drachm.     There  were  no 
perforations  of  the  appendix  that  could  be  determined.     This 
patient  has  made  an  easy  and  prompt  recovery  without  an  un- 
favorable symptom. 

This  patient  had  consulted  many  physicians  and  received  as 
many  opinions,  which,  I  am  sorry  to  say,  differed  very  widely. 
Even  at  the  last  of  his  illness  the  men  who  do  not  practise 
surgery  advised  delay,  but  the  men  who  do  practise  surgery 
advised  operation.  This  should  not  1)6  so.  I  think  it  is  time 
for  the  profession  to  get  together  in  their  opinion  in  cases  of 
appendicitis  requiring  operation.  There  need  be  no  doubt  about 
25 
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the  advisability  of  operation  in  recurrent  attacks  of  appendicitis, 
especially  where  they  recur  witli  frequency  and  severity,  as  they 
(lid  in  the  first  and  last  cases.  Again,  there  need  be  no  doubt 
even  if  it  is  the  first  attack,  as  in  the  second  and  third  cases, 
where  the  temperature  and  other  symptoms  plainly  indicate  the 
presence  of  pus, 
250  Elm  street. 


A  NEW  VAGINAL  SPECULUM. 


RICHARD  DOUGLAS,  M.D., 
Nashville,  Tenn. 


TriE  advantages  claimed  for  this  instrument  are :  the  patient 
need  not  lie  in  extreme  lithotomy  position,  a*com- 
fortable  posture  with  limbs  moderately  flexed  being  all 
that  is  required ;  one  assistant  can  render  all  neces- 
sary aid ;  in  violent  septic  cases  requiring  frequent 
irrigation,  the  patient  can  be  placed  on  pad  and  irri- 
gated through  this  speculum  without  moving  her  body; 
the  channel  being  very  deep,  it  conducts  the  water  out 
of  the  vagina,  and  the  escaping  fluid  does  not  l)efoul 
the  hands  of  the  assistant  holding  the  instrument ;  it 
■opens  the  vagina  wide  and  gives  ample  room  for  any 
ordinary  manipulation. 

To  use  the  instrument,  carry  the  handle  well  over 
the    pubes,   direct   tlie   blade   downward  and   back- 
ward, guided  upon    tlie   index  finger,   introduce    it 
into  the  vagina,  conduct  it  along 
the  posterior  wall   to  its  position 
behind    the    cervix.     The    nurse 
now  holds  the  instrument,  the  han- 
dle  resting  in   the   palm    of    the 
hand,  only  moderate   force  being  required  to  depress  the  peri- 
neum. 
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Stated  Meeting,  June  loth,  1894. 
The  President,  Fernand  Henrotin,  M.D.,  in  the  Chair. 
Inaugural  thesis,  by  Dr.  Nicholas  Senn  : 

THE   etiology,    PATHOLOGY,    AND   TREATMENT    OF    INTESTINAL 
FISTULA   AND    ARTIFICIAL    ANUS.' 

Dr.  F.  Byron  Robinson. — I  am  very  much  pleased  with  the 
presentation  of  the  subject  by  Dr.  Senn,  and  particularly  with 
the  conservative  position  he  takes  in  treating  these  fistulai.  I 
have  seen  a  good  many  fistulge,  and  very  few  of  them  failed 
to  close  after  the  use  of  the  probe  and  cautery.  Some,  how- 
ever, required  operation.  Dr.  Senn  did  not  mention  the  flap- 
splitting  operation  of  Collis,  which  I  have  seen  Lawson  Tait 
perform.  Tait  did  not  open  the  peritoneal  cavity,  as  the  fistulse 
came  up  against  the  abdominal  wall  and  adhesions  occurred. 
With  a  small,  sharp  scalpel  he  encircled  the  fistula,  separating 
the  mucous  membrane  and  skin.  He  used  silkworm-gut  sutures, 
as  he  does  in  his  perineal  flap  operation.  In  the  cases  in  which 
I  saw  liim  operate  the  results  were  splendid.  All  fistulne  are 
not  appropriate  for  this  operation.  I  think  the  remedies  sug- 
gested by  Dr.  Senn  are  very  good — that  is,  the  thermo-cautery 
or  nitrate  of  silver.  I  prefer  the  former.  In  using  the  cautery 
a  good  method  is  to  push  a  little  gauze  down  to  the  bottom  of 
the  fistula  before  applying  the  cautery,  to  prevent  the  danger  of 
perforation  of  the  intestine. 

The  operative  treatment  of  intestinal  fistulte  as  given  in 
literature  has  been  very  unsatisfactory.  I  have  been  convinced 
for  several  years  that  the  best  way  to  cure  them  is  by  the  slow 
conservative  method — that  is,  silver  nitrate  and  the  Paquelin 
cautery.  A  case  of  fistula  came  to  me  for  laparatomy  awhile 
ago  from  one  of  the  city  hospitals  which  was  exceedingly  bur- 
densome to  the  patient.  The  patient  was  very  much  emaciated. 
I  probed  the  fistula  at  intervals  for  about  six  weeks,  when  it 
was  closed  perfectly  and  she  had  gained  four  pounds  a  week.  I 
lost  track  of  her  four  months  afterward.  I  could  mention  a 
number  of  fistulas  which  I  have  succeeded  in  ameliorating  very 
much,  and  in  some  effected  cure,  simply  by  probing  with  a  ute- 
rine sound,  which  stimulated  granulation.  I  think  many  fistulas 
are  considered  intestinal  that  are  secondary  infection  from  the 

*  See  original  article,  p.  321. 
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tubes  affected  with  ijouorrliea.  I  have  closed  abdominal  inci- 
sions and  hermetically  sealed  them,  and  yet  six  months  after- 
ward a  listula  \vould  appear.  I  have  tried  many  methods  of 
closing  intestinal  wounds.  The  Czerny  suture,  as  I  under- 
stood it  in  Czerny's  clinic  in  Heidelberg,  included  only  the 
mucous  membrane.  The  Czerny  suture  acts  best  when  it 
draws  together  all  the  coats  of  the  bowel. 

I  want  to  study  Dr.  Senn's  paper.  It  takes  time  to  digest 
this  subject,  because  intestinal  surgery  is  not  so  frequent  as 
some  other  branches  of  surgery.  In  my  opinion  the  only  way 
intestinal  surgerv  will  ever  be  brought  into  practical  use  will  be 
through  experimentation. 

Drain  tubes  may  cause  iiistulae.  I  have  in  mind  a  curious  ex- 
perience relative  to  the"  drainage  tube  and  fistula.  About  twelve 
days  ago  I  assisted  Dr.  Waite  in  a  laparatomy.  Three  days 
after  the  operation  she  attempted  to  remove  the  drainage  tube, 
but  could  not  get  it  out.  It  was  a  Keith  glass  tube.  I  was 
called  up  to  assist  her,  and  we  found  that  a  piece  of  intestine 
had  extruded  through  one  of  the  little  holes  and  had  become 
strangulated.  I  pulled  up  the  drainage  tube  and  tied  off  and 
dropped  back  the  long  neck  of  strangulated  gut.  This  is  the 
first  time  I  ever  saw  or  heard  of  a  piece  of  intestine  going 
through  one  of  the  small  holes  in  the  Keith  tube.  The  patient 
is  doing  well.  In  the  case  of  the  drainage  tube  I  always  have 
the  nurse  occasionally  turn  the  tube  around  once  or  twice,  but 
she  must  be  cautioned  to  always  turn  it  the  same  way.  In  this 
case  I  forgot  to  tell  the  nurse,  and  she  turned  it  partly  round 
and  then  turned  it  back  again. 

Dr.  AVeller  van  Hook. — I  have  very  little  to  say  on  this  sub- 
ject, as  Dr.  Senn  has,  with  his  usual  thoroughness,  covered  the 
whole  ground  so  fully  that  not  much  is  left  to  be  said.  But  I 
wish  to  express  my  admiration  of  the  method  he  has  used  so 
successfully  in  preventing  infection  of  the  wound  in  this  opera- 
tion of  closing  large  tistul^e.  I  have  had  experience  with  only 
two  cases  ;  in  both  I  attempted  to  suture  the  opening,  and  failure 
resulted  from  lack  of  such  precautions  as  Prof.  Senn  has  used — 
that  is  to  say,  the  preliminary  transverse  suture.  Other  methods, 
however,  proved  successful.  It  would  seem  that,  with  the  close 
and  firm  transverse  suture  preliminarily  placed,  the  abdomen 
might  be  opened  almost  without  danger  of  infection  and  with 
permanent  good  results. 

Dr.  Fernaxd  Hexrotin. — Three  points  of  great  importance 
were  referred  to  by  the  essayist  of  the  evening.  First,  the 
natural  tendency  of  the  great  majority  of  these  fistulse  to  close. 
All  who  have  had  any  experience  in  intestinal  work  recognize 
that  a  large  proportion  of  these  fistulse,  by  cauterization,  disinfec- 
tion, and  the  usual  methods  employed,  will  be  cured.  Thorough 
washing  with  peroxide  of  hydrogen  is  especially  valuable  ;  I  have 
seen  a  number  of  cases  cured  quickly  and  well  by  this  agent. 
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The  seeoud  point  is  the  value  of  the  method  Dr.  Senn  has 
proposed,  and  which  I  have  not  seen  except  in  connection  with 
Dr.  Senn's  work — that  is,  the  transverse  suture.  Tlie  principle 
involved  is  the  absolute  closure  of  the  wound  in  the  intestine 
before  opening  the  general  peritoneal  cavity.  It  is  sometimes 
difficult,  on  account  of  the  character,  shape,  size,  and  position  of 
the  fistula,  to  make  a  transverse  suture.  For  example,  one  of 
the  common  intractable  forms  of  fistula  is  the  one  appearing  in 
the  region  of  Poupart's  ligament  following  an  abscess  after 
eradication  of  hernia.  In  these  cases  we  sometimes  have  a  long 
loop  of  intestine  reaching  up  to  a  little  opening  around  Pou- 
part's ligament,  and  these  listulse  may  last  an  indefinite  number 
of  years.  The  whole  fistulous  opening,  including  the  small 
tract  below  the  intestine,  should  be  permanently  closed  before 
the  general  peritoneal  cavity  is  opened.  I  have  done  two  ope- 
rations of  this  kind.  The  first  case  was  quite  successful ;  it  was 
a  recent  fistula,  apparently  in  the  upper  part  of  the  jejunum. 
A  few  weeks  after  the  hernia  had  been  reduced  an  abscess 
formed,  and  colored  fluid  taken  by  the  mouth  would  immedi- 
ately appear  at  the  opening  ;  the  patient  was  greatly  emaciated. 
In  this  case  I  was  compelled  to  reach  in  and  bring  the  intestine 
very  quickly  to  tlie  opening  in  the  middle  line,  and  in  that  way 
managed  to  operate  without  infecting  the  general  peritoneal 
cavity.  The  second  case  was  of  about  ten  years'  standing ;  the 
attachments  were  strong,  and  it  took  so  much  effort  to  loosen, 
them  that  I  tore  the  bowel  and  contaminated  the  abdominal 
cavity,  and  the  patient  died.  I  can  see  how  valuable  Dr.  Senn's 
method  would  have  been  in  this  case. 

The  third  point  of  particular  importance  is  the  absolute  value 
of  drainage  of  the  abscess.  We  are  frequently  able  to  cure  the 
fistula  by  proper  drainage  of  the  abscess.  It  seems  to  me  that 
in  this  class  of  cases,  instead  of  performing  a  laparatomy,  if  we 
make  a  vaginal  incision  and  drain  the  abscess  thoroughly  and 
properly  through  the  vagina,  the  fistulous  opening  will  speedily 
close. 

I  take  great  pleasure  in  extending  the  thanks  of  the  Society 
to  Dr.  Senn  for  his  exhaustive  paper. 

Dr.  Nicholas  Senn,  in  closing  the  discussion,  said :  I  simply 
rise  to  thank  the  members  of  the"  Society  for  the  attention  they 
have  paid  to  the  paper.  I  have  carefully  looked  up  the  subject 
of  the  suture  as  a  preliminary  to  the  operation,  but  have  found 
no  allusion  to  it  in  the  literature.  It  seemed  to  me  that  with 
the  great  mortality  attending  this  operation,  even  in  the  hands 
of  jthe  most  competent  men,  some  change  must  be  made,  and  it 
occurred  to  me  that  if  the  abdominal  cavity  were  hermetically 
sealed  and  again  disinfected  the  operation  could  be  done  under 
as  favorable  conditions  as  an  ordinary  laparatomy. 

^Dr.  Samuel  C.  Beach  presented  (by  invitation) 
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A    SELF-RETAINING    PERINEAL    RETRACTOR. 

Having  in  view  the  inconveniences  arising  from  the  use  of 
perineal  retractors  in  the  hands  of  assistants,  I  have  devised 
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and  had  made  a  self-retaining  perineal  retractor,  which  I  now 
present  to  your  notice.     The  retaining  mechanism  consists  of 


a  flat  band  of  metal,  hinged  about  the  centre  for  convenience 
in  carrying,  at  one  end  of  whicii  an  inlet  has  been  made,  the 
sides  being  approximated  by  means  of  a  screw,  thus  holding 
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firmly  any  object  placed  within  their  grasp.  The  retractor  is 
an  ordinary  perineal  retractor,  but  has  the  handle  forked  and 
turned  at  right  angles  to  the  plane  of  the  blade,  which  is  so 
bent  on  the  handle  as  to  hold  back  the  posterior  vaginal  wall 
to  the  best  advantage. 

The  retaining  bar  is  held  in  place  by  being  slipped  under  the 
body  of  the  patient,  who  lies  on  the  back  with  the  thighs  flexed 
on  the  body,  thus  making  a  fixed  point  of  attachment  for  the 
retractor,  which  slips  easily  into  the  inlet  in  the  retaining  ap- 
paratus. 

The  patient  being  in  position,  the  retaining  apparatus  (A)  in 
place  under  the  body,  with  the  end  protruding  over  the  edge 
of  the  table,  the  operator  first  slips  the  forked  handle  of  the 
retractor  (B)  into  the  inlet  in  the  retaining  apparatus,  then  with 
the  two  fingers  of  the  left  hand  spreads  the  labia  apart,  inserts 
the  blade  of  the  retractor  into  the  vagina,  and,  having  pulled 
down  the  perineum  sufficiently,  turns  the  screw  C  in  the  retain- 
ing apparatus  tightly  and  is  ready  to  begin  operating. 

This  instrument  has  been  tried  in  forty  or  fifty  cases  and  has 
been  pronounced  satisfactory.  It  is  light,  easily  handled,  simple 
in  structure,  and  easily  sterilized.  It  has  no  complicated  mech- 
anism to  get  out  of  order. 

With  this  instrument  and  a  McBride-Packard  yoke  one  can 
do  a  dilatation  and  curettement  with  only  one  assistant,  the  anes- 
thetizer,  thus  making  it  a  valuable  aid  in  those  cases  of  menor- 
rhagia  due  to  retained  placenta  in  which  the  operation  has  to  be 
done  without  delay. 

Dr.  H.  p.  Newman. — I  would  like  to  testify  to  the  efficiency 
of  this  instrument,  having  used  it,  under  Dr.  Beach's  direction, 
in  a  single  instance,  with  very  decided  advantage  over  the  old 
method  of  having  tlie  aid  of  an  incompetent  assistant.  It  cer- 
tainly is  a  great  relief  to  have  uniform  traction  kept  up  during 
the  entire  operation. 
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Meeting  of  June  l-i^th,  1894. 
Dr.  Edwin  Eicketts  read  a  paper  entitled 

EARLY   diagnosis   OF   CANCER   OF    THE     UTERUS,    WITH   TREATMENT. 

It  was  not  his  intention  to  consider  the  latest  discovery  of  a 
startling  nature  in  pathology,  but  to  consider  an  old  subject, 
trusting  that  its  discussion  might  be  fruitful  in  causing  not  a 
few  earliest  possible  diagnoses. 

We  have  cases  reported  in  which  an  early  diagnosis  of  cancer 
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of  tlie  breast  is  followed  by  a  prompt  extirpation  of  tbe  gland, 
with  iion-recnrrence  after  five,  ten,  or  more  years.  AVliyare  we 
not  to  expect  better  results  from  as  early  e.\tir])ation  of  the  can- 
cerous uterine  *>;lobe,  in  which  the  disease  is  known  to  develop 
more  slowly  than  in  any  other  portion  of  the  body  ( 

Wc,  as  operators  with  some  cause  for  complaint,  say  to  the 
general  practitioner,  who  sees  these  patients  previous  to  consult- 
ing us,  that  we  do  not  see  them  early  enough  to  allow  the  pro- 
cedure that  ])romises  the  most  in  way  of  relief,  if  not  a  cure ; 
but  the  general  practitioner  has  the  best  of  the  argument  when 
he  asks,  justly,  for  more  light — that  is,  '■^  IJoir  is  /le  to  nee  these 
cases  earlier^  and,  lohen  once  seen,  how  is  he  to  he  ahle  to  malie 
the  earliest  diagnosis  f  " 

1.  Let  him  impress  upon  the  mind  of  every  married  female 
who  may  consult  him  that  cancer  of  the  uterus  is  most  liable  to 
make  its  appearance  between  35  and  50  years  of  age ;  that  a 
leucorrhea  followed  by  a  watery  discharge  that  soon  becomes 
red  and  in  time  offensive,  staining  the  linen  a  dirty  yellowish- 
red,  are  symptoms  demanding  prompt  consultation  with  her 
family  physician. 

2.  He  should  have  at  his  command  three  common  and  yet  all- 
important  aids,  viz.,  those  of  sight,  smell,  and  touch.  With 
these  special  senses  properly  educated,  he  seldom  need  be  at  a 
loss  to  make  the  required  early  diagnosis.  He  should  not  make 
a  hurried,  casual  examination  through  unloosened  skirt  bands, 
and  attempt  to  excuse  himself  by  telling  the  patient  that  she  is 
"having  her  change  of  life"  and  will  be  all  right  soon. 

For  convenience  we  w'ill  divide  the  uterus  into  three  sec- 
tions: The  neck — that  portion  protruding  from  the  upper  end  of 
and  into  the  vaginal  tube,  which  stands  almost  erect.  The  at- 
tached portion — that  tissued  partition  that  separates  the  vaginal 
tube  from  the  abdominal  cavity.  The  fundus — that  portion  of 
the  uterus  that  lies  within  the  lower  portion  of  the  peritoneal 
cavity. 

Early  cancer  of  the  uterine  neck  can  be  seen  and  felt  without 
dilatation  of  the  uterine  canal  ;  while  cancer  beginning  in  the 
attached  or  fundal  portion  is  not  usually  recognized  until  the 
leucorrhea  and  watery  discharge  is  accompanied  by  the  smell- 
ing discharge,  unless  the  uterine  cavity  has  been  dilated  soon 
after  a  suspicious  discharge  begins. 

Cancer  beginning  in  the  cervix  spreads  rapidly  to  the  attached 
and  fundal  portion.  Beginning  in  the  attached  or  fundal  por- 
tion, it  spreads  more  slowly  to  the  neck ;  this  latter  form  is 
longer  amenable  to  treatment. 

In  the  very  early  stage  the  membrane  covering  the  suspicious 
growth  is  smooth,  while  beneath  it  and  through  it  the  sense  of 
touch  will  reveal  the  character  of  the  nodule  that  soon,  if  the 
uterus  is  allowed  to  remain,  is  to  prove  so  serious. 

In  the  early  stage  of  the  developing  nodule  the  membrane 


OBSTETRICAL   SOCIETY    OF   CINCINNATI.  393 

covering  it  is  of  a  ])ink  white,  while  that  covering  the  sur- 
rounding tissue  is  of  a  somewhat  deeper  red.  Pressure  of  any 
kind  gives  pain. 

Later,  as  the  result  of  the  hrcaking-down,  tlie  characteristic 
odor  makes  its  appearance.  With  such  a  train  of  symptoms 
present,  not  complicated  by  a  non-malignant  polyp,  cancer 
should  be  promptly  diagnosed. 

In  the  diagnosis  of  this  disease  the  microscope  has  been  dis- 
appointing, even  misleading. 

Dr.  Johnstone. — This  is  a  most  important  subject,  and  I 
know  every  one  of  you  is  sitting  here  thinking  of  cases.  I 
was  thinking  of  a  case  I  saw  years  ago,  before  such  a  thing  as 
total  extirpation  of  the  uterus  was  even  thought  of.  Had  we 
known  then  what  we  know  now,  the  life  of  that  ])atient  would 
probably  have  been  prolonged,  but  I  doubt  whether  it  would 
have  been  saved.  I  speak  of  it  to  illustrate  the  rapidity  of 
growth.  I  saw  the  case  in  ISS-i.  The  patient  was  large  and 
fleshy,  and  had  no  constitutional  symjDtoms  of  any  description, 
but  had  a  pain  about  the  uterus.  I  found  what  I  thought 
was  a  little  fibroid  of  the  uterus.  In  less  than  a  week  I  saw 
her  again  ;  she  had  a  little  hemorrhage,  and  sticking  in  the 
mouth  of  the  uterus  was  a  little  polypus.  Microscopical  ex- 
amination showed  it  to  be  cancerous.  In  less  than  three  weeks 
it  had  filled  the  cavity.  It  was  a  simple,  ordinary  carcinoma. 
The  thing  to  do  in  carcinoma  is  to  remove  it  as  clean  as  you 
can.  However,  it  is  so  insidious  that  sometimes  before  it  breaks 
down  or  there  is  any  smell  the  case  is  gone  and  you  will  find  it 
involving  the  lymphatics  and  almost  in  a  hopeless  condition.  If 
the  patient  is  a  little  stupid  and  pays  no  attention  to  herself,  the 
slight  symptoms  may  be  overlooked  and  you  will  not  be  called 
until  it  is  too  late.  That  has  been  my  experience,  and  I  suppose 
always  will  be  the  experience  of  all  of  us. 

Some  of  you  know  ray  ideas  about  carcinoma.  It  has  been  a 
fad  of  mine  for  some  time,  and  my  ideas  have  crystallized  down 
to  the  view  that  it  is  due  more  to  the  failure  of  the  trophic  nerves 
than  to  anything  else.  You  know  it  is  totally  different  from  the 
adult  tissue,  and  it  is  a  trite  saying  that  carcinoma  is  simply  a  re- 
turn to  the  fetal  state.  Years  ago  I  studied  this  in  the  lymph 
glands,  and  it  is  really  beautiful  to  see  that  the  transformation 
of  them  is  very  similar  to  the  process  of  the  manufacture  of 
bone.  After  studying  it  all  over  I  have  come  to  the  conclusion 
that  it  must  be  some  failure  of  the  trophic  nerves.  I  remember, 
about  a  year  ago,  while  walking  home  from  the  Academy  with 
Dr.  Connor,  after  a  discussion  in  which  there  had  been  nothing 
said  as  to  the  cause,  I  suggested  this  idea  to  him,  and  he  said  : 
"  Yes,  and  you  will  see  more  than  that  if  you  study  your  cases 
closely.  You  never  saw  a  case  of  cancer  in  your  life  that  was 
not  preceded  by  some  nervous  strain.     This  is  frequently  the 
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death  uf  a  husband  or  child,  or  financial  reverses."  And  he 
quoted  Grant's  case  as  an  example,  where  he  had  climbed  to  the 
highest  pinnacle  in  the  United  States,  and  his  son  had  wrecked 
him,  and  he  said:  "That  is  a  typical  case  of  cancer,  and  you 
will  always  find  them  preceded  by  some  terrific  nervous  strain." 
So  I  believe  that  carcinoma  is  due,  and  sarcoma  to  a  certain 
extent  too,  to  a  failure  of  the  trophic  nerves  ;  that  this  storage 
battery  is  exhausted  in  old  people,  so  we  do  not  have  the  cen- 
tral control.  The  cancer  is  found  in  the  remnants  of  the  fetal 
structure;  in  the  ovary  it  usually  occurs  in  the  hilum,  which  is 
really  the  remnant  of  the  second  set  of  kidneys,  which  should 
have  shrunken  up  and  been  only  scar  tissue.  However,  there 
is  where  the  carcinoma  is  likely  to  appear.  In  the  uterus  it  is 
in  the  cervix,  just  after  the  uterus  passes  out  of  its  usefulness. 
The  same  way  with  the  breast,  where  it  is  most  likely  to  occur 
at  the  menopause. 

There  is  another  thing  you  may  urge  against  the  etiology  of 
carcinoma.  I  remember  years  ago,  as  a  boy,  one  thing  that  I 
read  in  either  the  London  Lancet  or  British  Medical  Journal 
that  gave  a  clue  to  the  development  of  carcinoma.  Some  sur- 
geon of  the  British  army,  in  the  foothills  of  the  Himalayas, 
came  in  contact  with  the  Hindus.  In  their  clothes  they  have  a 
foolish  habit  of  carrying  a  little  bit  of  burning  charcoal,  and 
when  cold  they  just  squat  down  on  it  so  as  to  bring  it  against 
the  thighs  or  chest.  In  this  way  scars  are  produced,  and  he 
gave  a  list  of  two  or  three  hundred  carcinomata  coming  out  of 
these  scars  on  the  thighs  and  chest,  localities  where  we  never 
hear  of  it  in  other  parts  of  the  globe.  The  scars  are  kept  irri- 
tated constantly  by  the  charcoal  being  carried  under  the  clothes 
and  giving  off  fumes  and  irritative  gases. 

I  believe  in  every  part  of  our  body  we  have  a  nerve  coming 
from  the  trophic  centre,  whether  this  is  in  the  stomach  or 
the  cerebro-spinal  system,  which  keeps  the  tissues  of  the  body 
regulated.  With  that  cut  off  the  tissues  are  apt  to  do  their 
own  sweet  will,  and  the  tendency  is  to  go  back  to  the  fetal  state. 
I  believe  we  are  a  great  republic,  with  a  great  central  control, 
and  every  nerve  in  the  body  has  to  have  a  certain  control. 
When  this  is  cut  off  the  cells  go  back  to  the  original  state.  You 
may  say  this  is  all  theory  and  of  no  practical  good  and  you  can- 
not convert  it  into  dollars.  I  believe  you  can  ;  it  is  not  time 
yet.  I  have  one  case  which  I  have  followed  carefully  and  thor- 
oughly. I  do  not  feel  I  should  as  yet  make  a  report  of  it,  but  I 
will  tell  you  what  I  have  seen.  There  is  no  mistake  about  it 
being  a  cancer ;  it  came  to  me  with  a  terrific  ulceration,  and  was 
BO  diagnosed  by  two  men  in  New  York  City.  I  opened  the 
abdomen  to  take  it  out,  but  found  a  big  chunk  of  a  cancer 
involving  the  right  ureter ;  I  closed  it  up  and  quit.  I  then  went 
to  work  to  increase  her  nerve  force,  if  possible,  and  at  the  same 
time  cleansed  the  vagina  daily  with  the   peroxide  of  hydrogen. 
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Whether  it  was  the  disinfection  or  the  manifest  improvement  of 
tlie  woman's  condition  I  do  not  know,  but  that  ulcer  liealed  and 
skin  grew  over  it.  But  the  nodule  continued  growing.  I  have 
been  working  on  the  case  over  a  year,  and  the  gentleman  from 
Xew  York  whom  I  had  previously  seen  said  he  thought  she 
would  be  under  the  sod  long  ago.  The  cancer  has  not  been 
arrested,  except  to  the  extent  tliat  the  frightful  itching  and  the 
boils  she  had  about  the  labia  have  all  ceased  :  the  growth  of  the 
cancer  has  not  been  arrested,  but  the  ulceration  was  arrested. 
This  is  a  line  along  which  I  have  been  working  for  some  time, 
and  I  hope  some  day  we  will  have  something ;  I  beg  of  all  of 
you  to  go  to  work  along  that  line,  restoring  the  nerve  force  of 
the  patients,  so  that  if  we  get  them  up  we  can  keep  them  from 
coming  back.  I  remember  my  old  professor  saying  that  the 
day  is  coming  when  we  will  cure  cancers  with  the  hypodermic 
syringe,  and  I  must  say  there  may  be  something  in  it. 

Dr.  Hall. — I  did  not  expect  to  speak  on  this  subject.  If 
the  theory  of  our  friend  Dr.  Johnstone  is  true,  how  do  we  ac- 
count for  the  large  number  of  cases  coming  under  observation, 
with  cancer  in  various  parts  of  the  body,  in  which  the  patient 
has  no  indication  of  any  marked  nerv^ous  derangement  in  any 
way  ^  I  am  not  questioning  the  truth  of  the  theory,  but  ask 
this  for  information.  I  am  not  giving  special  study  to  this  sub- 
ject, as  he  is,  but  while  listening  to  his  very  interesting  remarks 
I  can  recall  many  cases  of  cancer  of  the  uterus  and  cancer  of  the 
breast  in  which  the  patient  was  otherwise  in  apparent  health. 
And  then,  again,  he  recited  the  fact  that  this  followed  so  fre- 
quently after  nervous  strain  or  some  great  mental  stress  or  mis- 
fortune. I  think  the  large  majority  of  cases  of  cancer  coming 
under  my  observation  have  occurred  in  patients  without  unusual 
mental  strain,  anxiety,  or  worry.  I  do  not  believe  the  majority 
of  cases  are  found  in  patients  who  have  passed  through  such 
anxiety  or  strain  as  would  make  that  a  factor  in  the  production 
of  disease.  I  congratulate  Dr.  Johnstone  upon  his  theory,  and 
hope  he  will  work  out  a  problem  that  will  be  of  value  to  us  all ; 
but  the  fact  that  we  occasionally  see  cancer  in  these  patients  I 
do  not  think  is  sufficient  to  enable  us  to  make  that  a  factor  in 
the  diagnosis  of  cancer.  We  occasionally  do  see  cancer  in  these 
patients.  Where  the  disease  is  far  advanced  we  see  the  patients 
suffering  with  nervous  manifestations,  but  do  we  see  it  early  in 
the  disease,  so  marked  as  to  make  it  a  factor  in  the  production 
of  the  disease  itself  ?  I  do  not  want  to  say  this  in  the  spirit  of 
criticism,  but  as  a  matter  of  fact  coming  under  my  observation, 
and  I  would  like  to  ask  Dr.  Johnstone  if  he  has  any  explanation 
why  this  is  so. 

Dr.  Johnstone. — The  reason  is,  Dr.  Hall  has  not  studied  his 
cases  closely  enough. 

What  I  mean  is  mental  anxiety  and  worry,  and  not  brain  trou- 
ble or  any  manifestation  of  hysterics,  but  something  that  is  giv- 
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ing  the  mind  all  it  can  possibly  stand.  When  Dr.  Connor  first 
spraniT  this  idea  upon  nie  I  was  like  Dr.  Hall  and  did  not  think 
there  was  much  in  it.  Since  then,  however,  I  have  not  let  one 
of  these  cases  go  away  from  me  without  a  careful  questioning, 
and  every  one  of  them  has  a  skeleton.  Tliis  is  true  in  nearly 
all  of  these  cases.  Now,  I  did  not  expect  to  speak  of  this,  but 
exj)ected  to  write  a  paper  on  it.  While  this  may  not  be  the 
correct  line,  it  may  lead  us  on  to  tind  something  of  practical 
value.  Since  Dr.  Connor  called  my  attention  to  the  universal 
worry  of  these  people — and  he  spoke  uf  it  as  a  general  surgeon 
— I  have  made  a  practice  of  winning  the  confidence  of  these 
patients,  and  in  every  case  I  have  found  a  skeleton  in  the  closet 
worrying  the  soul  out  of  them. 

But  there  is  another  thing,  and  that  is  heredity.  IIow  many 
of  these  people  may  inherit  this  tendency  (  It  was  the  old  idea 
that  cancer  was  as  hereditary  as  consumption.  The  heredity  of 
consumption  now  is  found  to  be  only  a  weakening,  by  which  we 
cannot  tight  the  bacilli.  Some  people  may  stand  worry  better 
than  others,  and  others  may  be  comparatively  weak.  But  then 
on  top  of  it  all  we  may  find  something  else.  At  one  time  we 
thought  there  was  only  one  Bright's  disease  ;  we  may  yet  find 
that  there  are  a  dozen  different  kinds  of  cancer.  The  nerve  idea 
certainly  deserves  close  study.  Certainly  those  fellows  in  the 
Himalaya  Mountains  cannot  have  much  worry,  but  in  those 
cases  there  is  enough  constant  irritation  to  produce  it.  But  you 
think  of  an  old  psoriasis  which  goes  on  year  after  year,  and  yon 
would  think  if  anything  wonld  kill  out  the  nerve  centre  it  would 
be  that.     These  cases  develop  de  novo  almost. 

The  doctor  was  asking  the  present  condition  of  cancer  and 
what  we  know  about  it  microscopically.  In  1888  I  pnblished  a 
paper  on  the  growth  of  the  cancer  in  the  lymphatic  cells  which 
bears  directly  upon  this  question.  The  round  cells  sin) ply  melt 
together,  just  as  they  melt  in  the  formation  of  bone.  You  know 
Miller's  idea — but  it  is  too  long  to  give  you — regarding  the  cal- 
cification and  decalcification,  and  the  laying  down  of  the  Haver- 
sian system,  etc.  The  round  cells,  1  think,  spring  from  the  con- 
nective tissue,  and  wander  around,  and  in  turn  run  into  the 
Haversian  system  ;  until  then  you  do  not  have  the  complete 
formation  of  the  cancer  nest.  The  round  cells  have  frequently 
gone  on  ahead.  They  are  the  robbers  that  set  up  the  rebellion  ; 
they  have  gotten  out  in  the  connective-tissue  spaces,  and  there 
you  find  it  beginning.  It  is  not  the  cancer  nest  but  it  is  this 
round  cell  we  must  get  rid  of.  The  key  is  to  get  ahead  of  that 
round-celled  invasion,  for  that  is  what  makes  the  cancer  grow. 
The  nest  is  as  the  ashes  after  the  fire  has  passed. 

Dr.  Hall. — I  want  to  discuss  the  discussion  and  not  the 
paper.  I  still  disagree  with  Dr.  Johnstone.  For  every  case  of 
that  kind  coming  under  my  observation  in  which  there  was  a 
well-marked  predisposing  cause,  at  least  half  a  dozen  cases  have 
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been  nuclei-  ray  observation  in  which  there  was  no  such  cause. 
I  do  not  agree  with  the  doctor,  but  do  not  oppose  tlie  theory. 

I  want  to  emphasize  one  point  in  Dr.  Rickett's  paper,  and  that 
is  the  fact  that  these  cases  are  referred  to  the  operator  so  often 
for  operation  or  diagnosis  when  the  patient  is  beyond  any  opera- 
tion— that  is,  the  disease  has  passed  so  far  tliat  any  operation  is 
out  of  the  question.  In  my  paper  before  the  American  Associ- 
ation of  Obstetricians  and  Gynecohjgists  last  year  upon  this  sub- 
ject 1  referred  to  that  point.  For  each  operable  case  sent  in  by 
physicians  there  are  about  ten  who  are  past  any  operation. 
That  has  been  about  the  ratio  ever  since  that  paper  was  written. 
Nearly  all  the  cases  have  been  under  observation  for  months, 
but  the  physician  in  charge,  not  feeling  certain  as  to  the  nature 
of  the  case,  is  afraid  of  making  a  blunder.  Now,  that  ought  to 
be  righted  in  some  way,  and  ought  to  be  righted  by  the  mem- 
bers of  this  Society.  Let  the  family  physician  know  that  w'e 
are  not  going  to  criticise  him  if  he  refers  to  us  a  suspected  case 
of  cancer.  He  is  afraid  he  will  be  criticised  and  it  will  affect 
his  reputation.  Although  I  am,  of  course,  free  to  say  no  man 
would  do  that,  yet  it  is  done. 

Dr.  BoNiFiELD. — 1  remember  reading  in  the  London  Lancet 
or  the  British  Medical  Journal  a  lecture  in  which  this  was 
spoken  of,  but  a  fatal  objection  to  it  in  my  mind  is  that  it  is  not 
particularly  in  nervous  people  we  see  cancers.  If  that  were  the 
cause  it  seems  to  me  it  would  be  in  these  slight,  nervous  women 
that  we  would  most  often  find  it,  but  we  more  frequently  find 
it  in  the  fleshy,  phlegmatic  people.  If  you  come  to  put  down 
care  and  trouble  as  the  cause  of  the  disease  you  can  find  it  for 
almost  every  disease  we  have  to  treat.  It  has  been  very  fre- 
quently brought  forward  as  a  cause  of  Bright's  disease,  and  has 
always  seemed  to  me  more  truly  a  cause  of  that  than  of  can- 
cer. There  are  very  few  people  but  have  a  skeleton  in  the 
closet,  and  if  we  question  them  close  enough  we  will  find  either 
a  little  one  or  a  big  one. 

Dk.  Palmer. — I  believe  every  member  here  is  obliged  for  the 
elucidation,  theory,  and  facts  given  us  by  Dr.  Johnstone.  The 
theory  is  very  plausible  ;  there  is  undoubtedly  considerable  fact 
in  it.  What  is  true  in  the  case  of  Gen.  Grant  is  probably  true 
in  many  other  cases.  The  nervous  condition  has  much  to  do 
with  producing  cancer.  One  of  the  most  potent  agents  we  have 
to  control  cancer  is  arsenic.  The  Fowler's  solution  is  probably 
the  best  remedy  we  possess  for  the  treatment.  It  has  its  influ- 
ence upon  the  nervous  system  and  will  control  the  cancer  better 
than  any  other  remedy  we  can  give.  It  is  also  a  potent  but 
not  safe  remedy  to  apply  topically.  While  the  paper  was  be- 
ing read  by  Dr.  Ricketts  there  occurred  to  my  mind  a  means  of 
diagnosis,  mentioned  years  ago,  which  I  think  is  of  value.  I 
am  not  disposed  to  discount  anything  he  has  said  as  to  the  value 
of  the  special  senses — sight,  taste,  touch,  and  smell — or  the  use 
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of  the  microscope,  wlik-h  i;?  probably  the  best  of  all.  But  a  gen- 
tleman in  Germany  a  good  many  years  ago  spoke  of  the  relia- 
l)ility  of  the  dilatation  produced  by  the  sponge  in  the  diagno- 
sis betu'een  hyperplastic  induration  and  the  induration  from  a 
cancerous  o:rowth  ;  the  former  will  yield  eventually  and  be  di- 
lated,  whereas  the  latter  will  not  yield  and  will  remain  while 
the  parts  around  dilate.  However,  1  believe  the  microscope  is 
the  best  means  we  have  to  determine  cancer,  and  should  be  used 
in  every  case  of  doubt. 

Dr.  Isham. — I  came  down  to-night  to  listen  to  the  very  prac- 
tical paper  which  has  been  read  upon  the  early  diagnosis  of  can- 
cer, and  not  to  offer  any  remarks;  but  since  you  were  so  kind  as 
to  call  upon  me,  I  may  say  that  we  cannot  diagnose  cancer  upon 
the  discharges,  or  the  smell,  or  the  induration  of  the  cervix,  be- 
cause we  may  have  all  these  conditions  from  specific  disease  of 
the  cervix  and  of  the  body  of  the  uterus.  Thei'e  occur  to  me 
now  three  cases  in  which  there  was  the  most  oti'ensive  smell  it  is 
possible  to  conceive  of,  and  which  in  this  particular  were  equal 
to  any  cases  of  cancer  I  have  ever  met  with ;  where  there  was  a 
thickened  condition  of  the  cervix  from  teai's  due  to  parturition  ; 
where  all  the  varied  forms  of  the  discharges  met  with  in  cancer 
were  present ;  and  where  there  was  no  positive  evidence  of 
specific  trouble,  but  simply  a  suspicion.  They  were  all  cured 
by  specific  medication.  I  think  Dr.  Johnstone's  remarks  in 
reference  to  cancer  being  due  to  a  disturbance  of  the  trophic 
nerves  are  directly  to  the  point;  for  carcinoma  is  nothing  more 
than  cell  proliferation,  and  where  there  is  an  affection  of  the 
trophic  nerves  cell  nutrition  may  run  riot.  Perhaps  we  may 
some  time  find  a  remedy  to  control  nerve  action  among  the 
glandular  extracts.  In  conclusion  I  wish  to  make  an  inquiry 
suggested  by  the  paper,  and  that  is  whether  there  is  a  specific 
cancer  cell — a  cell  that  microscopically  admits  of  no  doubt  as  to 
its  being  carcinomatous  in  its  nature. 

Dr.  liicKETTs. — It  seems  things  go  in  spurts,  even  surgery, 
and  at  present  I  have  no  less  than  fifteen  or  twenty  cases  of  can- 
cer under  observation,  and  in  the  last  few  days  it  seems  to  me 
every  case  I  have  examined  has  been  cancer. 

Now,  while  I  hope  the  time  will  come  when  we  will  have 
made  known  to  us  the  true  cause  of  cancer,  yet  while  we  are 
hunting  for  that  cause  I  propose  to  be  one  of  the  number  to  ad- 
vocate the  earliest  possible  diagnosis  of  cancer  of  the  uterus  on 
common-sense  principles  and  urge  the  earliest  possible  extirpa- 
tion of  that  cancerous  nodule.  While  we  have  our  friends  who 
are  ready  to  theorize — and  I  will  admit  they  are  working  on  lines 
that  are  commendable — yet  I  have  been  asked  even  lately  by  phy- 
sicians. Will  you  tell  us  how  we  are  to  get  hold  of  these  cases 
earlier,  and,  when  we  get  hold  of  them,  how  are  we  to  know  they 
are  to  be  operated  upon  ?  Dr.  Johnstone  spoke  of  the  women 
knowing  about  it.     All   women    cannot  be   made  to  diagnose 
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their  own  condition,  and  the  general  practitioners  cannot  be  ex- 
pected to  carry  microscopes  around  in  tlieir  saddle  bags.  As  I 
stated,  there  are  three  things  given  to  man  that  do  not  cost  him 
much,  and  yet  I  thiuk  they  have  been  overlooked  to  a  great 
exteut ;  in  other  words,  the  cart  has  been  put  before  the  horse, 
and  I  feel  jnstitied  in  saying  that  these  cases  must  be  gotten  at 
earlier.  In  this  house  to-night  there  is  a  patient  in  whom  I  pro- 
pose to  extirpate  the  uterus  for  prolongation  of  life  and  pal- 
liative measures,  and  for  nothing  else.  The  patient  is  begging 
for  comfort. 

In  regard  to  the  theory  of  Dr.  Johnstone,  I  call  to  mind 
quite  a  number  of  cases  of  cancer,  and  while  lean  recall  a  num- 
ber of  them  who  are  very  nervous  subjects,  yet  I  can  call  up  a 
number  of  cases  in  as  jolly  subjects  as  I  know  of,  and  in  which 
I  have  been  unable  to  unearth  anything  to  indicate  thatthey  had 
suffered  from  any  depressions  of  any  kind.  I  look  at  it  in  this 
way — that  we  must  get  at  these  women  in  some  way;  I  do  not 
care  whether  it  comes  through  the  microscope  or  what,  but  get 
them  so  they  will  promptly  consult  their  physicians  when  they 
have  this  leucorrheal  discharge  followed  by  the  watery  dis- 
charge, which  may  be  productive  of  a  bad  odor,  and  then  I  be- 
lieve we  will  have  made  a  step  in  the  treatment  of  cancer  such 
as  we  have  never  made  heretofore. 

OVARIOTOMY    IN   A   MORPHINE   HABITDE. 

Dr.  Ricketts. — The  patient  was  a  lady  47  years  of  age, 
unmarried,  who  consulted  me  about  two  weeks  ago.  There  was 
swelling  of  the  lower  extremities;  the  menstruation  had  ceased 
about  two  or  three  years  ago,  and,  as  the  patient  expressed  it, 
there  had  been  a  tendency  for  it  to  return  in  the  last  six  or  eight 
months,  although  not  regularly.  She  said  she  experienced  no 
trouble  during  "her  menopause,  but  for  three  months  the  pain  in 
the  abdomen  had  been  very  severe,  so  much  so  that  hypodermics 
of  morphia  had  been  used  by  the  attending  physician  almost 
daily.  I  made  a  very  close  examination.  Everything  was  tense 
and  firm  ;  the  tumor  could  not  be  rotated  ;  I  could  not  make  out 
satisfactorily  to  myself  fluctuation,  and  there  had  been  some 
little  fever,  so  the  physician  told  me.  I  must  confess  I  was 
at  a  loss  to  know  what  I  had  to  deal  with.  I  advised  explo- 
ration, and  nine  days  ago  to-day  the  abdomen  was  opened  and 
the  tumor  punctured  and  delivered  in  a  very  short  time.  I 
found  peritonitis  over  the  entire  anterior  surface  of  this  tumor, 
and  adhesions  which  readily  broke  up  after  introduction  of  the 
hand.  I  was  very  glad  to  have  the  case  turn  out  as  it  did. 
Whether  the  specimen  is  papillomatous  or  not  I  will  not  say. 
She  has  not  had  a  bit  of  morphia  since  the  operation,  although 
she  had  used  it  daily  for  several  months.  The  contents  of 
the  sac  were  very  dark ;  the  tumor  was  not  rotated;  the  pedi- 
cle was  rather  short,  but  there  was  not  experienced  much  diffi- 
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culty  in  the  application  of  the  ligature.  It  has  been  inv  rule  to 
get  along  in  these  cases  without  niorphia,  if  possible,  and  in  this 
case  the  patient  began  to  eat  on  the  third  or  fourth  day.  The 
conduct  of  the  case  has  been  all  that  I  could  desire.  I  was 
unfortunate  enough  to  have  some  of  the  contents  escape  into  the 
abdomen,  and  thei'e  was  peritonitis  present,  and  for  the  latter 
reason  I  washed  out  the  cavity.  The  patient  was  a  very  sensible 
lady,  and  while  she  took  morphia  for  pain  daily  for  some  time, 
yet  she  had  will  power  enough  left  to  get  along  without  it. 


Meeting  of  June  28^/i,  1894. 
Dr.  Hall  made  a 

CLINICAL    REPORT   OF   FOUR    CASES    OF   APPENDICITIS.' 

Dr.  Johnstone. — I  remember,  while  practising  in  Kentucky, 
I  went  down  in  the  mountains,  in  that  ignorant,  Egyptian  land, 
and  I  found  a  patient  who  was  not  only  pregnant  but  had  a 
large  lump  in  the  groin.  They  would  not  let  me  touch  it,  and  I 
returned  home.  The  doctor  wrote  me  in  three  or  four  months 
the  result.  She  got  well,  but  with  the  thigh  drawn  up.  She 
would  not  let  him  touch  it,  and  it  dissected  away  up  the  side 
and  down  the  thigh,  and  it  discharged  about  two  gallons  of  pus. 
At  the  time  of  her  confinement  the  leg  was  drawn  up  in  such  a 
position  that  it  was  difficult  to  get  the  child  out.  This  illustrates 
how  Nature  will  sometimes  bring  these  patients  through,  but 
with  what  deformity  !  When  cases  have  the  second  and  third 
attacks  of  appendicitis  the  percentage  of  recovery  is  very  greatly 
reduced.  But  when  we  iind  it  is  safer  to  operate  than  to  let  the 
patient  alone,  I  think  a  man  is  a  simpleton  not  to  go  ahead  and 
operate. 

Dr.  Bonifield. — I  had  a  case  of  appendicitis  last  winter  that 
I  had  intended  to  report  systematically  at  some  time,  but  the 
last  remark  of  Dr.  Hall  causes  me  to  report  it  now.  The  patient 
was  a  boy,  10  years  old,  whom  I  was  called  to  see  Christmas 
morning.  He  went  from  bad  to  worse,  and  in  twelve  hours  had 
a  general  peritonitis,  pulse  about  130,  and  could  not  retain 
nourishment  or  food  of  any  sort.  Dr.  Forchheimer  was  called 
in  consultation.  We  discussed  the  advisability  of  operation, but 
neither  of  us  was  very  much  in  favor  of  it';  I,  in  particular, 
was  not.  At  any  rate,  it  was  postponed  until  the  next  day, 
when  we  got  his  bowels  to  move.  He  then  began  to  retain 
nourishment,  and  in  about  four  days  he  was  convalescent,  and 
in  a  week  I  did  not  think  it  necessary  to  see  him  for  a  few  days. 
When  I  came  back  I  found  a  temperature  of  101°,  and  this  con- 
tinued about  a  week.  I  made  an  examination  for  pus,  but  I  was 
unable  to  feel  anything  through  the  abdomen   or  the  rectum, 

'  See  original  article,  p.  382. 
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and  with  notluiiir  but  the  liii^h  temperature  to  indicate  it  I  did 
not  feel  justified  in  operating.  There  was  some  pain  over  the 
liver,  but  it  was  not  very  marked.  About  twelve  days  later 
his>  temperature  ran  up  suddenly  to  104^.  I  was  telephoned 
for,  and  just  as  I  got  to  the  house  they  told  me  he  had  a  very 
severe  spell  of  coughing.  I  went  up  to  his  room,  and  found  he 
had  been  discharging  pus  through  the  lungs.  His  temperature 
then  fell,  and  in  a  week  it  was  normal.  In  the  face  of  the  acute 
general  peritonitis  I  do  not  think  operation  would  have  been 
justifiable. 

After  the  temperature  continued  high  1  would  not  have  ex- 
plored the  liver,  and  think  probably  the  abscess  was  above  the 
liver.  The  liver  was  not  specially  enlarged  at  anytime.  Open- 
ing  the  abdominal  cavity  would  simply  have  made  it  worse. 

Dr.  Hall. — What  was  the  diagnosis  of  the  first  attack  'i 

Dr.  Bonifield. — Appendicitis. 

Dr.  Hall. — Could  you  outline  a  tumor  ? 

Dr.  Bonifield. — The  colon  seemed  to  be  filled  with  feces ; 
you  could  map  out  an  area  of  dulness. 

Dr.  Hall. — Your  diagnosis  was  correct,  I  presume.  "What 
was  the  action  of  the  abscess  ? 

Dr.  Bonifield. — Acute  general  peritonitis. 

Dr.  Hall. — Septic  in  character  ? 

Dr.  Bonifield. — I  do  not  think  it  could  be  called  a  metas- 
tatic abscess. 

Dr.  Palmer. — His  marked  improvement  was  after  the  dis- 
charge of  a  quantity  of  matter  ? 

Dr.  Bonifield. — Yes,  sir. 

Dr.  "Wenning. — I  have  not  had  any  personal  experience,  and 
came  just  to  learn  ;  but  one  remark  of  the  last  speaker  brought 
a  query  to  my  mind :  "Whether  in  some  cases  with  accretion, 
instead  of  removing  the  appendix,  would  it  not  be  possible  by 
pressure  to  force  the  substance  into  the  main  gut  and  leave  the 
appendix  alone?  I  have  not  my  mind  definitely  made  up  as  to 
the  proper  treatment  of  these  cases.  Certainly  the  medical 
aspect  has  something  in  its  favor.  1  am  sure  many  cases  are 
cured  by  medical  treatment,  and  before  we  determine  what  is 
the  proper  line  of  treatment  we  ought  to  listen  to  the  medical 
side.  I  would  like  to  liear  Dr.  Cleveland's  view  on  this  ques- 
tion. 

Dr.  Cleveland. — My  opinion,  based  on  ray  own  limited  ob- 
servation, is  that  the  majority  of  cases  of  appendicitis  get  well. 
I  think  very  likely  every  practitioner  has  a  number  of  cases  of 
appendicitis,  and  it  is  only  now  and  then  that  we  find  it  neces- 
sary to  call  in  assistance  to  operate  for  us.  In  fact,  in  twenty- 
five  years  I  have  never  had  a  case  that  was  operated  upon.  In 
one  case  it  would  have  been  very  fortunate  had  I  called  in  a 
surgeon,  hut  in  that  case  I  did  not  fully  realize  what  I  had  to 
deal  with  until  it  was  too  late.  I  can  recall  some  three  or  four 
26 
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cases  that  have  entirely  recovered  without  operation.  The 
statement  has  been  made  by  experienced  men,  and  I  do  not 
doubt  it,  that  when  the  appendicitis  appears  more  than  once  it 
is  probably  well  to  operate.  While  1  am  not  in  a  position  to 
contradict  that,  still  I  am  of  the  opinion  tliat  frequently  even 
these  cases  get  well  without  operation.  One  case  especially 
whicii  I  have  in  mind,  a  man  probal)ly  35  years  of  age,  has  had 
some  three  or  four  distinct  attacks  of  appendicitis.  At  one  time 
I  advised  an  operation,  but  after  a  series  of  weeks  he  recovered. 
He  simply  had  an  acute  attack  of  pain,  a  localized  peritonitis 
around  the  region  of  the  appendix,  and  it  lasted  three  or  four 
weeks.  It  was  not  like  tlie  fever  we  have  when  pus  is  present, 
and  if  there  was  any  pus  I  did  not  discover  it.  He  is  now  per- 
fectly well  and  is  doing  his  work.  I  had  another  case,  which 
occurred  in  a  woman,  showing  that  these  cases  may  be  cured 
sometimes  by  simple  puncture.  She  had  one  or  two  attacks  of 
appen<iicitis,  and  I  wanted  her  to  be  operated  upon — insisted 
upon  it,  in  fact,  because  I  thought  otherwise  she  would  die. 
After  two  or  three  weeks,  the  peritonitis  not  becoming  general, 
I  could  feel  a  fluctuating  tumor,  and  I  was  so  well  satisfied  that 
I  felt  justified  in  sticking  a  knife  into  it  without  saying  any- 
thing to  her  about  it.  Afterward  I  increased  the  opening  and 
washed  it  out.  I  mention  this  case  to  illustrate  an  experience 
which  I  expect  others  have  had — namely,  that  the  appendi- 
citis has  softened  in  some  cases,  so  they  have  thought  it  best  to 
stick  a  knife  into  it.  I  had  another  case  which  resulted  in 
the  same  way.  Our  judgment  in  these  operations  is  to  a  large 
extent  influenced  by  what  we  see.  The  general  practitioner 
only  sees  the  cases  which  come  under  his  own  observation,  while 
the  specialist  sees  not  only  his  own  but  also  the  cases  coming 
under  the  care  of  others.  I  feel  satisfied,  from  what  I  read 
regarding  the  operations  in  the  East,  that  they  are  certainly 
carrying  things  too  far  and  operating  too  freely.  J^otwithstand- 
ing  these  patients  usually  recover,  1  do  not  think  it  is  an  easy 
operation  by  any  means.  The  point  I  would  make  is  that  the 
majority  of  cases  of  appendicitis  get  well  under  the  medical 
treatment,  and  only  the  serious  or  worst  cases  come  under  the 
observation  of  the  laparatomist. 

Dr.  Johnstone. — This  is  very  interesting,  and  the  one  point 
I  am  glad  to  hear  brought  out  and  special  stress  laid  on  is  not 
to  operate  while  the  intestinal  canal  is  stretched  to  its  full  ex- 
tent. I  do  not  think  any  man  is  justified  in  making  a  lapa- 
ratomy  under  those  circumstances.  One  case  of  appendicitis, 
which  some  of  the  gentlemen  present  saw  with  me,  turned  out 
to  be  just  a  common  colic  caused  by  the  fellow  eating  apples  ; 
no  appendix  was  found,  but  the  man  got  perfectly  strong  and 
well.  I  believe  sometimes  the  appendix  may  slough  out 
through  the  bowel  and  a  chronic  peritonitis  be  left,  which  may 
be  cured  by  an  exploratory  incision.     In  this  case  no  appendix 
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could  be  found.  The  colon  was  exposed  from  the  ileo-cecal 
valve  to  the  head.  There  was  a  blotch  of  cicatrices  everywhere 
and  we  had  to  separate  a  number  of  them.  After  I  had  gotten 
back  it  seemed  as  if  we  were  going  into  the  normal  parts,  and  I 
stopped.  There  seemed  to  be  some  accretion,  but  this  I  found 
to  be  only  the  contents  of  the  bowel.  I  took  the  drainage  tube 
out  about  the  second  or  third  day,  and  the  serum  poured  for 
about  a  week.  He  came  back  in  a  few  weeks  and  1  did  not 
know  him  ;  he  said  he  had  earned  the  money  in  a  brickyard  to 
pay  for  the  operation. 

My  tirst  operations  in  this  line  were  upon  two  negroes  down 
South.  They  were  close  together  and  are  living  to-day.  I 
have  seen  men  who  no  doubt  had  one  attack  of  appendicitis ; 
everything  was  asked  to  make  the  diagnosis  perfect,  and  they 
are  well  to-day.  So  I  am  not  prepared  to  go  to  the  same  extent 
the  New  York  Academy  does.  But  the  second  attack  always 
calls  for  operation.  It  is  then  time  for  us  to  go  to  work.  If 
the  tirst  attack  is  mild  I  think  it  is  safe  enough  without  opera- 
tion. I  had  an  experience  with  a  little  girl,  aged  13,  who  had 
menstruated  her  second  time  and  completed  it  one  Wednesday. 
The  following  Sunday  she  had  jumped  the  rope  and  had  some 
pain,  but  did  not  call  the  doctor  until  the  following  Wednes- 
day. I  saw  her  about  1  o'clock  and  ordered  her  to  the  hos- 
pital. I  found  she  was  in  shock,  the  temperature  below  normal 
(about  9S°),  and  I  ordered  a  cathartic.  The  next  morning  the 
temperature  had  risen  a  little,  and  I  saw  the  child  was  going  to 
die  unless  something  was  done.  I  made  the  effort,  simply  go- 
ing through  the  abdominal  wall,  and  I  found  a  lot  of  feces,  en- 
teroliths, etc.,  and  she  died  that  afternoon.  In  these  cases  the 
gas  must  be  removed  before  the  patient  is  safe,  and  the  whole 
question  simply  resolves  itself  into  whether  it  is  easier  to  do 
this  before  than  afterward.  I  do  not  think  it  is  safe  to  cut  into 
the  abdomen  in  any  case  before  this  is  done,  except  in  cases  of 
stab  wound.  In  the  first  laparatomy  of  my  old  assistant,  down 
at  Danville,  the  case  was  caused  by  the  blow  of  an  ax  handle. 
In  that  case  the  bowels  continued  distended,  and  it  was  per- 
fectly apparent  that  unless  something  was  done  the  child  would 
die.  I  assisted  him  in  opening  the  abdomen,  and  we  found 
nothing  but  a  dry  peritonitis  and  an  enormously  distended  ca- 
nal. When  the  intestines  were  gotten  out  we  could  not  return 
them  without  opening  them,  and  so  we  made  an  eighth  of  an 
inch  opening  in  the  intestinal  canal  and  let  out  all  the  gas  and 
feces  we  could  possibly  get  out  that  way.  He  made  a  beautiful 
recovery,  which  I  think  was  due  to  the  drainage.  The  intro- 
duction of  the  drainage  tube  started  the  serum  to  flowing,  and 
it  just  poured  for  several  days.  In  proportion  to  the  pouring 
of  the  serum  was  the  improvement  of  the  child.  Of  course  the 
difficulties  of  peritonitis  we  know.  We  often  find  these  cases 
with  adiiesions.     I  do  not  think  the  appendix  is  put  there  for 
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nothiiii^r,  l)ut  tlijit  it  is  after  all  only  a  hollow  ljmj)luitic  gland ; 
it  is  simply  a  single  continuous  Peyer's  pateli,  and  the  volume 
uf  the  serum  I  think  is  increased.  It  is  there,  and  I  do  not  think 
we  liave  a  right  to  take  it  out  every  time  we  find  it.  In  the 
last  year  I  have  had  the  appendix  in  my  hands  three  times,  and 
several  times  have  had  to  ligate  the  adhesions  and  take  them 
away.  Now,  when  the  appendix  is  perfectly  normal,  excci)t 
from^  inflammatory  hands  whicli  have  come  from  the  tubes  and 
ovaries,  I  cannot  understand  why  we  should  consider  it  neces- 
sary to  remove  it.  I  saw  a  normal  appendix  exhibited  in  the 
New  York  Academy,  taken  out  just  because  the  gentleman  had 
his  hand  on  it.  I  do  not  think  we  should  hunt  for  the  appendix 
in  cases  of  abscess.  In  a  case  I  had  within  the  last  week  or 
ten  days  a  large  abscess  of  the  ovary  had  been  discliarging 
througli  the  alimentary  canal.  It  had  continued  a  year  or  two. 
I  got  the  ovary  out,  but  could  not  get  the  tube  out  without 
wounding  the  intestines.  I  expected  to  curette  the  case  after- 
ward. 1  found  the  sinus  had  gone  down  to  the  broad  ligament 
and  then  out  into  the  intestine.  She  has  made  an  uninterrupted 
recovery.  I  think  when  we  find  the  thing  we  are  after  to  save 
the  life  of  the  patient  we  ought  to  quit,  and  that  is  a  law  we 
ought  to  follow  more  closely.  My  old  professor  used  to  say  : 
"  Boys,  don't  muss  and  muddle;  don't  go  too  far,  because  every 
time  you  touch  an  intestine  or  break  an  adhesion  you  add  that 
much  to  the  risk,  and  the  thing  to  do  is  to  do  as  easily  and 
smoothly  as  possible  the  one  thing  you  go  after  and  leave  the 
rest  alone." 

Dk.  Hall. — Certainly  no  man  would  take  off  an  appendix 
which  was  healthy,  unless  he  resided  in  New  York.  I  have 
frequently  pulled  them  off  from  adherent  pus  tubes  or  sup- 
purating ovaries  and  pushed  them  out  of  the  way ;  I  simply 
pulled  tiiem  off  as  I  would  an  adhesion  with  any  other  organ,  as 
a  coil  of  the  intestine  for  instance,  and  let  them  be.  I  removed 
one  appendix,  however,  that  was  fairly  healthy,  except  that  it  -was 
adherent  to  a  large  fibroid  tumor.  I  have  reported  this  before. 
I  did  not  recognize  it  as  the  appendix,  but  mistook  it  for  a 
vessel.  I  put  it  in  a  clamp,  because  the  blood  from  it  squirted 
over  my  head.  The  patient  recovered.  This  is  the  only  time 
I  have  ever  been  guilty  of  removing  a  healthy  apj)endix. 
I  think  the  suggestion  by  one  of  the  speakers,  of  pushing 
the  accretions  back  into  the  gut,  is  a  very  problematic  one. 
In  fact,  in  all  these  cases  that  we  are  called  upon  to  operate 
there  is  an  inflammation  actively  going  on,  and  the  narrowest 
calibre  is  to  be  found  where  the  appendix  joins  the  gut.  In 
the  first  case  reported  the  physician  had  several  foreign 
bodies  in  the  appendix.  There  was  a  sort  of  cartilaginous  por- 
tion near  the  intestine,  through  which  there  could  be  found  no 
hole  whatever,  and  I  think  it  would  have  been  perfectly  safe 
to  cut  it  off  without  any  ligature  whatever.     I   will  grant,  if 
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siicli  a  thing  could  be  done,  it  would  be  perfectly  safe  to  do  so, 
but  I  tliink  we  would  very  rarely  tind  a  suitable  case.     I  have 
never  considered  the  question  to  any  great  extent,  but  it  has 
never  occurred  to  me  that  that  would  be  a  good  way  to  treat 
these  cases.     In  reference  to  the  medical  treatment,  I   think  we 
all  agree  with  Dr.  CleveUind,  but  I  think  we  should  get  together, 
and  medical  men  should  refer  the  cases  for  operation  before 
they  reach  the  autopsy  table.     After  they  have  had  a  second  or 
third  attack,  especially  if  those  attacks  occur  at  short  intervals 
and  are  severe,  there  should  be  no  question  about  operation.     I 
believe  they  should  all  be  operated  upon.     I  have  the  record  of 
a  case,  however,  which   has  recovered  now,  five  or  six  years 
after  the  ninth  attack    in   two   or   three   years.     The   patient 
learned  to  lead  an  invalid  life,  because  exercise  would  bring  on 
the  disease,  and  Nature  cured  the  case  without  operation.     I 
have  the  complete  records  of  one  case  that  had  seven  or  eight 
exceedingly  mild  attacks  and  then  had  an  exceedingly  severe 
attack  and  went  to  the  graveyard.     AVhen  I  saw  her  it  was 
impossible  to  count  the  pulse,  and  she  died  in  an  hour  or  two 
afterward.     I  have  not  reported  these  cases  for  the  purpose  of 
drawing  a  line  between   those  cases  which  should  be  operated 
upon  and  those  which  should  not  be  operated  upon,  for  I  con- 
sider that  each  case  is  a  law  unto  itself,  and  the  party  having 
the  patient  in  charge  must  be  the  judge. 

Dr.  Cleveland. — How  young  a  child  can  have  appendicitis? 
Dr.  Hall. — I  liave  operated  upon  one  nineteen  months  old. 

CASE    REPORT. 

Dr.  Palmer. — It  will  be  remembered  that  several  mouths 
since  I  made  mention  of  a  case  of  sterility  which  I  considered 
cured  by  means  of  the  galvanic  current.  It  was  a  form  of 
sterility  which  is  perhaps  one  of  the  most,  if  not  the  most  com- 
mon form.  It  is  a  congenital  condition,  arising  in  the  second 
period  of  development  oi  the  uterus,  in  which  the  cervix  becomes 
elongated,  the  os  externum  very  small,  pinholed,  and  the  whole 
uterus  is  more  or  less  imperfectly  developed — the  infantile 
uterus. 

The  galvanic  current  was  used  as  follows:  the  positiv^e  pole 
externally  over  the  abdomen,  and  the  negative  pole  placed  intra- 
uterine so  tliat  the  cervical  canal  might  be  dilated  and  the 
whole  uterus  enlarged.  After  repeated  applications,  and  occa- 
sional intermissions  of  any  treatment,  the  patient  became  preg- 
nant. When  I  had  reported  the  case  to  this  Society  she  was  in 
the  seventh  month  of  utero-gestation.  She  underwent  parturition 
a  few  weeks  since.  Toward  the  end  of  the  normal  term  of 
gestation  I  visited  her  once  a  week  to  see  what  progress  was 
being  made  in  the  natural  process  of  obliteration  of  the  cervix 
occurring  usually  within  the  last  two  weeks.  Now,  noticing 
that  the  os  externum  was  still  small  and  contracted,  although 
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she  liad  approached  to  the  time  of  parturition,  aceordiiijr  to  the 
Naeijeli  rule  I  conmienced  an  artificial  dilatation  with  my  me- 
tallic forceps,  usiufj  first  the  smaller  and  then  the  larger  size. 
This  procedure  induced  feeble  pains,  and  in  a  few  days  genuine 
labor  set  in.  But  the  first  stage  was  tha  most  prolonged  and 
perplexing  one  I  have  ever  witnessed,  extending  over  a  period 
of  three  days  before  a  sufficient  amount  of  dilatation  had  been 
accomplished  to  introduce  my  hand  within  the  uterine  cavity. 
By  this  time  the  patient  was  very  much  tired  out,  had  a  frequent 
pulse  and  a  slight  elevation  of  temperature.  The  manual  exami- 
nation revealed  a  right  sacro-anterior  position  of  a  breech  pre- 
sentation, a  complete  extension  of  the  fetal  legs  on  the  flexed 
thighs,  and  a  contracted  pelvis  of  the  mother  in  its  antero-pos- 
terior  diameter  of  the  brim.  This  pelvic  contraction  did,  and 
could,  have  no  influence  in  delaying  the  progress  of  the  first 
stage  of  labor,  which  was  due  only  to  the  imperfectly  acting 
uterus.  Needing  assistance,  1  sent  for  Dr.  Edward  Mitchell, 
and  after  a  hot- water  antiseptic  vaginal  injection,  and  the  admin- 
istration of  chloroform  to  complete  anesthesia.  I  commenced 
podalic  version.  The  high  position  of  the  fetal  feet  within  the 
uterus,  and  the  somewhat  tetanic  condition  of  the  uterine  walls, 
delayed  me  in  bringing  down  both  feet  and  the  delivery  of  the 
whole  body  of  the  fetus  save  the  head.  Anticipating  that  I 
might  have  to  contend  with  a  retained  head  because  of  the 
maternal  pelvic  contraction,  after  a  reasonable  traction  on  the 
fetal  neck,  favoring  utmost  head  flexion,  I  applied  my  obstetric 
forceps  and  made  prolonged,  vigorous- traction.  Then  I  re- 
quested Dr.  Mitchell  to  continue  this  forceps  traction  while,  with 
the  two  fingers  of  the  right  hand,  I  puslied  back  on  the  occiput, 
and  with  the  same  fingers  of  the  left  hand  hooked  in  its  mouth 
I  pulled  down  the  lower  jaw.  These  combined  efforts  of  both 
were  successful  in  effecting  delivery  of  an  asphyxiated  child. 
Dr.  Mitchell  then  devoted  his  entire  attention  to  the  resuscita- 
tion of  the  child,  and  he  was  successful  after  prolonged  efforts. 
Of  course  the  delay  in  the  delivery  of  the  child's  head  and 
pressure  on  the  umbilical  cord  explained  this  asphyxia. 

Prior  to  the  commencement  of  labor  pains,  and  before  arti- 
ficial dilatation  of  the  cervical  canal,  I  measured  the  exterior  of 
the  pelvis  in  three  of  its  diameters,  to  detect,  if  possible,  any 
malformation.  External  pelvimetry  revealed  none.  This  pro- 
cedure only  proves  how  unreliable  external  pelvimetry  is  in 
confirming  a  pelvic  contraction.  Many  pelvic  deformities,  if 
slight,  especially  the  justo-minor,  can  be  detected  only  in  par- 
turition itself. 

After  the  delivery  of  the  placenta,  as  is  my  invariable  custom, 
I  proceeded  to  irrigate  the  vagina  with  hot  water,  antisepticized 
with  bichloride  1 :  4000,  and  then  observed  an  unusual  post- 
partum flow,  although  the  uterus  itself  was  in  normal  position 
and  size.     The  blood  seemed  to  proceed  from  the  vagina,  and  it 
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could  be  seen  coiuiiiii;  from  a  rupture  of  the  veins  of  the  "bulb 
of  the  vestibule."  The  latter  was  checked  by  a  ligature  passed 
beneath  the  bleeding  vessels,  and,  suspecting  a  rent  of  the  cervix 
as  the  cause  of  the  former,  I  exposed  the  cervix  with  a  large 
Sims  speculum  and  passed  three  silk  sntnres  to  close  this  rent. 
The  patient  made  a  smooth  and  uninterrupted  recovery,  notwith- 
standing she  was  nearly  pulseless  after  the  sutures  were  placed. 

Amono;  other  questions  which  may  arise  in  discussing  this 
case,  I  wish  to  state  that  it  has  been  my  habit  to  stitcli  a  lace- 
rated cervix  immediately  after  parturition,  if  the  tear  is  noticed 
as  much  as  to  within  tlie  vaginal  vault,  and  always  if  the  torn 
cervical  walls  are  the  source  of  the  postpartum  hemorrhage. 
There  is  but  little  doubt  that  some  of  the  few  cases  of  post-par- 
tum  hemorrhage  occurring  at  the  present  time,  and  ending 
fatally,  might  be  reversed  by  inspecting  and  suturing  primarily 
the  rent  structures. 

Some  may  think  that  the  method  of  effecting  dilatation  of  the 
imperfectly  dilated  cervix  by  incisions,  as  recently  recommended, 
might  have  been  practised  Iti  this  case.  While  the  cervix  was 
imperfectly  dilated  for  a  full  passage  of  the  fetal  head,  still  it 
was  dilatable.  The  delay  in  the  fetal  head  delivery  was  from 
the  contracted  pelvis  of  the  mother.  It  has  always  seemed  to 
me  that  this  obstetric  surgical  procedure  of  incisions  of  the  cervix 
is  adapted  for  cases  only  in  which  the  imperfect  dilatation  is 
owing  to  morbid  organic  changes  within  the  structure  of  the 
cervical  lips,  and  not  to  cases  of  imperfect  dilatation  from  func- 
tional causes.  While  dilatation  was  about  three-fourths  complete 
when  podalic  version  was  performed,  the  cervix  was  soft  and. 
dilatable.  This,  then,  is  not  a  condition  calling  for  cervical 
incisions. 

Dr.  Jones. — I  had  a  case  five  years  ago,  in  St.  Mary's  Hospi- 
tal, of  a  young  girl  16  years  of  age,  and  when  the  examination 
was  made  in  that  case  it  looked  as  the  doctor  has  described.  I 
questioned  the  girl  very  closely,  but  she  denied  everything  per- 
taining to  the  possibility  of  pregnancy.  I  treated  her  for  some 
three  months,  and  had  the  satisfaction  of  seeing  her  return  to  a 
perfectly  natural  condition.  There  was  a  great  deal  of  hardness 
at  the  time  from  induration,  but  there  was  none  of  the  cicatri- 
cial tissue  the  doctor  speaks  about.  There  was  the  ordinary  dis- 
charge and  the  e version  of  the  lips.  It  looked  like  one  of  those 
cases  in  which  we  would  be  justified  in  making  the  operation, 
but  under  treatment  it  returned  to  a  perfectly  natural  condition. 

Dr.  Johnstonk. — I  heard  only  the  latter  part  of  the  report, 
but  the  case  seems  to  me  very  much  like  one  mentioned  by 
Emmet  in  one  of  his  earlier  writings,  the  first  edition  of  the 
book.  A  young  girl  came  to  him  whom  he  had  known  all  her 
life  ;  she  was  the  daughter  of  a  neighbor  just  across  the  street. 
Upon  putting  her  upon  the  examining  table  he  found  that  the 
cervix  was  all  everted  and  presented  all  the  symptoms  of  ectro- 
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piiiin.  He  made  up  liis  mind  the  woman  was  not  a  true  virgin, 
and  he  was  going  to  discharge  her ;  hut  when  lie  finished  the 
examination  she  asked  him  the  result  of  it  so  innocently  that  he 
had  not  the  heart  to  discharge  her.  He  treated  her  with  hot 
douches,  and  with  the  return  of  circulation  in  the  broad  liga- 
ment the  ectropium  was  everted  and  the  whole  thing  disap- 
peared. So  anything  interfering  with  the  return  of  tlie  blood 
there  is  likely  to  cause  an  ectropium ;  it  is  a  thing  I  have  treated 
several  times  in  young  girls.  It  has  been  my  fortune  in  late 
years  to  have  a  number  of  girls  under  18  years  of  age  for  treat- 
ment, and  I  have  never  had  to  resort  to  resection  of  anything 
but  the  endometrium.  I  never  treat  them  with  more  than  one 
or  two  applications  after  correction.  It  is  In'  no  means  rare  to 
find  the  cervix  thickened  and  very  flat,  and  they  stretch  very 
readily ;  an  old  cicatricial  tissue  in  a  multipara  is  very  apt  to 
be  tough  and  hard  to  tear.  A  subevoluted  uterus  is  easily 
stretched,  and  the  same  is  true  in  the  young  girls-;  the  tissues 
are  infiltrated  with  serum.  In  my  experience  the  best  way  to 
get  rid  of  it  is  by  a  thorough  curetting  and  encouraging  the 
flow  for  six  days  afterward.  As  soon  as  I  find  a  case  1  put 
the  patient  to  bed  and  curette  with  a  bone  gouge,  and  cut  out 
the  whole  of  tlie  endometrium  ;  but  we  should  be  very  careful 
about  the  cervical  endometrium,  and  be  sure,  after  curetting 
above  the  internal  os,  to  also  give  the  rest  a  thorough  curetting. 
I  have  never  found  one  that  was  not  benefited  very  decidedly 
by  this,  and  ninety-five  ])er  cent  of  them  are  cured.  I  have 
given  up  local  treatment  entirely,  except  in  those  cases  where 
there  is  an  old  tear.  You  will  sometimes  find  the  infection  is 
deep-seated,  and  this  is  caused  by  the  remaining  of  some  glands  ; 
touch  it  up  with  a  mixture  of  acid  and  glycerin,  half  and  half, 
and  they  will  disappear.  The  time  is  coming  when  we  will 
have  to  give  up  ofliee  gynecology  ;  the  first  laparatomies  were 
often  due  directly  to  office  gynecology. 

Dr.  Mitchell. — I  had  the  pleasure  of  seeing  this  case  with 
Dr.  Palmer,  as  he  has  stated,  and  1  can  certainly  congratulate 
the  doctor  on  the  result  both  to  the  mother  and  to  the  child.  I 
expected  the  child  would  be  asphyxiated  beyond  recovery,  and 
I  certainly  think  the  doctor  has  every  reason  to  be  congratulated 
upon  the  skill  he  showed  in  the  management  of  the  case,  which 
was  unusually  perplexing  from  the  beginning  to  the  end. 

These  cases  of  infantile  cervix  are  always  troublesome.  They 
are  slow  in  dilating,  and  they  are  far  more  liable  to  occur  in 
women  who  are  delicate  and  have  not  very  great  muscular 
strength;  the  woman  becomes  exhausted  and  worn  out,  and  they 
are  almost  certain  to  be  lacerated,  no  matter  in  what  way  the 
delivery  occurs.  The  question  might  arise  whether  the  use  of 
electricity  in  this  case  might  not  have  altered  the  normal  tissues 
so  as  to  predispose  to  the  rigidity  and  the  liability  to  laceration. 
From  the  fact   that  a  cervix    like    this  will  almost  always  be 
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lacerated  any  way,  I  think  it  is  doubtful  whether  the  electricity 
has  any  sucli  effect.  When  I  saw  the  case  tliere  was  in  my  mind 
no  question  whatever  hut  we  had  come  to  the  right  conclusion, 
that  the  time  had  arrived  when  the  woman  should  be  delivered. 
The  cervix  was  sufficiently  dilated  and  sufficiently  dilatable  for 
the  dilatation  to  be  completed  by  podalic  version. 

As  to  whether  the  cervix  should  be  immediately  repaired  : 
After  we  had  repaired  the  perineum  and  placed  a  suture  in  the 
bulbo  vestibuli,  the  hemorrhage  at  lirst  seemed  to  have  ceased, 
but  then  we  found  it  was  coming  from  the  lacerated  cervix.  1 
have  never  made  a  practice  of  immediate  repair  of  the  cervix. 
It  is  an  operation  that  is  not  so  difficult  to  do  at  this  time,  and 
yet,  when  your  patient  is  exhausted  and  the  friends  are  anxious 
that  she  shall  rest,  it  takes  a  certain  urging  to  get  the  consent 
of  the  patient  and  friends  to  proceed  with  the  repair  of  the  cer- 
vix, as  well  as  some  courage  on  the  part  of  the  operator  to  go 
ahead  with  it.  I  think  the  best  practice,  probably,  would  be  to 
repair  it  immediately,  and  1  am  not  sure  but  I  shall  come  to  that 
practice.  In  this  case,  the  doctor  tells  me,  the  repair  of  the 
cervix  was  very  good  after  the  stitching.  The  case  illustrates 
the  value  of  the  speculum  in  cases  of  deformity. 

Dr.  Caldwell. — The  case  which  I  wish  to  report  was  seen 
by  Dr.  Porter  with  me  nearly  two  years  ago.  I  w^as  called  to 
deliver  a  dwarf,  41  years  of  age  and  a  primipara.  I  found  the 
pelvis  small,  but  there  seemed  to  be  no  irregular  contracture. 
I  did  not  use  a  pelvimeter,  but  I  made  up  my  mind  that  a  fair- 
sized  fetal  head  could  be  delivered.  I  was  called  to  see  her  in 
the  night.  I  came  to  the  conclusion  that  the  head  would  not  be 
discha^-ged  spontaneously,  and  I  called  Dr.  Porter,  who  admin- 
istered chloroform  while  I  proceeded  to  apply  the  forceps. 
When  I  tried  to  apply  it,  it  seemed  that  it  was  almost  wedged 
between  the  head  and  the  pelvic  bones.  It  was  finally  ad- 
justed and  the  head  with  great  difficulty  delivered,  after  which 
the  child  was  quickly  delivered.  There  was  a  laceration  of  the 
perineum  laterally,  which  also  ran  up  quite  a  distance.  The 
cervix  was  torn,  and  there  seemed  to  be  nothing  to  do  but 
to  repair  everything.  I  think  about  fifteen  stitches  were  intro- 
duced. The  patient  recovered  uninterruptedly  and  in  three 
weeks  was  doing  her  own  work.  She  has  since  been  in  perfect 
health.  I  am  persuaded,  where  there  is  a  laceration  and  a  large 
surface  for  absorption,  the  only  thing  to  do  is  to  primarily  unite 
the  cervical  wound.  Of  course  this  is  to  be  done  only  when  the 
patient  is  able  to  stand  it ;  but  even  when  considerably  exhausted 
the  few  extra  minutes  spent  in  a  repair  of  the  cervix  are  to  the 
advantage  of  the  woman  rather  than  to  her  disadvantage.  It 
seems  to  me  there  will  then  be  no  necessity  for  a  second  trache- 
lorrhaphy. 

Dr.  Wenning. — Whatever  I  have  to  say  will  not  be  said  in 
criticism  of  Dr.  Palmer's  case.     It  is  always  easier  to  tell  after- 
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ward  what  could  best  be  done.  It  seems  to  me,  considering  the 
leno:tli  of  the  tirst  stage,  that  this  was  a  typical  case  for  deep 
incisions  of  the  cervix,  and  it  is  in  just  such  cases  that  tliey  are 
recommended.  Possibly  if  that  had  been  done  earlier  the  lal)or 
would  have  terminated  sooner  and  with  lesr,  difficulty.  This,  of 
course,  is  an  intentional  traumatism,  and  we  cannot  tell  how  far 
the  laceration  would  have  extended  beyond  the  cut  surface. 
Nevertheless,  if  we  can  carry  the  incisions  just  to  the  proper 
degree,  so  we  can  introduce  the  hand  or  instrument,  I  think  it 
would  likely  obviate  the  necessity  of  a  laceration,  which  would 
otherwise  inevitably  occur.  Therefore  why  not  make  an  incision 
sufficient  to  introduce  the  liand  and  deliver?  This,  of  course, 
brings  us  to  the  question  of  suturing.  In  every  case  the  cervix 
should  be  sutured,  just  as  any  other  wound.  I  think  in  the  great 
majority  of  cases  it  is  not  necessary.  The  primipara  always 
has  a  laceration  of  the  cervix,  just  as  well  as  of  the  fourchette, 
but  if  it  does  not  extend  very  far  up  the  hemorrhage  will  not 
amount  to  much.  If  there  is  a  spurting  of  a  ruptured  vessel  it 
should  be  sutured.  The  deep  incisions  are  necessary  sometimes 
for  a  double  purpose:  first,  to  prevent  further  hemorrhage; 
second,  to  insure  against  infection. 

Dr.  Bonifield. — It  seems  to  me  there  is  one  other  question 
that  might  be  brought  up,  and  that  is  whether  it  is  worth  our 
while  to  try  to  cure  sterility  in  cases  of  infantile  cervix. 

I  have  never  been  in  the  habit  of  suturing  the  cervix  unless 
there  is  considerable  hemorrhage.  I  think  frequently  there  will 
be  good  union  and  not  enough  scar  to  amount  to  anything.  I 
have  always  had  some  hesitation  about  making  what  seems  to 
the  bystander  such  a  formidable  operation.  Of  course  if  the 
hemorrhage  is  sufficient  to  be  alarming,  it  should  be  stopped  as 
"well  as  if  it  were  from  any  other  part. 

Dr.  Palmer. — I  think  Dr.  Jones  must  have  misunderstood 
me  in  reference  to  one  point.  I  did  not  say  there  was  any  cica- 
tricial tissue  in  either  one  of  these  cases.  There  was  consider- 
able hyperplastic  formation  from  a  parenchymatous  inflam- 
mation. 
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Wednesday^  July  4^A,  1894. 

The  President,  (y.  E.  Herman,  M.B,,  in  the  Chair. 

A  demonstration  of  microscopic  specimens  illustrating  the 
anatomy  of  menstruation  in  Semnopithecus  Enteljlus  was  given 
by  Mr.  Heape.  Dr.  Stevens  (for  Dr.  Horroclfs)  presented  a 
fibroma  of  the  uterus  undergoing  degeneration. 
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REMARKS    ON    FETAL   RETROFLEXION,  WITH  REPORT    OF    A    SPECIMEN. 

This  paper  was  read  by  Dr.  Remfry.  He  discussed  the 
causes  of  retroflexion  as  given  by  various  authors  and  divided 
them  into  (1)  abdominal/(2)  dorsah  In  (1)  the  cases  were  con- 
nected with  al)normalities  in  the  umbilical  cord,  in  (2)  with  vari- 
ous abnormalities  of  the  dorsal  vertebrae.  In  the  case  reported 
the  incompletely  developed  spine  was  so  bent  over  that  the 
posterior  part  of  the  head  nearly  touched  the  crests  of  the  ilia. 
There  was  some  lateroflexion  to  the  left,  and  on  this  side  the 
gluteus  maximus  was  seen  to  have  a  distinct  origin  from  the  upper 
portion  of  the  occipital  bone.  On  the  right  side  an  encephalo- 
cele,  of  about  three  cul)ic  inches  capacity,  separated  the  occipital 
bone  from  the  crest.  The  presentation  was  pelvic,  and  delivery 
was  only  effected  after  prolonged  traction,  and  during  this  some- 
thing was  felt  to  give  way.  It  was  found  that  the  cord  was  only 
two  inches  long  and  had  ruptured. 

Dr.  Giles  believed  that  maldevelopmeuts  of  the  vertebral 
column  were  always  secondary  to  the  close  application  of  the 
abdominal  surface  of  the  fetus  to  the  placental  surface.  By 
adopting  this  view  a  uniform  explanation  of  retroflexion  was 
obtained. 

Dr.  Amand  Routh  thought  that  the  cause  of  the  retroflexion 
here  was  the  extreme  shortness  of  the  cord.  He  wished  to 
know  why  the  insertion  of  the  gluteus  maximus  into  the  left 
occipital  bone  was  thought  to  be  secondary  to  the  retroflexion. 

The  President  considered  that  extreine  retroflexion  of  the 
fetus  might  be  produced  by  a  very  slight  cause,  as,  if  the  fetus 
for  any  reason  became  so  extended  that  the  occipito-spinal  or 
any  spinal  joint  became  in  front  of  the  line  along  which  the 
pressure  of  the  uterine  walls  on  the  two  ends  of  the  fetus  was 
exerted,  then  this  pressure  would  tend  to  more  and  more  retro- 
flex— that  is,  extend— the  fetus.  This  explained  the  great 
amount  of  extension  in  face  presentations,  and  Dr.  Remfry's 
specimen  was  in  the  attitude  of  a  fetus  presenting  with  the  face. 

In  reply,  Dr.  Remfry  said  he  did  not  entirely  agree  with  Dr. 
Giles  in  his  universal  explanation.  In  answer  to  Dr.  Amand 
Routh's  question,  the  explanation  depended  on  the  fact  that  the 
latissimus  dorsi  and  the  gluteus  maximus  were  both  parts  of  a 
primitive  sheet  of  muscle,  and  in  the  present  specimen  the 
ordinary  relations  had  become  displaced  in  consequence  of  the 
retroflexion. 

Dr.  Arthur  E.  Giles  read  an  essay  on 
temperature  after  delivery  in  relation  to  the  duration 

OF    labor. 

The  author  had  analyzed  six  hundred  cases  of  normal  labor 
from  the  point  of  view  of  the  relation  of  the  temperature  after 
delivery  to  the  characters  of  the  labor.     He  concluded : 
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1.  The  average  rise  of  temperature  due  to  labor  is  slight 
(average  of  six  hundred  cases,  98.7°). 

'2.  The  length  of  the  tirst  stage  of  labor  bears  a  slight  relation 
to  the  subsequent  tenjperature. 

3.  The  length  of  the  second  stage  has  a  direct  influence  on 
the  temperature,  which  rises  in  pro])ortion  to  the  length  of  this 
stage. 

4.  The  time  of  day  at  which  delivery  takes  place  has  very 
little  influence  on  the  temperature;  this  is,  however,  highest  in 
the  groups  of  cases  where  delivery  occurred  between  12  and 
4  A.M.  and  between  4  and  8  p.m. 

5.  When  chloroform  is  given  during  the  second  stage  of  labor 
the  temperature  is  commonly  low  after  delivery,  even  if  the 
second  stage  last  long.  The  average  temperature  in  flfteen  cases 
with  a  second  stage  averaging  two  hours  and  forty  minutes  was 
98.7°. 

6.  A  similar  result  follows  the  application  of  forceps  under 
chloroform ;  in  twenty-six  cases  with  a  second  stage  lasting,  on 
an  average,  three  and  a  half  hours,  the  average  temperature  was 
98.8°. 

7.  In  twelve  cases  of  natural  delivery  in  which  the  second 
stage  lasted,  on  an  average,  thirty-five  minutes,  but  where  an 
intrauterine  douche  was  given,  the  average  temperature  after- 
ward was  99.4°. 

Dr.  Cullingworth  suggested  a  slight  alteration  in  the  title 
of  the  paper.  He  was  glad  to  find  that  chloroform  exercised  no 
prejudicial  influence  upon  the  post-partum  temperature. 

The  President  said  that  this  paper  of  Dr.  Giles  was  the  first 
attempt  to  reduce  to  law  the  minor  temperature  variations  of 
the  normal  lying-in.  These  variations,  although  they  might  be, 
in  the  present  state  of  knowledge,  unimportant,  because  not  lead- 
ing to  inferences  useful  in  the  management  of  the  case,  yet  could 
not  be  fortuitous. 

Dr.  Ct.  E.  Herman  presented  a  paper 

ON   THE   CHANGES    IN    SIZE    OF   THE   CERVICAL    CANAL    DURING 
MENSTRUATION. 

Dr.  Cullingworth  was  surprised  to  hear  that  the  effects  of  ar- 
tificial dilatation  were  lasting  enough  to  vitiate  observations  made 
on  the  following  day.  It  was  usually  supposed  that  the  effects 
of  artificial  dilatation  passed  off  much  earlier. 

Dr.  Giles  asked  whether  the  observations  referred  to  the  cer- 
vix only,  or  whether  the  bougies  were  passed  to  the  fundus. 
(The  President  signified  the  latter.)  In  that  case  it  was  inte- 
resting that  the  maximum  dilatation  was  found  on  the  same  days 
of  menstruation  (third  and  fourth)  as  those  on  which  desquama- 
tion occurred  in  the  uteri  of  monkeys  ol)served  by  Dr.  Heape. 
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Tlie  dilatation  might  thus  be  partly  anatomical.     The  dilatation 
of  the  tirst  day  was  probably  functional. 

Dr.  C.  H.  F.  Routh  said  that  it  had  always  been  known  that 
the  uterus  dilated  during  menstruation,  but  he  knew  of  nothing 
so  precise  as  the  statements  of  Dr.  Herman.  It  was  possible  to 
pass  a  probe  through  the  cervix  during  menstruation  in  cases 
where  this  could  not  be  done  in  the  interval.  Again,  we  were 
conversant  with  the  fact  that  in  certain  cases  of  dysmenorrhea 
the  pain  was  due  to  spasm  of  the  uterus,  and  sometimes  to  a  flex- 
ion which  had  to  be  overcome.  The  pain  usually  ceased  on  the 
second  to  the  fourth  day,  and  this  might  explain  the  gradual  di- 
latation of  the  uterine  canal  at  this  period,  although  preceded  by 
a  contraction.  Another  cause  of  the  diminution  in  size  of  the 
uterine  canal  consisted  in  the  swelling  of  the  walls  caused  by 
the  congestion  occurring  prior  to  menstruation. 

The  President  said  that  his  measurements  were  of  the  cervi- 
cal canal,  but  the  os  internum  was  the  narrowest  part  of  this. 
He  could  draw  no  distinction  between  the  functional  and  the 
anatomical  os  uteri.  Menstruation  seemed  to  him  like  a  minia- 
ture labor;  as  the  cervix  dilated  in  labor,  so  it  did  in  menstrua- 
tion. Dr.  Routh's  observation  as  to  a  pinhole  os  admitting  a 
sound  during  menstruation,  but  not  at  any  other  time,  was  valu- 
able. He  had  not  been  able  to  find  any  publication  to  this  ef- 
fect. Dr.  Routh's  remarks  as  to  the  swelling  of  the  uterus 
blocking  up  the  canal  he  thought  illustrated  the  need  for  obser- 
vations such  as  he  had  in  this  paper  submitted  to  the  Society. 
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1.  Senn,  Nicholas:  Operative  Treatment  of  Myofibroma 
Uteri  {The  Chicago  Medical  Recorder^  June,  189-4), — It  is  the 
province  of  this  paper  to  discuss  the  operative  treatment  of 
myofibroma  of  the  uterus.  Almost  every  surgeon  of  experi- 
ence has  devised  some  modification  of  accepted  operations,  so 
that  the  whole  subject  of  the  surgical  treatment  of  non-malig- 
nant tumors  of  the  uterus  remains  in  an  imperfect  and  unsettled 
state,  open  for  improvements  in  the  future  by  additional  research 
and  clinical  experience.  The  technique  of  the  operation  must 
necessarily  vary  according  to  the  location,  size,  and  number  of 
the  tumors  and^  the  presence  or  absence  of  complications.  The 
most  important  classification  is  in  reference  to  the  route  to  be 
selected  for  the  operation,  into  :  1.  Vaginal.  2.  Sacral.  3.  Ab- 
dominal. The  surgical  treatment  of  large  and  multiple  myo- 
fibroma through  the  abdominal  route  embraces :  1.  Salpin- 
go-oophorectomy.      2,    Enucleation.     3,    Laparo-inyomectomy. 
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4.  Laparo-hysterotoray.  5.  Laj)aro-liysterectoiny.  Senn  de- 
scribes briefly  these  various  operative  interventions  as  practised 
by  him  in  the  Presbyterian  and  St.  Joseph's  hospitals.  A  care- 
ful selection  of  cases  for  the  different  routes  and  methods  of 
operation  distiuf^uishes  the  scientitic  and  successful  surgeon  from 
the  routine  operator.  It  is  Senn's  aim  to  point  out  the  character 
and  location  of  uterine  myofibroma  adapted  for  the  different 
radical  operations. 

I-*  reparations  for  Operation. — It  is  unnecessary  to  insist  that 
no  operation  upon  the  uterus  or  its  appendages  by  any  of  the 
routes  mentioned  should  be  performed  without  adequate  prepa- 
rations iiaving  l)een  made  with  a  view  to  securing  an  aseptic 
condition  for  the  lield  of  operation.  Unless  the  indications  for 
immediate  operative  interference  are  urgent,  the  preparatory 
treatment  should  be  commenced  at  least  three  days  before  the 
operation.  A  daily  tepid  bath,  mild  saline  laxatives,  a  light  diet, 
and  rest,  continued  for  three  days  to  a  week,  will  do  much  toward 
preparing  the  patient  properly  for  the  operation.  It  has  been 
Senn's  invariable  custom  to  avoid  the  inenstrual  period  for  at 
least  a  week.  In  spite  of  weighty  opinions  to  the  contrary,  he 
is  satisfied  that  the  liability  to  infection  is  greater  at  this  time 
than  during  the  interval.  The  greater  vascularity  of  the  parts 
to  be  operated  upon  during  menstruation  is  another  reason  for 
selecting  a  more  favorable  time  for  the  operation.  Thorough 
disinfection  of  the  vagina  and  external  genitals  must  be  secured 
in  order  to  insure  asepsis,  irrespective  of  tiie  route  selected  for 
the  removal  of  the  tumor.  Shaving,  liberal  use  of  hot  water 
and  potash  soap,  and  lastly  a  thorough  scrubbing  with  alcohol 
and  sublimate  solution  (1  :  1000),  are  the  best-known  means  to 
accomplish  this  object.  The  vagina  should  be  tamponed  with 
iodoform  gauze,  and  the  part  for  the  intended  external  incision 
covered  with  a  compress  wrung  out  of  the  same  sublimate  solu- 
tion, the  moisture  and  heat  to  be  retained  by  an  impermeable 
covering  over  the  compress,  and  the  whole  held  in  place  by  a 
bandage.  Repeat  the  disinfection  immediately  before  the  ope- 
ration is  commenced.  The  hands  are  disinfected  in  the  usual 
way,  and  the  instruments  by  boiling  for  at  least  fifteen  minutes 
in  a  one-per-cent  solution  of  carbonate  of  soda.  lie  has  gradu- 
ally abandoned  the  use  of  sea  sponges,  and  now  uses  almost 
exclusively  dry  gauze  compresses  and  gauze  sponges,  which  are 
sterilized  for  each  operation.  Is'othing  but  sterilized  water  is 
used  during  the  operation.  In  reference  to  the  selection  of  the 
anesthetic,  each  case  is  subjected  to  a  careful  examination.  In 
kidney,  heart,  and  pulmonary  complications  chloroform  is  admin- 
istered. After  the  final  disinfection,  if  a  laparatomy  is  to  be 
performed,  the  patient  is  dressed  in  a  gown  with  endless  sleeves, 
and  an  oval  opening  in  front  corresponding  to  the  region  below 
the  umbilicus  ;  if  a  vaginal  operation  is  contemplated  a  pair  of 
drawers   extending   over   the  feet  are  used.     These   garments 
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have  been  found  exceedingly  useful  in  the  prevention  of  a  fruit- 
ful source  of  accidental  infection.  Silk  is  used  almost  exclu- 
sively in  tpng  vessels  inside  of  the  abdominal  cavity  and  in 
vaginal  hysterectomy,  while  catgut  is  used  for  buried  sutures  in 
closing  the  external  incision,  aided  Ijy  silkworm-gut  sutures. 

Vaginal  Removal  of  Myofihroiaa. — This  operation  is  appli- 
cable in  all  cases  in  which  the  tumor  is  attached  to  the  cervix  or 
its  canal,  and  in  accessible  intrauterine  tumors  not  exceeding  the 
size  of  a  fetal  head.  In  cervical  and  pedunculated  intrauterine 
myofibroma  Senn  has  entirely  abandoned  the  use  of  the  ecraseur 
and  galvano-caustic  wire.  He  regards  the  use  of  the  cold  and 
hot  wire  as  unreliable  and  dangerous.  The  operations  by  this 
method  have  often  been  followed  by  recurrence  owing  to  incom- 
plete removal  of  the  tumor.  Tiie  fear  of  dangerous  liemorrliage 
in  these  cases  is  unfounded,  provided  the  operation  is  performed 
properly  and  the  iodoform  gauze  tampon  is  relied  upon  as  a 
hemostatic.  Removal  by  torsion  is  an  unreliable  and  unscien- 
tific operation.  In  cervical  and  pedunculated  intrauterine  myo- 
fibroma he  always  resorts  to  submucous  enucleation.  A  circular 
incision  is  made,  extending  through  the  thickened  mucous  mem- 
brane sufiiciently  far  from  the  attachment  of  the  tumor  so  that 
the  cuff  of  mucous  membrane  after  the  enucleation  will  cover 
the  bed  of  the  tumor.  With  a  Kocher's  director,  blunt-pointed 
scissors,  and  the  finger  the  mucous  membrane  is  separated  close 
up  to  the  attachment  of  the  tumor,  when  the  latter  is  grasped 
with  a  volsella  forceps  and  twisted  around  its  axis  until  it  is 
detached.  This  method  of  operating  minimizes  the  hemorrhage, 
insures  complete  removal  of  the  tumor,  and  leaves  enough  mu- 
cous membrane  to  cover  the  defect. 

After  another  thorough  disinfection  the  cervix  or  uterine 
cavity  is  tamponed  with  iodoform  gauze,  which  is  allowed  to 
remain  for  three  or  four  days.  If  the  tumor  approaches  the 
size  of  a  fetal  head  its  delivery  can  be  accomplished  most 
speedily  and  with  the  greatest  degree  of  safety  with  a  pair  of 
short  obstetric  forceps.  If  the  cervix  is  not  sufficiently  dilated 
rapid  dilatation  by  the  usual  methods,  aided,  if  necessary,  In- 
lateral  incisions,  must  be  resorted  to  before  an  attempt  is  made 
to  remove  the  tumor.  Large  intrauterine  myofibromata  with 
attachment  to  the  fundus  are  to  be  delivered  by  the  use  of  for- 
ceps before  enucleation  is  attempted.  In  several  such  cases  he 
has  succeeded  in  producing  by  careful  traction  a  partial  inver- 
sion of  the  uterus,  which  greatly  facilitated  the  enucleation.  In 
sessile  submucous  intrauterine  myofibroma,  operable  through 
the  vaginal  route,  the  cervix  is  thoroughly  dilated,  the  tumor 
grasped  with  a  large  volsella  forceps,  dragged  downward  as 
far  as  possible,  when  the  mantle  of  mucous  membrane  and  ute- 
rine tissue  covering  it  is  incised  in  a  direction  parallel  to  the 
long  axis  of  the  uterus  and  enucleation  effected  through  this  in- 
cision.    Wheuever  practicable  the  tumor  should  be  removed  in 
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toto^  and  not  by  morcellement,  as  the  latter  procedure  is  at- 
tended by  greater  danger  of  inflicting  unintentional  injury  upon 
tl»e  surrounding  tissues,  as  well  as  the  risk  of  inconijilete  re- 
moval. A  large,  sessile  submucous  tumor  of  the  fundus  of  the 
uterus  can  be  removed  more  safely  by  laparo-hysterotomy  than 
by  a  vaginal  operation.  Large,  sloughing  intrauterine  myo- 
tibromata,  not  readily  accessible  from  the  vagina,  should  be  re- 
moved by  laparo-hysterectomy  or  laparo-hysterotomy  in  two 
stages  as  advised  by  Nussbaum. 

Sacral  Method. — Kraske's  operation  for  the  removal  of  high 
carcinoma  of  the  rectum  has  recently  been  adopted  by  Hoclie- 
negg,  Czerny,  and  others  for  the  removal  of  the  carcinomatous 
uterus.  The  uterus  can  be  rendered  suthciently  accessible  from 
this  direction  by  removal  of  the  coccyx  without  sacriticin^  a 
part  of  the  sacrum  or  making  a  temporary  resection  of  tliis 
bone — procedures  which  greatly  complicate  the  oj^eration  and 
augment  the  danger  to  life  from  shock  and  remote  complica- 
tions. In  the  case  of  interstitial  tumors  of  the  lower  segment 
of  the  uterus  involving  its  posterior  wall,  the  sacral  operation 
may  prove  easier  and  safer  than  either  the  vaginal  operation 
or  laparo-hysterotomy.  If  the  peritoneal  cavity  is  opened  it  is 
closed  by  suturing  after  enucleation  has  been  completed,  and 
the  wound  closed  throughout  by  buried  sutures.  If  the  uterine 
cavity  is  opened  an  iodoform  gauze  tampon  should  be  em- 
ployed in  such  a  way  as  to  pack  the  bed  of  the  tumor  and  drain 
through  the  uterus,  when  the  operation  wound  is  closed  by 
buried  and  superficial  sutures. 

Abdominal  Section. — Operations  upon  the  uterus  or  its  ap- 
pendages for  myofibroma  of  the  uterus  are  indicated  in  cases  in 
which  the  tumor  gives  rise  to  symptoms  and  is  not  amenable  to 
successful  treatment  by  less  hazardous  means.  In  many  in- 
stances the  method  to  be  pursued  must  be  determined  upon 
after  the  abdomen  has  been  opened,  the  location  and  size  of  the 
tumor  determined,  and  the  existence  and  character  of  complica- 
tions ascertained  by  a  careful  ocular  and  manual  examination. 
On  this  account  it  is  necessary  for  the  operator  to  make  careful 
preparations  for  the  operation,  to  meet  successfully  unexpected 
emergencies. 

Sal pingo-oophorectomy . — The  removal  of  the  uterine  apj)en- 
dages  for  niyofibroma  has  become  an  established  operation.  The 
curative  effect  of  the  operation  is  more  marked  in  the  myomatous, 
soft,  than  the  filjrous  or  hard  variety.  It  is  indicated  in  young 
females  suffering  from  inoperable  bleeding  fibroids.  It  is  con- 
traindicated  if  the  size  of  the  tumor  gives  rise  to  mechanical 
disturbances  incompatible  witli  the  functions  of  any  of  the  im- 
portant aijdominal  organs.  It  is  of  especial  value  in  multiple 
myofibroma  when  the  mass  fills  the  cavity  of  the  pelvis  and  is 
incorporated  in  a  mass  of  adhesions  whicli  would  render  enucle- 
ation or  hysterectomy  impossible  or  at  least  dangerous  to  life. 
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111  well-selected  cases  it  nmst  be  regarded  as  a  radical  or  curative 
operation,  because  the  tumor  gradually  diminishes  in  size  and 
the  peritoneal  sym[)t()nis,  if  present,  likewise  undergo  progressive 
improvement.  It"  the  tumor  has  occasioned  extensive  plastic 
pelvic  peritonitis  the  operation  often  becomes  one  surrounded 
by  many  difficulties.  The  ovaries  and  tubes  are  frequently 
found  completely  l)uried  in  firm  adhesions,  rendering  their  iso- 
lation and  removal  a  difficult  task.  At  other  times  one  or  both 
ovaries  cannot  be  found.  The  great  secret  of  success  in  the 
enucleation  of  sucli  appendages  is  to  find  the  exact  place  to  start 
from.  Usually  the  best  guides  are  the  cornua  of  the  uterus  and 
the  broad  ligaments.  Tearing  blindly  atnong  the  adhesions  in 
search  of  the  ovaries  or  tubes,  without  any  anatomical  landmark, 
is  dangerous  practice  and  often  terminates  in  disease  and  aban- 
donment of  the  operation.  It  is  in  cases  of  this  kind  that  the 
Trendelenburg  position  proves  of  the  greatest  value.  Another 
source  of  danger  threatening  the  result  of  the  operation  is  in- 
complete removal  of  the  ovaries.  The  smallest  fragment  of 
living  and  attached  ovarian  tissue  will  interfere  with  the  ulti- 
mate intent  of  the  operation,  the  bringing  about  of  the  antici- 
pated climax.  The  surgeon  must  therefore  exercise  every  pos- 
sible care  to  effect  complete  removal  of  both  ovaries.  The  tubes 
should  be  tied  close  to  the  uterus  and  removed.  Fine  braided 
silk  should  be  used  as  ligature  material,  and  the  tube  cut  at  least 
a  third  of  an  inch  !)elow  the  point  of  tying  to  prevent  slipping 
of  the  ligature.  Always  cover  the  stump  with  a  thin  film  of 
iodoform.  If  the  adhesions  are  numerous  and  firm,  troublesome 
oozing  may  require  the  use  of  a  Mikulicz  drain.  According  to 
Senn's  observations  diminution  in  the  size  of  the  tumor  sets  in 
as  soon  as  the  artificially  produced  menopause  is  initiated. 

Salpingo-oophorectomy  and  Myomectomy. — In  multiple  myo- 
fibroma of  the  uterus  removal  of  the  appendages  with  enuclea- 
tion may  often  be  combined  advantageously.  The  simultaneous 
performance  of  these  two  operations  is  indicated  in  the  radical 
treatment  of  multiple  myolil>roma  in  young  females  if  some  of 
the  larger  tumors  are  favorably  situated  for  enucleation.  A 
combination  of  these  procedures  under  such  circumstances  is 
preferable  to  hysterectomy,  beinj;  less  dangerous  to  life  and  re- 
sulting in  less  mutilation. 

Enuoieatioii  without  salpingo-oophorectomy  is  applicable  in 
single  myofibroma,  or  in  cases  in  which  the  number  of  tumors  is 
limited  and  adapted  for  this  procedure.  Tumors  within  the 
li^ltiinate  range  of  this  operation  must  be  either  subperitoneal 
or  iutai'stitial.  Tumors  between  the  cornua  and  in  the  interior 
wall  of  the  uterus  are  most  amenable  to  this  method  of  treat- 
ment. The  uterus  must  be  brought  well  up  into  the  external 
incisijn,  and,  if  it  can  be  done  without  losing  too  much  time 
or  inflicting  additional  injuries,  temporary  elastic  constriction 
should  be  applied  below  the  field  of  operation.  The  visceral 
27 
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incision  slionld  bo  made  between  and  ]iarallel  to  tbe  lari;e  Idood 
vessels.  Enucleation  is  made  with  the  iinger  or  the  use  of  bhint 
instruments.  After  tbe  removal  of  the  tumor  the  size  of  tbe 
wound  is  diminished  by  one  or  more  rows  of  buried  catgut 
sutures.  Tbe  margins  of  the  incision  are  then  turned  inward 
and  their  serous  surfaces  approximated  by  sero  muscular  sutures 
of  silk.  For  the  purpose  of  guaiding  still  more  efficiently 
against  hemorrhage  a  continued  suture  of  tine  catgut  is  aj)])lied 
over  the  silk  sutures.  If  small  tumors,  not  adapted  for  enucle- 
ation, can  be  felt,  the  opei-ation  should  be  followed  by  a  sal- 
pingo-oopborectomy.  In  several  cases  of  enucleation  of  a  com- 
])aratively  large  tumor  from  the  anterior  wall  of  tbe  uterus,  in 
which  Senn  did  not  wish  to  trust  to  sutui-ing  as  a  hemostatic 
agent,  he  sutured  the  margins  of  the  visceral  wound  to  the  parie- 
tal peritoneum  in  the  lower  angle  of  the  wound,  folding  the  vis- 
ceral peritoneum  so  as  to  shorten  tbe  wound,  and  packed  the  bed 
of  the  tumor  with  iodoform  gauze,  which  was  brought  out  at 
the  lower  angle  of  the  abdominal  incision.  All  of  the  patients 
operated  upon  by  this  method  recovered  without  any  untoward 
symptoms. 

Laparo-myomectomy  2C[\^  Laparo-myomotomy 'axq,  terms  which 
signify  the  removal  of  a  myofibroma  through  an  abdominal  in- 
cision without  opening  the  uterine  cavity.  This  operation  is, 
therefore,  anatomically  limited  to  tbe  removal  of  subperitoneal 
and  interstitial  tumors.  Enucleation  and  excision  of  tunmrs 
from  the  body  of  the  uterus  must  be  regarded  in  tbe  light  of 
radical  as  well  as  conservative  operations,  and  should,  there- 
fore, be  substituted  for  tbe  more  mutilating  operation  of  hys- 
terectomy, as  far  as  possible,  in  young  women.  There  can  l)e 
no  doubt  that  these  and  similar  conservative  radical  measures 
will  gradually  limit  hysterectomy  to  its  legitimate  sphere.  The 
reuioval  of  a  myoiibroma  without  sacrificing  the  uterus  bears 
surgically  the  same  relations  as  resection  of  a  joint  to  an  ampu- 
tation of  a  limb.  It  constitutes  the  ideal  treatment  in  properly 
selected  cases.  Excision  of  myofibroma  is  indicated  j)articularl_> 
when  the  tumor  is  located  between  the  cornua  of  the  uterus  or 
in  its  anterior  wall.  If  two  or  more  tumors  are  in  such  close 
proximity  as  to  permit  their  removal  in  the  same  manner,  myo- 
mectomy should  take  the  place  of  hysterectomy. 

Laparo-Ji yHterotomy  is  a  term  used  to  designate  the  removal 
of  a  myofibroma  through  the  abdominal  route  with  opening  of 
the  uterine  cavity,  and  is  used  as  a  technical  synonym  for  Cesa- 
rean section.  It  is  indicated  when  the  tumor  is  single,  large, 
and  projects  into  the  uterine  cavity — in  other  words,  it  should  be 
resorted  to  in  the  operative  treatment  of  submucous  or  inter- 
stitial myofibroma  not  adapted  for  vaginal  enucleation. 

Lajiaro-hyxterertoiiiy. — The  removal  of  the  uterus  for  myo- 
fibroma is  a  confession  on  the  ))art  of  the  surgeon  that  tbe  disease 
has  advanced   beyond  the  reach  of  a  more  conservative  opera- 
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tion.  At  tlie  present  time  tlii^  operation  is  too  frequently  per- 
foraied  for  non-malignant  disease.  Many  of  our  jyrynecologists 
appear  to  regard  the  uterus  as  an  unimportant  organ,  ready  to 
sacrifice  it  under  the  sligiitest  pretext.  When  we  read  in  the 
current  medical  literature,  week  after  week,  of  hysterectomies 
done  for  myotibroma  the  size  of  a  walnut,  for  simple  liyper- 
traphy,  endometritis,  dexion,  prolapse,  and  removal  of  normal 
uteri  for  vague  neurotic  affections,  it  seems  time  to  protest 
against  such  thoughtless,  reckless  surgery.  The  partial  or  com- 
plete removal  of  the  uterus,  like  the  amputation  of  a  limb,  must  be 
regarded  by  the  surgeon  as  a  serious  matter  and  should  be  resorted 
to  only  when  the  indications  are  clear  and  more  conservative 
measures  are  inadequate.  Hysterectomy  for  myofibroma  is,  of 
all  operations  discussed  in  this  paper,  the  gravest  and  most  muti- 
lating; it  must  therefore  be  reserved  for  cases  in  which  the  local 
conditions  are  a  source  of  suffering  or  danger  to  life  and  out  of 
reach  of  more  conservative  procedures.  These  remarks  apply 
with  special  force  to  the  treatment  of  patients  suffering  from 
this  affection  during  the  childbearing  period.  The  indications 
for  this  operation  can  often  only  be  ascertained  after  the  abdo- 
men has  been  opened  and  the  conditions  revealed  preclude  the 
possibility  of  successful  treatment  by  any  of  the  operative  pro- 
cedures described.  Hysterectomy  is  justifiable  if  the  tumor  is 
very  large  and  involves  the  body  of  the  uterus,  or  if  the  organ 
is  affected  by  a  number  of  large  tumors  not  amenable  to  enu- 
cleation, also  if  for  any  reason  the  appendages  cannot  be  re- 
moved, the  uterus  being  the  seat  of  numerous  small  tumors. 
The  great  number  of  operative  procedures  that  have  been  de- 
scribed for  the  removal  of  the  uterus  and  are  still  being  devised 
is  the  best  possible  proof  that  the  present  technique  of  abdo- 
minal hysterectomy  has  not  reached  perfection. 

The  most  important  questions  that  are  being  discussed  in 
connection  with  this  subject  at  the  present  time  are  :  Should  the 
entire  uterus  be  removed  ?  Is  the  extra-  or  intraperitoneal  treat- 
ment of  the  stump  the  safest?  In  answer  to  the  first  question, 
Senn  is  of  the  opinion  that  in  operations  upon  the  uterus  for  non- 
malignant  disease  the  operative  procedure  should  be  limited  to 
the  removal  of  the  diseased  part  of  the  organ,  hence  in  the  great 
majority  of  cases  the  hysterectomy  will  be  a  partial  one.  He 
can  see  no  indication  for  the  removal  of  the  lower  segment  of 
the  uterus  when  the  disease  is  limited  to  the  upj)er  part  of  the 
organ,  provided  the  stump  can  be  disposed  of  in  a  safe  and  satis- 
factory manner.  Conservation  should  be  the  rule  here  as  well 
as  elsewhere.  Complete  hysterectomy  becomes  an  unavoidable 
necessity  if  the  entire  organ  is  involved  and  in  cases  in  which, 
owing  to  the  location  of  the  tumor  or  the  existence  of  compli- 
cations, the  remaining  part  of  the  uterus  cannot  be  treated  in  a 
safe  and  satisfactory  manner.  He  has  always  regarded  the 
extraperitoneal  treatment  of   the  stump  as  the  ideal  one,  as  it 


420  ABSTRACTS. 

secures  more  efficient  protection  aij^ainst  the  two  greatest  imme- 
diate risks  of  the  operation,  hemorrhage  and  sepsis.     He  sajs  : 
'•  During  the  last  two  years  I  have  performed  eighteen   hyste- 
rectomies for  myofibroma   Ijy  a  method  which  I  have  termed 
'e.\traj)eritoneal,'  with    the  result  that    not  oidy  every  patient 
recovered,  hut  in  no  single  instance  was  the  operation  followed 
by    any    untoward    symptoms.     I    designate    the    operation    as 
'extra])oritoneal   hystei-ectomy '  because   the   external    incision 
is  closed  l)efore  the  uterus  is  removed,  and  part  of  the  |)eritoneal 
investment  is  preserved   for  a  more  successful  treatment  of  the 
stump.     With  few  exceptions  the  ovaries  and  tubes  were  re- 
moved at  the  same  time.     The  broad  ligament  is  tied  and,  near 
the    uterus,  clamped    with    a   Spencer   Wells  forceps   and    cut 
between.     Usually  two  ligatures  and  two  forceps  are  necessary. 
Tlie  intestines  above  and  behind  the  uterus  are  protected  by  a 
large  compress.     A  circular  incision  through  the  peritoneum  is 
then  made  on  a  level  with  the  section  of  the  broad  ligament,  and 
the  peritoneum  is  then  detached  in  the  form  of  a  cuff  to  a  point 
where  it  is  desired  to  aj)ply  the  elastic  constrictor.     A  solid  cord 
of  rubber  is  now  tied  firmly  around  tiie  uterus,  deprived  of  its 
peritoneal  covering,  at   the  floor   of   the   peritoneal  cuff.     The 
uterils  is  now  amputated,  and  the  uterine  or  cervical  canal  and 
surface  of  stump  cauterized  with  the  flat  point  of  the  Paquelin 
cautery  or  excised.     The  fascia  of  the  rt;cti  muscles  is  brought 
together    by  another   row  of   l)uried    catgut   sutures,  the   deep 
sutures  tied,  the   stump  dusted  with  iodoform  gauze,  and  the 
wound  dressed.     The  great  advantages  of  this  operation  are: 
1,  absence  of   tension ;  2,  absolute  control  of  hemorrhage ;  3, 
minimum  risk  of  infection  ;  4,  d.minished  risk  of   injuring  the 
ureter."     So  far  he  has  observed  only  one  case  of  ventral  hernia 
following  as  a  remote  consequence  of  the  operation.     One  great 
disadvantage  of  the  operation  has  been  the  inevitable  sloughing 
of  the  stump  outside  of  the  elastic  ligature.     This  drawl)ack  is 
common  to  all  others  which  aim  at  controlling  hemorrhage  by 
constriction  of  the  stump  en   masse.     It  requires  usually  from 
three  to  four  weeks  for  the  elastic  ligature  to  cut  its  way  through, 
when  the  wound  heals  rapidly  by  granulation,  leaving  a  funnel- 
shaped  depression  at  the  point  corresponding  with  the  location 
of  the  peritoneal  cuff.     lie  has  recently  modifled  the  operation 
in  so  far  that  he  has  dispensed  with  the  elastic  constrictor,  dis- 
pi>sing  of  the  stump  in  such  a  manner  as  to  ])lace  the  wound 
in  a  condition  compatible  with  healing  by  primary  intention. 

Extraperitoneal  Lajparo -hysterectomy  without  the  Use  of 
Perraanent  Elastic  Constriction. — The  operation  is  performed 
in  the  same  manner  as  described  above,  only  that  the  elastic 
constrictor  is  dispensed  with  after  the  employment  of  other  per- 
manent hemostatic  measures.  After  the  uterus  has  l)een  ampu- 
tated the  uterine  arteries  are  tied,  the  uterine  cavity  disinfected 
by  cauterization,  or  a  strip  of  mucous  membrane  is  excised,  when 
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the  amputation  surface,  made  in  the  form  of  a  transverse,  sliallow 
depression,  is  approximated  by  three  or  more  rows  of  buried 
sutures  of  catgut  tor  the  purpose  of  controlling  parenchymatous 
hemorrhage.  Two  or  more  secondary  sutures  are  inserted,  and 
the  wound,  corresponding  to  the  extent  of  the  peritoneal  cuff, 
packed  with  iodoform  gauze.  On  the  third  or  fourth  day  this 
gauze  is  removed  and  the  secondary  sutures  tied,  thus  approxi- 
mating the  abdominal  incision  accurately  over  the  uterine  stump. 

2.  Henrotin,  Fernand  :  Palliative  Operations  in  the 
Treatment  of  Fibroid  Tumors  of  the  Uterus  {Chicago 
Medical  Recorder,  June,  1894). — The  first  procedure  of  the 
conservative  surgeon  is  curettage  of  the  endometrium,  a  measure 
much  in  vogue  for  the  amelioration  of  symptoms,  but  open  to 
the  following  objections  :  It  is  far  from  being  devoid  of  dan- 
ger. The  virulence  of  the  discharge  from  the  cavity  of  some 
fibroid  uteri  is  too  well  recognized  by  experienced  men  to 
require  more  than  the  mere  mention  of  the  fact  to  warn  us  of 
the  care  to  be  taken  in  this  apparently  trifling  operation.  Its 
effect  is  only  transitory;  repetition  at  short  intervals  is  as  a 
rule  necessary,  and  each  repetition  is  attended  with  danger. 
When  used  to  control  hemorrhage  it  may  beget  sepsis  by  open- 
ing up  avenues  of  infection  and  without  accomplishing  the 
ob'ject  desired.  The  manipulations  necessary  to  its  thorough 
performance  may  rupture  or  disturb  unsuspected  pus  accumula- 
tions surrounding  the  uterus,  and  the  mere  mechanical  irritation 
may  stimulate  the  fibroid  itself  to  more  active  growth.  The 
same  objections  apply,  though  in  a  lesser  degree,  to  dilatation  of 
the  cervix  and  intrauterine  scarification. 

C)mplete  enucleation  or  morcellement  by  way  of  the  vagina 
is  not  palliative,  but  a  radical  measure,  and  is  therefore  without 
the  scope  of  this  portion  of  the  discussion. 

There  remain  two  other  procedures  by  way  of  the  vagina 
which  have  lately  been  suggested  and  practised  ;  they  con- 
template control  of  the  syitiptoms  and  arrest  of  the  growth. 
One  is  the  ligation  of  the  uterine  arteries ;  the  other  the  ligation 
of  the  base  of  the  broad  ligaments,  including,  of  course,  the  ute- 
rine arteries,  with  possibly  the  ligation  of  one  ovarian  artery. 
The  first  of  these  methods  was  suggested  and  outlined  by  an 
American,  Walter  B.  Dorsett.  in  a  paper  read  before  the 
St.  Louis  Medical  Society  in  May,  1890,  but  more  definitely 
described  and  afterward  practised  by  S.  Gottschalk,  of  Berlin, 
who  read  a  paper  upon  this  subject  before  the  International 
College  of  Gynecologists  and  Obstetricians,  at  Brussels,  in  Sep- 
tember, 1892.  He  reported  two  cases  of  multiple  myoma  in 
which  he  performed  this  operation  with  the  best  results. 
Franklin  H.  Martin  stands  sponsor  to  the  second  operation.  He 
claims  that  his  method  differs  from  the  method  of  Gottschalk  in 
three  essential  features  : 
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1.  That  it  includes  in  all  case?  the  whole  base  of  the  broad 
ligament,  in  order  (a)  to  include  not  only  the  raain  channel  of 
the  uterine  artery,  but  all  collateral  branches,  (6)  to  include  the 
nerves  as  well  as  the  arteries  of  nutrition,  (c)  to  diminish  nerve 
reflexes. 

2.  That  it  includes,  in  desperate  cases,  not  only  the  base  of  the 
broad  ligament,  with  the  uterine  artery  and  branches,  but,  when 
practicable,  includes  the  ovarian  artery  on  one  side. 

3.  That  it  accomplishes  this  result,  if  possible,  without  open- 
int;  the  peritoneal  cavity. 

"l5oth  of  these  palliative  operations  on  fibroids  are  of  too 
recent  inception  and  have  been  too  little  practised  to  warrant 
any  conclusion  as  to  their  merit.  It  is  certain  that  in  a  large 
number  of  fibroid  tumors  the  anastomosis  is  so  thorough  and  the 
ramification  of  the  vessels  so  extensive  that  it  would  seem  as  if 
such  measures  would  fail  of  their  purpose.  Whether  the  liga- 
tion of  the  broad  ligament,  including  the  uterine  artery  and  the 
nerves,  as  proposed  by  Martin,  will  be  followed  by  better  results 
thai,  the  ligation  of  the  uterine  artery  alone,  remains  to  be  seen. 
Transitory  benefits  after  any  operation  are  so  often  reported  by 
patients  that  more  time  is  needed  before  judgment  can  be  passed 
upon  the  permanency  of  the  results  of  the  operations.  While 
the  ligation  per  vaginam  of  the  main  trunk  of  the  uterine  artery 
is,  as  a  rule,  comparatively  easy,  the  inclusion  of  a  large  portion 
of  the  base  of  the  broad  ligaments  must,  in  certain  cases  of 
large,  irregular  fibroids,  present  great  difficulty.  The  course  of 
the  ureters  in  some  of  these  cases  is  so  very  uncertain  that  it  is 
liable  to  be  endano-ered.  In  other  fibroids  the  broad  liijaments 
are  so  elongated  and  attenuated  by  their  attachments  to  the 
tumor  above  that  a  ligature  would  include  very  little  besides  the 
trunk  of  the  uterine  artery  and  a  portion  of  the  lower  uterine 
segment. 

We  have  now  employed  curettement  and  have  ligated  the 
uterine  arteries  as  well  as  the  base  of  the  broad  ligaments  per 
vaginam,  and.  though  these  measures  were  followed  by  ameliora- 
tion of  the  symptoms  for  a  few  months,  the  patient  is  again  suf- 
fering from  menorrhagia,  and  examination  discloses  an  increase 
in  the  size  of  the  tumor.  We  are  now  obliged,  therefore,  to 
approach  the  disease  more  closely,  and  to  consider  the  operation 
still  of  the  palliative  variety  which  involves  abdominal  section. 

First  comes  the  method  of  ligation  without  removal  of  any 
portion  of  the  tumor,  uterus,  or  adnexa.  Repeatedly  operators, 
finding  themselves  balked  in  their  attempts  to  remove  the 
tumors  because  of  adhesions  or  other  complications,  have  ap- 
plied ligatures  which  included  diverse  structures  of  varied  func- 
tional activity,  with  the  intention  of  stopping  growth,  lessening 
hemorrhage,  or  both.  Some  have  applied  ligatures  to  the  Fal- 
lopian tubes;  others  again  have  ligated  the  ovarian  arteries,  with 
or  without  the  tubes ;  others  have  gone  still  further  and  ligated 
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the  uterine  arteries.  Another  class  of  operators  have  ligated 
lai-ge  portions  of  the  broad  ligaments,  without  regard  to  the 
structures  included.  F.  Byron  llobinson  reports  some  cases  in 
which  he  ligated  the  ovarian  arteries,  the  Fallopian  tubes,  and 
the  uterine  artery  on  each  side,  the  latter  in  two  places  "  for 
about  two-thirds  of  the  distance  from  the  tubes  to  the  internal 
OS."  He  says  he  has  since  performed  this  operation  three  times, 
and  claims  good  results.  He  also  states  that  ''  in  the  ligation  of 
the  two  arteries  matiy  nerves,  including  the  automatic  menstrual 
ganglia,  will  necessarily  be  destroyed,  and  immediate  cessation 
of  menstruation  will  result." 

Simple  ligation  of  the  Fallopian  tubes  is  unscientific,  does  not 
always  stop  ovulation  or  menstruation,  and  can  have  little  effect 
upon  the  growth  of  the  tumor.  The  various  suggested  methods 
of  ligation  of  the  ovarian  or  uterine  arteries  are  objectionable 
because  they  frequently  fail  of  shutting  off  the  blood  supply  ; 
because  the  vessels  are  often  difficult  to  locate  in  complicated 
cases ;  and  because  it  is  not  proven  that  these  ligations,  even 
when  carried  to  the  extent  proposed  by  Dr.  Robinson,  always 
produce  cessation  of  menstruation.  Ligation  of  the  broad  liga- 
ments without  regard  to  the  structures  involved  is  a  haphazard 
method,  and  is  also  open  to  objections  outlined  in  the  preceding 
paragraph.  All  ligations  without  section  are  objectionable  on 
account  of  the  irritation  to  the  nerve  supply  produced  by  the 
constriction  of  the  ligature  itself. 

We  now  come  to  the  last  and  most  important  of  the  palliative 
operations  for  the  relief  or  cure  of  fibroids — namely,  the  total 
ablation  of  the  uterine  appendages. 

It  is  allowed  by  all  authorities,  and  may  be  taken  for  granted, 
that  in  ninety  per  cent  of  the  removals  of  the  uterine  appen- 
dages for  fibroids  tiie  operation  is  followed  by  diminution  of  the 
tumor  and  by  more  or  less  cessation  of  symptoms.  If  the  ope- 
ration has  been  properly  performed  the  menopause  is  usually 
established.  There  are  certainly  cases  in  which  there  is  con- 
siderable difficulty  in  the  performance  of  this  operation.  Some- 
times the  broad  ligament,  especially  the  portion  attached  to  the 
ovary,  is  so  short  that  it  forms  an  in8uperal)le  obstacle  to  the 
success  of  the  operation,  as  the  ligatures  slip  and  as  it  is  impos- 
sible to  form  a  pedicle.  Hegar  in  one  such  case  terminated  the 
operation  by  hysterectomy.  In  other  cases  the  fibroid  is  small 
and  large  pus  tubes  accompany  it,  and  a  more  perfect  removal 
of  the  diseased  tubes  is  accomplished  by  ablation  of  both  uterus 
and  tubes.  The  results  of  castration  are  not  always  satisfactory. 
Castration  is  contraindicated,  according  to  Pozzi,  in  case  of  very 
large  tumors,  on  account  of  the  risk  of  edema  and  mortification  ; 
in  small  tumars  with  compression  symptoms;  in  fibrocystic  tu- 
mors, on  account  of  their  rapid  growth  and  the  relative  benig- 
nancv  of  hysterectomy  ;  and  in  telangiectatic  tumors,  on  account 
of  the  dan^rer  of  thrombosis.     Thornton  is  the  only  operator 
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wliM  lias  reported  success  from  Ciistration  for  a  fibrocystic  tumor. 
Incomplete  removal  of  the  tubes  and  ovaries  frequently  fails  to 
bring  about  the  menopause,  which  is  one  of  the  chief  objects  of 
the  operation,  and  in  a  very  reasonable  proDortiou  of  cases  com- 
plete removal  is  impossible  on  account  of  tlie  intricate  adhesions 
of  the  orirans  to  the  irrepilar  nodules  of  the  tiltroid  mass. 

Iluviiii^  now  ])articularized  the  various  operations  M-hich  have 
been  employed,  and  to  which  the  term  palliative  might  be  truly 
applied,  and  having  stated  the  claims  made  b}-  their  resjiec- 
tive  adherents,  let  us  summarize  the  objections  to  palliative 
operations  in  general  :  Tliey  do  not  entirely  remove  the  disease. 
The  cases  in  which  total  disappearance  of  the  tumor  has  fol- 
lowed removal  of  the  ap]iendages  are  so  few  that  they  may  be 
ranked  as  exceptions.  JNot  only  do  the}'  prove  unsuccessful  in 
reuioving  the  tumor,  but  often  they  fail  to  stop  its  growth  ;  aud 
although  they  frequently  ameliorate  the  symptoms,  they  seldom 
permanently  arrest  them.  Even  though  the  patient  seems  well 
for  several  years,  there  are  numerous  cases  wherein  the  symp- 
toms have  recurred  with  all  their  former  intensity.  Failure  to 
remove  the  gi'owth  leaves  fertile  soil  for  future  degenerative 
changes.  ]So  operator,  however  experienced,  can  be  sure  from 
the  symptoms,  or  even  the  appearance,  of  a  fibroid  tumor  that 
it  does  not  contain  elements  of  malignancy.  Removal  of  the 
appendages  is  the  only  formidable  competitor  of  total  ablation. 
What  are  the  relative  dangers  of  these  two  operations?  Baer, 
in  his  last  large  series  of  cases,  reports  a  mortality  of  only  three 
per  cent,  and  Howard  Kelly  has  only  two  deaths  in  iifty-six 
hysterectomies  for  fibroid,  a  mortality  of  three  and  a  half  per 
cent,  and  others  have  equally  good  results.  When  we  consider 
that  hysterectomy  is  so  frequently  an  operation  of  last  resort, 
the  insignificant  difference  in  mortality  between  it  and  castra- 
tion is  more  than  counterl)alanced  \)y  the  certainty  of  the  cure. 

The  field  for  palliative  operations  is  limited  to  three  classes  of 
cases.  The  conditions  under  which  they  may  be  j^ractised  can 
be  characterized  as  follows  : 

1.  Unwillingness  of  the  patient  to  submit  to  radical  measures. 

2.  Inex])erience  of  the  operator. 

3.  Im])ossibility  or  grave  danger  of  the  radical  operation. 
With  an  incision  of  fair  length,  with  the  Trendelenburg  j)osi- 

tion  as  demonstrated  by  Krug.  and  with  the  improved  operative 
procedures  of  Baer,  Baldy.  or  Polk,  the  cases  calling  for  ])allia- 
tive  operations  are  becoming  less  and  less  numei'ous.  and  among 
skilful  surgeons  the  radical  operation  is  rapidly  assuming  its 
proper  place  as  the  method  of  choice  in  fibroid  tumors  of  the 
uterus. 

3.  BvFORD,  Henky  :  Choice  or  IIadical  Operations  fou  the 
Cure  of  Uterine  Fibroids  {Chicago  Medical  Recorder ^  June, 
1894). — Byford  adheres  to  the  old   classification   into  (1)  poly- 
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poid   ami   snbimicoiis,  (2)  tlie  intramural,  and  (8)  the  subserous 
and  ijitraliuamentous. 

The  poly])c)id  fibroid  siiould  always  be  removed  per  vagiuam 
when  smaller  than  a  child's  head,  and  the  same  may  be  said  of 
the  submucous  when  not  complicated  by  other  tumors  of  good 
size  beloriijinG:  to  the  other  classes.  If  the  cervix  be  small  some 
preparation  will  be  required.  Rapid  dilatation,  with  or  without 
incisions,  is  apt  to  prove  inaderpiate  exce])t  in  very  small  growths, 
and  hence  complicating  lacerations  may  occur.  Gradual  dilata- 
tion produced  l)y  mechanical  means,  such  as  tents,  tam])ons,  etc., 
is  often  inefficient  and  predisposes  to  sepsis.  It  is,  therefore, 
desirable  to  use  some  remedy  to  cause  uterine  contraction,  with 
the  double  object  of  forcing  the  submucous  tumor  further  into 
the  uterine  cavity  so  as  to  give  it  more  of  the  characteristics  of  a 
polypus,  and  of  pressing  it  down  into  the  cervix  so  as  to  dilate  the 
OS  from  the  uterine  side,  as  is  done  in  normal  labor.  The  cervix, 
even  though  closed  and  rigid,  will  thus  dilate  to  a  diameter  of 
two  inches  or  more  at  the  external  os,  and  still  greater  at  the 
internal  os,  and  thus  give  plenty  of  working  room.  Two  or 
three  grains  of  ergotin,  or  from  half  to  a  drachm  of  fluid  extract 
of  ergot,  given  four  times  daily  for  a  few  days,  will  usually 
cause  painful  uterine  contractions  and  gradual  dilatation.  A 
very  common  error  of  physicians  is  to  regard  these  painful  con- 
tractions as  a  contraindication  to  ergot,  and  to  stop  it  and  give 
opiates.  Instead  of  such  being  the  case,  however,  it  is  usually 
a  proof  of  efficiency  of  the  drug,  and  should  lead  us  to  make 
vaginal  examination  in  hopes  of  finding  a  fibroid  presenting  at 
the  relaxing  os.  When  the  cervix  is  as  large  or  nearly  as  large 
as  we  wish  it,  we  put  the  patient  under  the  influence  of  an  anes-- 
thetic  and  remove  the  whole  tumor  at  once  or  by  cutting  it  to 
pieces — morcellenient.  When  the  process  of  dilatation  extends 
over  several  days  the  capsule  is  apt  to  undergo  necrosis.  This, 
of  course,  calls  for  prompt  action.  Cervical  fibroids  should  have 
their  caosules  incised  and  be  enucleated,  either  v»'ith  or  without 
morcellenient  as  may  be  necessary.  The  bed  should,  if  possible,  be 
sewed  up,  as  it  bleeds  freely  and  afterward  cicatrizes  irregularly. 
Hemorrliage  after  enucleation  of  submucous  fibroids  of  the 
uterine  body  is  seldom  alarming,  as  the  uterus  contracts  or  can 
be  made  to  contract  after  being  emptied.  Submucous  tumors 
larger  than  a  child's  head  usually  require  an  abdominal  section. 
In  such  cases  the  uterus  may  be  incised,  the  tumor  enucleated, 
the  bed  sewed  uj),  and  the  "uterine  cavity,  which  as  a  rule  is 
opened,  drained  with  gauze.  Even  when  the  cavity  of  the  ute- 
rus is  not  opened  it  is  better  to  open  it  and  drain  through  the 
uterus,  as  taught  by  Senn.  When  such  cannot  be  done  the 
uterus  may  be  amputated  below  the  growth  or  totally  removed. 
Intramural  fibroids  are  usually  multiple.  When  small  they 
can  sometimes  be  radically  cured  by  ergot,  electricity,  oopho- 
rectomy, or  vaginal  ligature  of  the  uterus,  as  recommended  by 
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F.  II.  Martin,  etc.  When  they  press  injnriouslv  upon  surround- 
iiiij  tissues  or  occlude  the  cervix,  and  cannot  he  enucleated,  the 
uterus  may  he  removed  per  vao;inam,  with  or  without  morcelle- 
ment,  provided  the  whole  mass  is  not  lar<;er  than  a  child's  head  ; 
wlien  much  larger  tlian  this  it  must  he  removed  hy  ahdominal 
section  and  supravaginal  amputation  or  total  extirpation.  If 
only  one  or  two  large  ones  are  found,  Senn's  method  of  enuclea- 
tion and  drainage  through  the  uterine  canal  can  he  employed. 

Single  suhserous  and  pedunculated  growths  can  he  removed 
without  taking  the  uterus.  A  wedge-shaped  piece  may  he  ex- 
cised from  the  hase  of  the  pedicle,  or,  if  the  pedicle  he  large 
and  short,  the  tumor  may  be  enucleated  and  the  bed  sewed. 
Multij)le  subserous  and  intraligamentous  tumors  require  supra- 
vaginal amputation  or  total  extirpation. 

In  removing  uterine  -fibroids  without  removing  the  whole 
organ,  it  is  not  necessary  to  risk  the  patient's  life  in  an  attempt 
to  remove  all  of  the  small  kernels.  When  the  larger  ones  are 
removed  palliative  treatment  may  be  expected  to  prevent  the 
others  from  developing. 

4.  KossMANN  :  Contribution  to  the  Histology  of  Extra- 
UTKRiNE  Pregnancy,  with  Remarks  on  a  very  early  Ovcm 
EXPELLED  WITH  THE  Decidua  {Zeitschr.  f.  Gch.  t(.  Oyii.^ 
xxvii.,  lift.  1). — The  author  has  studied  and  described  the 
mode  of  insertion  of  the  human  ovum  during  the  earliest  period 
of  pregnancy  on  two  fresh  living  specimet)s  obtained  by  opera- 
tion. One  of  the  specimens  was  a  gravid  tube  of  about  the 
fifth  week,  the  other  a  myomatous  uterus  of  a  still  earlier 
period. 

Basing  particularly  on  this  latter  specimen,  the  author  asserts 
that  the  human  ovum  does  not  by  any  means  adhere  loosely  at 
first  to  the  decidua  by  the  ends  of  the  villi,  but  that  this  union 
is  a  very  intimate  one.  The  syncytium  is  a  product  of  transfor- 
mation of  the  uterine  mucosa  and  not  of  the  ectoderm  of  the 
ovum.  The  latter  remains  intact  from  the  start,  and  is  repre- 
sented by  Langhans' cell  layer.  Within  the  syncytium  vacuoles 
are  uniformly  present ;  several  of  the  vacuoles  coalescing,  the 
intervillous  spaces  result  which  are  filled  with  blood. 

In  the  tubal  pregnancy  the  uterine  end  of  the  tube  was  easily 
patulous;  the  ruptured  hematoma  was  located  toward  the  abdo- 
men in  the  tubal  wall,  far  away  from  the  ovisac.  i.  f. 

5.  Webstkr,  J,  C.  :  A  Case  of  Extrauterine  Pregnancy 
{Eflinhnrgh  MedicalJounial.  August,  1893\— The  early  history 
presents  nothing  remarkable.  Age  of  the  dead  fetus,  four 
months.  The  diagnosis  was  assured  by  the  decidua.  The 
author  opened  the  sac  from  the  vagina,  all  the  bleeding  vessels 
being  easily  closed  by  torsion,  so  that  no  ligature  was  required. 
The  placenta  was  removed,  as  no  hemorrhage  occurred.     lodo- 
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form-ganze  tamponade.  Tlie  course  was  nueventfiil,  and  the 
sac  had  closed  in  a  niontli.  The  patient  is  again  three  months 
pregnant,  for  the  sixth  time,  the  pregnancy  being  uterine. 

I.    F. 

6.  MiCHiE,  li.  :  Uncommon  Vaki?:tiks  ok  Extrauterine 
Pregnancy  {Glasgow  Medical  Journal^  August,  1893). — The 
first  two  of  the  three  fully  reported  cases  were  tubal  and  are 
not  so  extraordinary  as  to  need  repetition.  The  third  was  a  so- 
called  abdominal  pregnancy.  Amenorrhea  lasting  fourteen 
weeks,  then  violent  abdominal  pains  and  collapse  occurred,  but 
were  recovered  from.  Nine  months  after  the  last  menstruation 
the  patient  was  seen  again.  She  suffered  from  eclamptic 
attacks,  coma,  edema,  and  ascites.  The  child  could  be  fully 
mapped  out  in  the  abdomen  and  displaced  in  all  directions.  The 
uterus  was  to  the  left,  above  the  pelvis.  Death  ensued,  and  the 
child  was  found  perfectly  free  in  the  abdomen,  without  any  en- 
veloping membrane.  The  placenta  lay  deep  in  the  pelvis,  extra- 
peritoneally  between  the  layers  of  the  right  l)road  ligament.  The 
funis  passed  through  the  posterior  layer  of  the  broad  ligament. 
The  point  of  rupture,  which  must  have  been  present,  was  com- 
pletely closed.  The  right  tube  could  be  followed  only  for  a 
short  distance,  and  the  ovary  could  not  be  found.  In  this  case 
the  rupture  had  probably  occurred  first  into  the  broad  ligament ; 
later  another  rupture  of  the  peritoneum  permitted  the  escape  of 
the  fetus  into  the  abdominal  cavity.  As  the  patient  was  not 
seen  after  the  first  collapse  until  shortly  before  her  death,  the 
history  is  incomplete  in  this  respect.  Should  the  author  meet 
with  a  similar  case,  he  would  remove  the  child  from  the  abdo- 
minal cavity,  cut  the  funis  close  to  the  placenta,  and  leave  the 
latter  behind  ;  should  signs  of  suppuration  appear,  the  abdomen 
would  have  to  be  opened  a  second  time  in  order  to  render  the 
cavity  in  the  broad  ligament  accessible,  if  possible  extraperi- 
toneally,  and  drain  it.  i.  f. 

7.  Pinard,  a.:  Further  Contributions  to  the  Doctrine 
OF  Extrauterine  Pregnancy  {Ann.  de  Gyn.  et  dWhst.,  1892, 
Nos.  7-9), — This  paper  is  a  continuation  of  one  published  in  1889 
in  the  same  journal,  reporting  three  cases  of  ectopic  pregnancy. 
The  author  now  reports  nine  additional  cases  observed  and  ope- 
rated on  by  him,  and  appends  his  views  on  ectopic  gestation. 

As  regards  the  etiology,  some  cases  were  preceded  by  disease 
of  the  genital  tract,  others  presented  special  features.  The  first 
functional  disturbances,  viz  ,  peritonitic  symptoms  and  disorders 
of  the  bladder  and  intestinal  tract,  occurred,  as  a  rule,  at  the  end 
of  the  first  month  of  pregnancy.  In  most  cases  no  decidua  was 
expelled  ;  the  catamenia  had  always  ceased  during  the  pregnancy 
and  did  not  recur  until  two  or  three  months  after  the  death  of 
the  fetus. 
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The  relations  of  the  uterus  to  tlie  ovisac  are  very  vai'iable. 
Most  cointnotily  the  uterus  is  found  crowded  forward,  l)Ut  it 
may  also  be  found  posteriorly  and  laterally,  or  even  in  its  normal 
position  in  the  centre  of  the  j)elvis. 

The  fetus  often  dies  before  reaching  maturity;  in  a  single 
case  only  did  he  find  a  fetus  of  normal  weight. 

The  ovisac,  though  usually  fastened  by  adhesions  in  the  ab- 
dominal cavity,  may  also  be  freely  movable.  The  author  lays 
particular  stress  on  the  fact,  of  which  he  has  l)een  unable  to  find 
mention  anywhere,  that  it  may  contract  as  frequently  and  ener- 
getically as  the  uterus.  At  times  the  sac  is  so  firmly  ajrglutinated 
to  the  intestinal  loops  that  it  cannot  be  detached.  Sometimes, 
being  adherent  to  the  pelvis,  bladder,  and  uterus,  it  may  be  more 
accessible  by  the  vaoina  than  the  abdomen;  under  such  condi- 
tions elytrotomy  would  be  indicated,  and  the  author  has  per- 
formed this  operation  twice  in  his  twelve  cases.  Such  cases 
demonstrate  the  dangers  connected  with  total  extirpation. 

In  two  cases  of  advanced  pregnancy  the  sac  ruptured  u-ithout 
causing  profuse  hemorrhage  or  symptoms  of  peritonitis.  This 
fact  proves  the  great  toleration  of  the  intestinal  loops  of  a  fetus 
lying  free  in  the  abdominal  cavity.  These  cases  also  seem  to 
show  that  three  months  after  the  death  of  tiie  fetus  tiie  placenta 
may  be  immediately  extracted  without  danger  of  hemorrhage. 

Of  the  twelve  cases  one  died  who  was  operated  on  in  extremis. 

I.    F. 

8.  ViGNARD :  A  Case  of  Extrautrrinp:  Prrgnancy  (J->rA. 
Prov.  de  M'ed.^  1894,  No.  1). — The  patient  had  been  delivered 
twice:,  once  spontaneously,  once  witii  the  aid  of  a  midwife. 
The  second  delivery  was  followed  by  some  disorder,  and  since 
tlien  the  patient  has  never  been  free  from  discomfort,  having 
suffered  particularly  during  the  menses.  Last  catamenia  June 
lyth,  1892;  four  weeks  later,  irritable  bladder  and  painful  nrina- 
tion.  In  August  slight  loss  of  l)lood  from  the  genitals,  wliich 
recurred  in  the  succeeding  months  and  was  associated  with 
vi(dent  pains.  The  abdomen  enlarged  and  quickening  was  felt, 
but  the  patient  was  forced  to  remain  in  bed,  as  the  erect  |)osi- 
tion  induced  great  pain.  March  29th.  1893,  the  fetal  movements 
ceased,  pains  disappeared,  the  abdomen  became  smaller,  and  the 
patient  was  able  to  rise.  On  April  6th  violent  labordike  i)ains 
occurred,  but  ceased  suddenly.  In  the  beginning  of  May  a  hemor- 
rhage lastinsr  ten  days,  during  which  fragments  were  discharged 
which  looked  like  placenta.  Finally  the  pains  grew  very  violent, 
the  abdomen  became  tender,  vomiting  set  in,  and  the  pulse  rose 
to  115.  Early  in  June  the  condition  again  improved,  but  the 
patient  remained  weak  and  kept  her  bed.  The  following  condi- 
tion was  noted  on  June  16th  :  Size  of  abdomen  as  at  term,  right 
side  larger  than  left.  A  hard  mass  can  be  felt  tilling  the  pefvis 
and  the  right  side  of  the  abdomen  ;  left  hypochondrium  free ; 
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the  child's  liead  can  he  felt  under  the  riijjht  ribs.  The  cervix  is 
at  tiie  left  posteriorly  and  closed;  it  participates  hut  Hli«4htl}'  in 
movements  imparted  to  the  tumor.  The  posterior  and  left  fur- 
nix  is  free.  Operation  June  2iHh  :  Incision  in  the  linea  alha  ; 
tumor  firmly  adherent  to  the  abdominal  wall,  adiierent  omen- 
tum in  the  upper  angle  of  the  wound.  Incision  of  the  sac ; 
extraction  of  the  fetus,  which  was  adherent  at  one  point  to 
the  wall  of  the  sac.  The  limits  of  the  placenta  could  not  be 
exactly  determined  ;  it  was  situated  postero-inferiorly  and  was 
left  in  situ.  The  sac  wall  was  very  thick  and  but  slightly  vas- 
cular; the  cavity  was  divided  into  three  parts,  the  highest  of 
which  contained  the  head.  Irrigation  of  the  cavity,  sac  stitched 
to  the  peritoneum,  abdominal  wound  contracted,  and  iodofoi-m 
tamponade  applied.  The  dressings  were  changed  at  long  inter- 
vals ;  the  cavity  contracted  rapidly,  until  after  six  weeks  only  a 
tistula  three  centimetres  deep  was  left.  Three  months  after  rlie 
operation  the  cyst  had  nearly  disappeared,  merely  a  siiijht  in- 
duration over  the  symphysis  being  left.  The  patient  had  fully 
recovered.  The  fetus  measured  forty-seven  centimetres  ;  the 
point  where  it  adhered  to  the  sac  wall  was  at  a  thin  portion  in 
contact  with  intestinal  loops.  Care  should  therefore  be  exer- 
cised in  detaching  such  adhesions.  i.  f. 

9.  Backer,  J.  (Budapest):  A  Case  of  Extrauterine  Preg- 
nancy (Gyogyassat,  1893,  No.  53). — The  patient  was  23  years 
old,  had  always  been  healthy,  menstruation  regular  and  painless. 
Two  months  after  marriage  became  pregnant.  In  the  third 
month  of  this  pregnancy  (February,  1892)  violent  pains  were 
felt  in  the  abdomen  and  a  moderate  hemorrhage  occurred,  with 
the  passage  of  clots  resembling  pieces  of  meat.  In  March,  1«92, 
cramp-like  abdominal  pains  recurred  and  lasted  several  days  ; 
thenceforth  to  the  end  of  April  the  abdomen  enlarged  rapidly  ; 
quickening  felt  in  April,  May,  and  June;  then  the  third  and 
must  violent  attack  came  on,  with  rigor  and  severe  cramps  in  the 
abdomen.  Late  in  August  and  early  in  September  milk  exuded 
from  the  breast  spontaneously  and  on  pressure.  About  this  time 
menstruation  occurred  for  a  few  days,  but  did  not  become  regu- 
lar untd  December;  it  was  associated  with  pains,  which  formerly 
had  been  absent. 

February  19th,  1893,  the  diagnosis  of  right  abdominal  preg- 
nancy was  made,  probably  of  tubal  origin,  but  which  had  devel- 
oped abdominally  after  the  rupture  of  the  tube  in  the  third 
month.     Seven  months'  fetus  changing  into  a  lithopedion. 

Abdominal  section  March  6th,  iS93  ;  no  complications;  dia- 
gnosis contirmed.  Both  ovaries  and  left  tube  normally  developed 
and  healthy.     Uninterrupted  recovery. 

The  most  interesting:  point  in  this  case  is  the  etiology,  as  the 
patient  had  been  healthy  before  and  after  marriage,  no  blennor- 
rheal  infection  having  occurred  (as  shown  hy  the  history  and  the 
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objective  appearances  before  and  after  openin<^  the  abdominal 
cavity),  and  vet  extrauterine  preo;nancy  followed  two  months 
after  marriage.  The  author  tninks  that  Wyder's  theory  of  the 
origin  of  extrauterine  pregnancy  is  most  probable,  that  tbe 
normal  place  of  impregnation  is  the  uterus,  and  that  the  present 
case  admits  of  no  other  explanation  than  that  either  a  congenital 
widening  of  the  tube  or  the  absence  of  ciliated  epithelium  on 
the  tubal  mucosa  allowed  the  sj)eniiato;coa  to  enter  the  tube  l)e- 
fcire  the  ovule  had  been  able  to  reach  the  uterus. 

Another  interesting  feature  is  the  fact  that  the  hemorrhage 
and  peritonitis  in  the  third  month  failed  to  cause  the  death  of 
the  fetus,  which  continued  to  live  to  tlie  seventh  month  despite 
the  rupture  of  the  tube.  One  of  the  fetal  arms  was  rudimentary 
owing  to  peritonitic  adhesions.  i.  f. 

10.  Elischer  (Budapest) :  A  Gasp:  of  Extrauterine  Preg- 
nancy TREATED  BY  Vaginal  Incision  [Orvoi'ti  HetUcip^  1893, 
Ko.  49). — The  patient,  aged  34,  had  always  been  healthy.  She 
had  borne  a  child  in  the  third  year  of  her  married  life  (1882), 
since  which  time  she  had  remained  barren  until  April,  1890, 
when  she  felt  pregnant.  After  the  fourth  month  a  steadih' 
growing  painful  tumor  was  demonstrable  in  the  right  ovarian 
region,  in  which  the  fetal  heart  could  be  distinctly  heard  in  Sep- 
tember. At  the  same  time  an  offensive  discharge  resembling 
the  lochia  passed  from  the  uterus.  The  patient  had  become 
much  debilitated.  In  March,  1891,  extrauterine  pregnaucy  was 
diagnosticated  and  treated  symptomatically.  On  March  28th 
violent  abd(jminal  pains  occurred  suddenly  with  high  fever  and 
profuse  salivation.  Improvement  after  five  weeks,  at  which 
time  she  passed  per  rectum  a  bone  and  a  piece  of  decomposed 
muscle  measuring  four  by  five  by  twenty  centimetres.  In  the 
course  of  the  next  three  weeks  other  bones  were  passed  under 
cutting  pains,  namely,  four  ribs,  one  shoulder  blade,  one  femur, 
one  fibula,  one  ilium,  two  vertebrae,  and  one  sacrum,  as  well  as 
some  shreds.  Labor-like  pains  set  in,  with  continual  tenesmus, 
and  although  there  was  no  fever  the  paient  failed  more  and 
more.  On  June  25th  she  came  to  the  hospital.  A  very  painful 
tumor  the  size  of  a  child's  head  was  discovered  over  the  right 
Poupart's  ligament;  the  pelvis  was  sore  and  nausea  was  present. 
A  sul)seque]it  examination  under  anesthesia  disclosed  a  barely 
moval)le  tumor  in  Douglas'  pouch  on  the  right  side  behind  the 
uterus.  The  rattling  of  bones  could  be  perceived  in  the  tumor, 
and  through  the  rectum  a  fiuctuating  mass  was  felt  in  which 
fetal  parts  could  be  differentiated. 

The  author  decided  to  open  the  vagina  at  the  limit  of  the 
posterior  fornix.  On  reaching  the  pus  cavity  two  quarts  of  ex- 
tremely offensive  fluid  escaped,  in  which  some  ribs,  tarsal  bones, 
and  vertebrae  were  found.  Several  arm  and  leg  bones  were 
lemoved  with  polypus  forceps.     A  child's  head   then  presented 
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by  the  frontal  bone  in  the  vvouiul  and  was  removed  piecemeal. 
"When  the  cavity  was  cleared  the  examining  linger  discovered  a 
break  four  centimetres  from  the  incision  toward  the  sigmoid 
flexure;  this  communicated  with  the  rectum.  The  cavity  was 
irrigated  with  creolin  and  tamponed  with  iodoform  ganze. 

Two  days  later  the  cavity  was  found  filled  with  feces.  The 
patient  was  free  from  fever.  lodoform-ganze  tamponade  con- 
tinued. The  cavity  rapidly  contracted,  and  menstruation  on 
October  30th  lasted  three  days  and  was  painless.  No  more  feces 
were  passed  through  the  vagina.  On  November  20th  the  sound 
entered  only  four  centimetres  ;  the  vagina  was  almost  free  from 
secretion.  General  condition  good.  The  author  believes  the 
case  to  have  been  one  of  tubal  pregnancy.  i.  f. 

11.  E.APIN :  Extrauterine  Pregnancy  of  Eleven  Months 
{Bev.  med.  de  la  ISuwf<e  Rom.,  1893.  No.  11). — Multipara,  had 
given  birth  to  two  living  cliildren  ;  symptoms  of  pregnancy  nine 
months  ago.  Two  months  later  the  patient  observed  a  tumor 
in  the  right  side  of  the  abdomen,  which  enlarged  successively  ; 
soon  she  felt  vigorous  quickening,  and  about  the  same  time 
nausea,  violent  pains  in  the  abdomen,  and  anorexia  appeared  ; 
the  patient  lost  flesh.  Three  months  since  the  fetal  movements 
ceased  and  pains  lessened,  the  abdomen  became  smaller,  but  the 
tumor  remained.  At  the  time  of  the  examination  two  painless 
tumors  could  be  demonstrated  in  the  abdomen  :  the  upper  one 
was  very  movable,  yielded  ballottement,  and  fetal  parts  could 
readily  be  made  out ;  the  second,  which  was  less  movable,  ex- 
tended from  one  iliac  fossa  to  the  other.  It  was  formed  i)y  the 
head  on  the  right  and  the  placenta  on  the  left.  The  patient 
pleaded  for  an  operation,  as  she  was  unable  to  work.  Diagnosis, 
extrauterine  pregnancy  springing  from  the  right  tube,  oblique 
position  of  the  dead  fetus.  Operation  :  Under  anesthesia  it  was 
discovered  that  the  pregnancy  sprang  from  the  left  tube.  After 
opening  the  abdominal  cavity  the  body  of  the  fetus  was  readily 
extracted,  the  head  with  more  difficulty  on  account  of  its  deep 
position  in  the  pelvis.  The  placenta  was  detached  from  the 
neighboring  organs ;  the  pedicle  was  formed  from  the  left  tube, 
to  which  the  placenta  was  partly  attached  ;  the  pedicle  was 
ligated.  Hemorrhage  was  arrested  with  difficulty  ;  suture  with- 
out drainage.  The  fetus  was  enclosed  in  a  soft,  thick  membrane, 
which  may  have  been  tlie  amnion  alone  or  the  amnion  with  the 
chorion,  its  nature  not  having  been  determined  at  the  time  of 
the  report.  i.  f. 

12.  Duhrssen:  On  Tubal  Pregnancy  and  the  Treatment 
OF  THE  Hemorrhages  into  the  Abdominal  Cavity  resulting 
FROM  this  Condition  {Deut.  med.  Woch.,  1894,  Nos.  2  and  3). — 
Women  at  the  height  of  sexual  activity  still  die  with  symptoms 
of  internal  hemorrhage  due  to    ruptured    ectopic   pregnancy. 
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Liparatoiny  may  save  such  patients,  but  it  is  not  often  per- 
t'onneil,  cliierty  because  the  dia«^nusi.s  is  difficult.  ()tht;r  etfu- 
sioris  into  tlie  perit«»neal  cavity — e.(j.^  j)ertoration  of  an  ichorous 
pelvic  e\U(hition  or  a  i>jastric  or  intestinal  ulcer — may  simulate 
an  internal  hemorrhage  and  the  women  frequently  have  no  idea 
that  they  are  pregnant.  Another  reason  against  the  perform- 
ance of  laparatomy  is  that  a  few  cases  recover  without  opera- 
tion; still  it  is  always  indicated,  because  death  may  occur  later 
from  rupture  of  the  sac  of  the  hematocele  or  from  recurrent 
hemorrhages  in  *'  tubal  abortion,"  and  moreover  because  the 
above-mentioned  perforations  likewise  call  for  laj)aratomy. 

If  the  patient  cannot  be  transported  to  a  clinic  the  laparatomy 
must  be  done  at  her  residence,  of  course  by  physicians  who  are 
thoroughly  familiar  with  the  technique,  for  rapid  operating  is 
often  necessary. 

If  the  anemia  is  excessive  the  anesthesia  or  the  consecutive 
hyperemia  of  the  abdominal  vessels  occurring  after  the  o[)ening 
of  the  al>domen  may  become  fatal,  and  therefore  in  such  cases 
the  infusion  of  salt  solution  recommended  by  Wyder  should  im- 
mediately precede  the  operation.  The  objection  raised  by  E. 
Schwarz,  tliat  this  increases  the  hemorrhage,  is  not  tenable,  as 
the  hemorrhage  is  readily  arrested  after  the  abdominal  cavity  is 
opened.  The  iufusion  is  performed  in  the  usual  manner  de- 
vised by  Miinchmeyer,  but  with  thicker  trocars  ;  the  operation 
is  begun  as  soon  as  the  pulse  has  become  stronger.  Diihrssen 
lost  the  first  patient  in  whom  the  infusion  was  omitted  ;  the 
others  recovered.  i.  f. 

13.  Tait,  Lawson  :  A  Case  of  iNTERSTiriAL  Tubal  Pkeg- 
NANCY  ;  Laparatomy;  Rkcovkry  (Z]«nc<:'^  January  13th,  1894). 
— In  October,  1893,  while  the  author  was  engaged  in  tlie  ex- 
amination of  a  specimen  of  an  interstitial  tubal  pregnancy  sent 
to  him,  a  patient  was  brought  in  with  the  following  history: 
Age  38 ;  married  fifteen  years  ;  four  children,  the  last  born 
three  years  ago.  Menses  regular  and  painless  until  July,  1893, 
when  they  lasted  three  weeks.  In  August  and  September 
another  hemorrhage  occurred  which  lasted  five  weeks  and  then 
ceased.  Toward  the  end  of  August  violent  pain  in  the  left  side. 
About  the  beginning  of  September  the  patient  noticed  a  swell- 
ing above  the  left  inguinal  region;  it  enlarged,  while  the  dis- 
comfort increased.  Since  that  time  the  patient  had  been  bed- 
ridden. Tait  found  the  pi^lvis  and  the  left  side  of  the  abdomen 
as  far  as  the  uml)ilical  region  tilled  with  a  fluctuating  tumor, 
apparently  springing  from  the  broad  ligament.  The  uterus 
seemed  to  be  situated  at  its  right  side.  Fever  l)eing  present. 
Tait  thought  the  tumor  was  a  suppurating  cyst  of  the  broad 
ligament,  and  operated  on  the  following  day.  It  became  at 
once  obvious  that  the  tumor  was  covered  with  uterine  tissue, 
and,  altliough  the  limits  of  the  uterus  could  not  be  determined, 
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the  normal  relations  of  the  appendages  on  the  right  side  and 
their  anomalous  condition  on  the  opposite  side  showed  that  the 
tumor  affected  the  posterior  and  upper  uterine  wall,  for  the  left 
tube  and  ovarj  appeared  on  its  anterior  upper  portion.  Aspi- 
ration yielded  merely  some  purulent  serum ;  the  puncture  was 
therefore  enlarged  with  the  fingers  and  a  large  (piantity  of  offen- 
sive clots  mixed  with  decomposed  placental  and  fetal  tissue  was 
evacuated.  Removal  of  a  portion  of  tlie  firmly  adherent  pla- 
centa caused  profuse  hemorrhage,  which  was  arrested  by  com- 
pression. Tait  then  introduced  his  finger  into  the  uterus  through 
the  vagina  and  found  the  cavity  enlarged  but  perfectly  empty. 
The  ovisac  and  peritoneum  were  washed  out,  the  bottom  of  the 
sac  drained  by  a  glass  tube,  and  the  wound  closed.  Uninter- 
rupted recovery ;  patient  discharged  November  14th.        i.  f. 

14.  Lugeol:  a  Tubal  Pregnancy  near  Term  treated  by 
Morphine  Injections  and  Celiotomy  {Nouv.  Arch.  cVOhstet.  et 
de  Gyn.,  1893,  No.  1). — The  patient,  aged  39,  had  had  abdomi- 
nal trouble  dating  from  an  abortion  since  her  marriage  fourteen 
years  before.  The  menses,  which  were  irregular,  occurring  at 
intervals  of  two  to  three  weeks,  had  not  appeared  for  seven 
months.  During  this  time  the  patient  had  suffered  much  from 
pain  and  had  had  repeated  peritonitic  attacks,  which  had  assumed 
a  grave  character  when  she  was  admitted  to  the  hospital.  Ow- 
ing to  the  wretched  condition  of  the  patient, the  author  abstained 
from  immediate  celiotomy  and  endeavored  to  kill  the  fetus  with 
morphine.  He  succeeded  by  a  single  injection  of  five  centi- 
grammes into  the  ovisac  (the  shoulder  of  the  fetus).  The  fetus 
died  nine  hours  after  injection.  The  celiotomy  was  successfully 
performed  two  and  a  half  months  later. 

The  author  reports  this  case  in  order  to  show  that  the  expect- 
ant method  may  be  justified  under  certain  circumstances,  even 
after  the  diagnosis  of  extrauterine  pregnancy  has  been  made. 
The  difficulties  of  the  diagnosis  of  ectopic  gestation  are  pointed 
out,  and  a  list  of  cases  at  or  near  term  is  given.  i.  f. 

15.  Abel.  K.  :  On  Repeated  Tubal  Pregnancy  in  the 
Same  Patient  {Arch.  f.  Gyn.,  xliv.,  Heft  1). — In  connection 
with  a  personal  observation  the  author  collates  ten  cases  from 
the  literature  of  successive  bilateral  tubal  pregnancy.  In  eight 
of  these  cases  (including  the  author's)  the  diagnosis  was  made 
chiefly  by  inspection,  and  merely  to  a  slight  extent  from  the 
clinical  symptoms  in  combination  with  the  results  of  the  exami- 
nation and  the  history.  In  the  author's  case  the  first  left  rup- 
tured tubal  pregnancy  had  been  operated  upon  in  1889  at  the 
Charite ;  two  and  a  half  years  later  the  author  removed  by  lapa- 
ratomy  a  right  tubal  gestation  sac.  The  latter  showed  the  fol- 
lowing peculiarities  :  Two  centimetres  from  the  uterine  end 
the  tube  is  thickened  to  nearly  twice  its  size,  and  is  at  the  same 
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time  spirally  twisted  from  left  to  right.  InereaRin*;  in  thick- 
ness, the  tul»e  takes  three  tnore  turns  and  finally  terminates  in 
the  ovisac.  In  a  comparatively  short  tnne  the  author  found 
these  twists  in  the  tube  for  a  third  time  in  tuhal  pre{>nancy  in 
cases  in  which  no  other  cause  could  be  discovered.  Hence,  in 
considering  the  etiology  of  rejDoated  tuhal  pregnancy  in  the 
same  patient,  Abel  concludes  that  the  real  cause  must  be  an  ar- 
rest of  development  occurring  in  both  1ul)e8.  According  to 
Freund,  these  spiral  twists  of  the  tube  are  embryologically  pre- 
sent in  the  thirty-second  week,  and  may  occasionally  persist  in 
the  middle  pQrtion  of  the  tube  as  an  arrest  of  development  (in- 
fantile tube).  According  to  the  author's  view,  the  infantile 
tube  is  the  cause  also  of  many  unilateral  tubal  pregnancies, 
though  these  may  be  due  to  diseases  (inflammations,  polyi)i,  di- 
verticula, etc.).  With  regard  to  the  diagnosis,  the  autlior  points 
out  that  the  tube  may  rupture  and  the  blood  escape  gradually 
without  giving  rise  to  symptoms,  as  occurred  in  the  case  ope- 
rated upon  by  him.  Repeated  tubal  pregnancy,  however,  is 
undoubtedly  more  frequent  than  has  hitherto  been  believed. 
"When  the  former  existence  of  a  hematocele  is  proved  and  the 
patient  presents  herself  again,  a  repeated  tul)al  gestation  on  the 
opposite  side  should  be  suspected  and  the  examination  directed 
to  this  point.  As  to  expulsion  of  a  decidua,  the  author's  perso- 
nal investigations  prove  that  the  main  diiference  between  the 
menstrual  and  extrauterine  gestation  decidua  lies  in  the  presence 
or  absence  of  glands.  After  the  death  of  the  ovum  in  extraute- 
rine pregnancy,  only  the  cellular  layer  is  expelled  from  the  nte- 
rus.  With  regard  to  treatment,  the  author's  investigations  lead 
to  the  conclusion  that  it  is  neeessar}-  always  to  inspect  the  oppo- 
site tube  during  laparatomies  for  tubal  pregnancy,  and  should 
the  characteristic  twists  be  found,  or  other  morbid  processes 
which  may  obstruct  the  calibre,  its  removal  is  indicated. 

I.     F. 

16.  Stocker,  Siegfried  (Lucerne) :  A  Case  of  Cervical 
Pregnancy  {Corr.  Blatt  f.  Schw.  Aerste,  xxiii..  No.  23).— The 
author  reports  a  primary  cervical  pregnancy  with  cervical  de- 
velopment of  the  placenta  in  a  Illpara  aged  87.  The  case  pre- 
sented the  following  characteristic  peculiarities: 

1.  There  was  no  communication  with  the  uterine  cavity. 

2.  The  adhesion  of  the  ovum  to  the  cervical  wall  was  marked 
throughout. 

3.  The  detachment  of  the  ovum  was  associated  with  profuse 
liemorrhage,  which  continued  even  after  removal  of  the  ovum, 
'^"causft  the  cervix  had  no  contractile  power. 

4.  The  external  os  was  widely  open,  so  that,  as  there  vvas  no 
pedicle,  the  ovum  would  necessarily  have  been  expelled  by  the 
force  which  dilated  the  external  os  had  there  been  no  adhesion 
of  the  chorionic  villi  to  the  cervical  mucosa. 
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5.  The  formation  of  decidua  in  the  cervical  canal  could  be 
felt  to  he  abundant;  the  rndiinent  of  the  phiccntal  attachment 
was  on  the  rig;ht  side. 

6.  The  uterine  cavity  was  absolutely  empty  and  quite  snio(tth. 

I.    F. 

17.  MicuAux  AND  TuFFiKu:  On  the  Septic  Qualities  of 
Hematoceles  {Gaz.  mid.  de  Paris,  1893,  No.  48). — At  a  meet- 
ing of  the  Surgical  Society  each  of  the  authors  reported  a  lapa- 
ratomy  performed  for  pelvic  hematocele  due  to  a  ruptured  tubal 
pregnancy.  One  patient  had  some  slight  sn])j)nrati()n  ;  the  ether 
recovered,  without  any  untoward  accident,  after  irrigation  of  the 
abdominal  cavity  and  drainage.  Quenu  states  that  iiiost  hema- 
toceles are  very  septic,  in  proof  of  wliich  he  points  to  the  en- 
capsulation, which  must  be  looked  npon  as  the  consequence  of 
an  infectious  peritonitis.  Regnier  considers  hematoceles  as  asep- 
tic and  therefore  does  not  drain,  Sebileau  is  quoted  in  a  dis- 
sertation by  Suzer  in  J  890  as  holding  to  the  view  that  the  degree 
of  sepsis  or  asepsis  of  the  blood  determines  the  development  of 
hematocele.  Every  hematocele  in  a  non  infected  serous  cavity 
is  aseptic,  is  soon  absorbed,  never  suppurates,  and  causes  no 
peritonitis.  But  if  micro  orgajiisms  have  gained  access  by  way 
of  the  tube  from  the  vagina  or  uterus,  the  accumulated  blood 
may  change  in  one  of  two  ways.  AVlien  the  infection  is  benign 
and  slight,  or  when  the  uterus  has  been  disinfected  early  and 
sufficiently,  a  mild  peritonitis  develops  which  causes  adhesions  ; 
when  the  infection  is  grave,  suppuration  and  suppurative  pelvic 
peritonitis  will  be  the  result.  As  a  rule  the  contents  of  a  hema- 
tocele will  be  septic  enough,  and  therefore  it  is  safer  to  drain 
after  the  operation,  unless  the  surgeon  shares  Lucas  Champion- 
niere's  contidence  in  irrigation.  This  author  never  uses  drain- 
age and  relies  on  irrigation  alone.  i.   f, 

18.  Labokde  :  Treatment  of  Asphyxia  by  Traction  on  the 
Tongue  {Aheille  med..  1893,  No.  29). — According  to  this  author 
his  method,  previously  recommended,  of  treating  asphyxia  Ijy 
vigorous  rhythmical  traction  on  the  tongue,  is  the  best  for  start- 
ing respiration.  Aside  from  the  good  results  obtained  in  the 
new-born,  its  efficacy  has  been  proved  in  a  female  patient  poi- 
soned witlj  bromidia,  whose  pulse  and  heart  had  stopped  ;  by 
Billat  in  a  case  of  pit-gas  poisoning  ;  by  Felizet  in  tetanus. 

Coutenot  made  an  interesting  observation.  He  was  going  to 
demonstrate  the  method  to  his  pupils  on  a  girl  recently  dead 
from  tubercular  meningitis.  The  rhythmical  motions  of  the 
tongue,  about  forty  to  fifty  per  minute,  were  followed  in  three 
minutes  by  lessening  of  the  lividity.  After  four  minutes  the 
alge  nasi  moved,  and  after  further  efforts  a  slight  murmur, 
which  grew  more  distinct,  could  be  heard  about  the  heart,  the 
radial  pulse  could  be  perceived  as  thi-ead-like,  and  the  violet  dis- 
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coloration  became  paler.  After  live  to  six  minutes  respiration 
was  established,  the  movements  of  the  thorax  were  like  the  nor- 
mal, the  apex  beat  conld  be  felt,  the  heart  sounds  were  dis- 
tinct, the  respiratory  sounds  were  gasping,  interrupted  bj  rhon- 
chi,  the  ])ulse  was  beating  weakly. 

After  the  lapse  of  live  additional  minutes  all  these  signs  of 
life  gradually  lessened,  despite  further  elforts,  and  death  became 
absoUite. 

Demeurisse  was  able  to  revive  strangulated  dogs  in  which  all 
respiration  had  ceased, 

Laborde  ascribes  the  effect  of  his  method  to  the  primary  irri- 
tation of  the  sensory  nerves  and  extension  of  this  irritation  to 
the  motor  nerves  of  the  respiratory  muscles,  especially  the  su- 
perior laryngeal  nerve,  then  the  glosso-pharyngeal  and  lingual, 
and  lastly  the  phrenic.  i.  f. 

19.  GuiNSBOURGUE :  Tuberculosis  as  an  Indication  for  the 
Indtction  of  Premature  Labor  {Annales  de  Tocologie  et  de 
Gynecohgie,  No.  3,  1894). — Not  only  has  the  fallacy  of  the 
opinion  that  phthisis  does  not  progress  during  pregnancy  been 
shown,  but,  on  the  contrary,  it  is  proved  that  its  development  is 
greater  in  the  pregnant  than  in  the  non-pregnant  state,  and  that 
in  consequence  of  this  complication  the  gestation  often  ends 
prematurely.  Death  has  supervened  from  tuberculosis  after 
delivery,  in  seventy -five  per  cent  of  the  cases,  in  from  ten  days 
to  one  year.  Lactation  increases  the  mortality.  Tuberculosis 
is  developed  in  predisposed  individuals  during  gestation  in 
eleven  and  a  half  per  cent  of  the  cases,  and  during  lactation  in 
thirteen  per  cent.  Young  girls  treated  before  marriage  for 
incipient  phthisis  are  apt  to  lose  the  children  of  their  first 
pregnancies  a  few  days  after  birth,  or  they  become  scrofulous 
or  tuberculous.  Labor  in  these  patients  is  complicated  by  feeble 
uterine  contractions  and  hemorrhages.  The  course  of  the  affec- 
tion becomes  more  rapid  after  the  fourth  month.  Tuberculosis, 
heart  disease,  and  pernicious  anemia  have  been  classed  together 
as  conditions  in  which  conception  should  be  prevented.  If  preg- 
nancy supervene,  and  is  known  to  be  so  dangerous,  why  is  not 
its  interruption  indicated  before  much  damage  has  been  done  or 
Nature  has  relieved  the  economy  by  a  spontaneous  al)ortion  ? — it 
being  well  known  that  natural  abortion  is  more  dangerous  than 
one  properly  induced  in  these  cases.  a.  g.  h. 

20.  Penrose,  C.  B.:  Use  of  the  Abdominal  Drainage  Tube 
dktkrminkd  by  Bactkriological  Examination  {rnternational 
Medical  Magazine^  August,  1 894). — The  subject  of  drainage  in 
abdominal  surgery  is  one  about  which  there  is  still  great  differ- 
ence of  opinion,  though  this  difference  is  much  less  than  it  was 
only  a  few  years  ago.  Some  operators  never  used  drainage  at 
all    after  any  operations,  and   yet   obtained   exceedingly  good 
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results;  wliile  otliens  obtained  equal  results,  and  their  statistics 
showed  that  they  employed  drainatje  in  a  proportion  of  their  cases 
which  varied,  accordin<?  to  the  individual  taste  of  the  operator, 
from  live  or  ten  per  cent  to  seventy-five  per  cent.  The  general 
.  advice  given  by  the  advocates  of  drainage  was,  ''When  in  doubt, 
drain."  It  was  this  element  of  doubt  which  caused  the  diver- 
sity of  practice.  The  doubting  operators  drained  the  most. 
Everything  which  increases  our  knowledge  in  regard  to  the 
facts  which  determine  drainage  diminishes  our  doubts  and 
brings  about  more  uniformity  of  practice. 

We  drain  the  abdomen  for  two  reasons — for  hemorrhage  and 
for  septic  material.  As  the  experience  of  the  operator  in- 
creases and  his  skill  in  enucleating  tumors  becomes  greater,  he 
has  less  liemorrhage  and,  other  things  being  equal,  he  drains 
less.  Our  methods  of  controlling  hemorrhage  in  abdominal 
operations  are  better  than  they  were  a  few  years  ago.  the  Tren- 
delenburg posture  enabling  us  to  check  bleeding  from  small 
X  vessels  in  the  bottom  of  the  pelvis  which  before  the  introduc- 
tion of  this  position  required  drainage.  The  operator  who  enu- 
cleates pelvic  tumors  with  two  lingers  and  closes  the  abdomen 
without  seeing  what  he  has  done,  will  necessarily  have  much 
more  doubt  in  regard  to  hemorrhage  and  will  use  the  drainage 
tube  much  more  frequently  than  the  operator  who  inspects  the 
field  of  enucleation  before  closing  the  abdomen.  The  second 
reason  for  drainage  is  the  septic  character  of  the  material  which 
escapes  or  is  retained  in  the  abdomen.  Knowledge  in  regard 
to  this  fact  is  of  great  value  in  deciding  about  drainage  in  any 
case.  During  the  past  winter,  at  the  University  Hos{)ital,  Phila- 
delphia, an  immediate  bacteriological  examination  has  been 
made  of  the  contents  of  every  tubal  or  ovarian  tumor  which  was 
ruptured  during  removal,  and  the  report  of  the  pathologist  in 
regard  to  the  septic  or  the  aseptic  character  of  the  contents  has 
determined  my  decision  in  regard  to  the  use  of  the  drainage 
tube.  The  results  have  been  ex'ceedingly  satisfactory,  for  out  of 
a  series  of  forty-six  celiotomies  drainage  was  only  used  three  or 
four  times  for  hemorrhage,  and  only  once  because  the  micro- 
scope showed  the  material  which  escaped  into  the  abdomen  to 
be  septic.  There  has  been  no  case  of  peritonitis  or  sepsis 
among  this  series.  The  tubal  contents  in  most  cases  of  salpin- 
gitis are  sterile.  Schauta  {Archiv  fiir  Gynal-olo(/ie, '[S9S,^o. 
44")  reports  one  hundred  and  ninety-two  cases  of  salpingitis,  in 
one  hundred  and  forty-four  of  which  the  contents  of  the  tubes 
were  sterile,  in  thirty -three  there  were  gonococci,  and  in  fifteen 
streptococci  or  staphylococci.  Before  he  began  to  use  this 
method  of  bacteriological  examination.  Penrose  inserted  a  drain- 
age tube  in  every  case  of  tubal  and  ovarian  abscess  wherethe  con- 
tents escaped  into  the  peritoneum.  Now  he  neither  irrigates 
nor  uses  the  drainage  tube,  unless  the  microscope  shows  these 
contents  to  be  septic.     The  presence  of  gonococci  in  small  num- 
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bers  does  not  necessitate  drainage.  Recently  the  value  of  this 
bacteriological  examination  was  illiu^tratcd  by  two  cases  ope- 
rated on  consecutively.  Each  woman  had  a  tubo-ovarian  ab- 
scess, caused  by  sepsis  at  labor.  In  each  case  the  abscess  was 
ruptured  during  removal  and  the  pelvis  filled  with  pus.  In 
the  first  the  pus  was  found  to  be  sterile,  and  the  abdomen  was 
closed  without  irrigation  or  drainage.  In  the  second  the  pus 
contained  streptococci,  staphylococci,  and  bacilli  coli  communis. 
Cousecpiently  the  j)elvis  was  thoroughly  washed  out  and  drained. 
Both  women  recovered  without  peritonitis  or  sepsis,  though  the 
convalescence  of  the  first  was  very  much  easier  than  that  of  the 
second. 

21.    CULBKKTSON,  R.  L.l    CaN  AlBUMINUEIC  R.KTINITIS  IN  PrEG" 

NAXcy  BE  Prev?:nted  ?  (American  Journal  of  Ophthalmology^ 
July,  189i). — Wilson,  quoting Hofmeier,  says  that  there  were  one 
hundred  and  thirty-seven  cases  of  nephritis  complicating  preg- 
nancy, out  of  a  total  of  live  thousand  deliveries.  Wilson  also  says 
that  heredity  enters  largely  into  the  etiology,  and  cites  cases. 
Mahomed  says  "  that  all)aminuria  in  pregnant  women  is  due  to 
the  great  increase  of  excrementitious  material  in  the  blood,  and 
the  organs  of  secretion  have  to  do  increased  work."  Halbertsma, 
of  Utrecht,  says:  "Albuminuria  in  pregnant  women  was  spe- 
cially ol)served  where  there  was  want  of  proportion  between  the 
gravid  uterus  and  the  abdominal  cavity.  The  cause  of  albumin- 
uria in  pregnant  women  was,  in  the  greater  number  of  cases, 
tension  and  compression  of  the  uterus."  Fordyce  Barker  said  : 
"  I  express  my  conviction,  based  on  my  experience  and  obser- 
vation, that  in  nine  cases  out  of  ten.  in  private  practice,  where 
albuminuria  is  found  in  pregnant  and  parturient  women,  the 
structural  lesions  of  the  kidney,  which  can  be  properly  desig- 
nate J  as  Bright's  disease,  did  not  exist  previous  to  pregnancy; 
and  even  in  hospital  practice,  where  the  organic  changes  exist 
in  a  lar^3  proportion  of  cases,  it  is  my  belief,  after  a  careful  re- 
view of  my  experience,  that  the  assertion  I  have  just  made  is 
true  in  seven  out  of  ten  cases.  Formerly  I  believed  more  fully 
than  now  in  the  mechanical  theory,  tirst  suggested.  I  think,  by 
C")rmac,  that  in  a  large  proportion  of  cases  it  was  the  result  of 
venous  congestion,  caused  by  the  pressure  of  the  gravid  uterus 
on  the  emulgent  veins  of  the  kidney."  The  theory  accepted 
by  the  majority  of  writers  is  that  albuminuria  in  pregnancy  is 
due  to  the  diminished  calibre  of  the  arterioles — hence,  dry  skin 
— and  enormous  increase  of  blood  pressure  in  the  kidneys. 
Whether  the  blood  pressure  was  abnormally  increased  by  preg- 
nancy, or  whether  it  existed  before  the  first  pregnancy  and  was 
only  augmented  b}'  gestation,  is  not  shown  by  any  author.  The 
kidneys  are  sometimes  slightly  affected  by  colds,  scarlatina,  fe- 
vers, etc.,  but  perform  their  functions  properly  until  the  woman 
becomes  pregnant,  when  the  extra  work  thrown  on  them  causes 
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thrill  to  fail  to  pei-forin  tlieir  work.  Johnson  says  "that  sea- 
bathing is  a  coiutnou  i)riiiiary  cause  of  all)iiiniiHiria."  May  not 
menstrual  irreguhirities  be  a  primary  cause  of  Bright's  disease? 
May  not  vicarious  menstruation  be  a  cause? 

All)uniinuria  will  be  readily  diagnosed  by  tests.  But  seve- 
ral authors  have  pointed  out  that  uremia  may  exist  without 
albumin  being  present  in  the  urine.  The  microscope  in  many 
cases  will  reveal  tube  casts  and  renal  epithelium.  The  patient 
will  complain  of  a  dimness  of  vision,  or,  if  the  optic  nerve  be 
seriously  involved,  will  complain  of  seeing  "Hashes  of  light"  be- 
fore her  or  that  "things  look  colored."  Micturition  will  be  fre- 
quent. Pooley  says:  "  1.  In  all  cases  of  pregnancy  not  only 
should  examinations  of  the  urine  be  systematically  made,  but 
the  eye  should  be  examined  with  the  ophthalmoscope,  since  m 
a  large  proportion  of  cases  where  eye  troubles  exist  the  patients 
make  no  complaint  of  disorders  of  vision.  Frequently  such 
troubles  can  be  detected  with  the  ophthalmoscope  long  before 
any  disease  of  the  kidney  is  shown  in  the  urine.  2.  In  uremic 
amaurosis  without  changes  in  the  eye  visible  to  the  ophthalmo- 
scope, even  should  the  usual  accompanying  symptoms,  such  as 
dizziness,  nausea,  and  threatened  convulsions,  be  absent,  their 
supervention  is  soon  to  be  anticipated  ;  and  the  immediate  in- 
duction of  premature  labor  is  indicated,  without  waiting  until 
the  life  as  well  as  the  sight  of  the  patient  is  in  danger.  3.  In 
neuro-retinitis  the  induction  of  premature  labor  is  not  only  jus- 
titiable  but  demanded.  In  some  instances  it  is  called  for  even 
in  the  earlier  months  of  pregnancy.  4.  It  is  required  in  cer- 
tain cases  of  eye  trouble  recurring  in  successive  pregnancies." 

The  author  desires  particularly  to  point  out  the  importance  of 
examining  the  urine  of  all  pregnant  women,  if  possible,  and  to 
examine  the  pulse  and  hear't.  h  the  pulse  tense  and  imrijf  Is 
there  hypertrophy  of  left  ventricle?  Is  the  second  sound  of  the 
heart  abnormally  accentuated  f  It  would  be  well,  if  in  doubt, 
to  use  the  sphygmograph  in  these  cases.  Ascertain  the  family 
history.  Has  there  been  gout,  calcareous  degeneration  of  ar- 
teries, paralysis,  Bright's  disease,  rheumatism,  or  American  gout 
among  ancestors  ?  Or  has  the  patient  herself  been  subject  to 
neuralgia,  lithemia,  biliousness,  flashes  of  heat,  dryness  of  skin, 
frequent  micturition,  palpitation  of  the  heart,  despondency,  ner- 
vousness, etc.  ?  If  she  has  been,  you  might  suspect  she  would 
be  a  tit  subject  for  albuminuria  of  pregnancy. 

Treatment. — As  to  the  advisability  of  premature  labor 
McN'amara  says  :  "  With  reference  to  the  sight,  every  week  the 
confinement  is  postponed,  after  symptoms  of  rapidly  advancing 
retinitis  have  declared  themselves,  the  greater  the  risk  of  per- 
manent loss  of  vision,  for  the  destructive  changes  in  the  retina 
are  apt  to  make  sudden,  frequently  rapid,  and  irrecoverable 
strides  in  cases  of  this  kind." 

As  to  prophylaxis,  you   will  inquire  into  the  family  history, 
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and  will  examine  the  eye-ground,  pulse,  etc. ;  and  should  you  find 
the  pulse  abiiornially  tense  and  the  second  sound  ahnornially 
accentuated,  and  if  there  is  the  sli<;litest  haziness  ahout  the  re- 
tina or  optic  disc,  or  if  there  are  white  lines  alon":  the  course  of 
the  retinal  arteries,  even  though  there  be  no  albumin  in  the 
urine,  Culbertson  suggests  the  continued  use  of  doses  of  nitro- 
irlvcerin  in  one-one-hundred-and-tiftieth  to  one-one-hundredth 
grain  three  times  daily  until  j)regnancy  is  terminated,  if  neces- 
sary. Likewise  give  a  long  course  of  it  after  pregnancy,  should 
it  be  indicated.  Ijichloride  of  gold  might  be  used  instead  of 
nitroglycerin.  In  using  either  remedy  it  will  be  necessary  to 
give  mild  cathartics  to  keep  the  bowels  open,  as  either  of  these 
remedies  causes  constipation  by  diminishing  the  peristaltic  mo- 
tion of  the  bowels.  Should  the  above  doses  not  diminish  the 
pulse  tension,  etc.,  it  will  be  necessary  to  give  a  larger  dose  and 
more  frequently  repeated.  One-one-hundredih  to  one-seventy- 
fiftli  grain  three  times  daily  is  sutticient  if  there  be  no  albumin 
in  the  urine.  After  a  careful  search  of  several  hundred  volumes 
on  the  subject,  Culbertson  found  but  one  author  who  advises 
nitroglycerin  as  a  prophylactic  during  pregnancy,  and  it  appears 
in  his  case  it  was  only  used  in  advanced  stages  of  pregnancy  and 
where  there  was  albumin  in  the  urine.  P^ordyce  Barker  said  : 
"  I  think  the  evidence  is  conclusive  that,  by  appropriate  proj^hy- 
lactic  treatment,  the  uremia  and  albuminuria  may  be  almost 
entirely  averted.  I  will  take  this  opportunity  to  speak  of  one 
agent  which,  I  think,  may  prove  of  great  value  in  the  treatment 
of  the  uremia  of  pregnancy,  but  which,  so  far  as  I  have  seen, 
has  never  been  mentioned  in  this  connection,  and  that  is  nitro- 
glycerin in  doses  of  one-one-hundredth  to  one-fiftieth  of  a  minim 
repeated  every  three  or  four  hours.  Its  eifect  is  to  sj^eedily 
reduce  arterial  tension  and  allay  spasm  of  the  cerebral  and  renal 
arterioles,  and  thus  indirectly  increase  the  functional  activity  of 
the  kidneys  and  marvellously  quiet  the  nerve  storm  characteristic 
of  these  patients." 

Would  it  not  be  well  for  family  physicians  who  attend  families 
whose  members,  or  ancestors  of,  have  had  gout,  rheumatism, 
dyspepsia,  kidney  disease,  heart  disease,  etc.,  to  instruct  mothers 
that  before  their  daughters  enter  upon  matrimony  they  should 
be  examined  by  a  competent  physician  for  any  symptoms  of  in- 
cipient "contracted  kidney,"  and  also  by  an  ophthalmologist,  so 
that  the  prophylactic  means  may  be  used,  should  it  be  recpiired? 

Loring  makes  the  important  suggestion  "that  examinations 
as  to  the  condition  of  the  eyes  of  pregnant  women  should  be 
made  much  more  frequently  than  they  now  are,  and  that  these 
should  be  made  in  a  routine  manner,  even  when  the  patient 
does  not  complain  of  any  unusual  disturbance,  since  it  has  been 
discovered  that  about  one-third,  or  thirty-three  per  cent,  of  those 
who  have  an  organic  lesion  of  the  retina  or  optic  nerve  from 
kidney  trouble  either  have  none  or  make  no  complaint  of  any 
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reduction  of  vision.  Thus  a  retinitis  or  neuro-retinitis,  wliich 
in  its  primary  stage  may  exist  and  often  does  for  months  unsus- 
pected by  either  the  patient  or  physician,  may  lead  after  a  long 
interval,  through  the  secondary  or  atrophic  state,  to  complete 
hliiidness.  Eales  reports  that  a  single  physician  was  able  to  fur- 
nish him  for  examination  from  a  single  hospital  in  Birmingham 
twenty-eight  cases  of  neuro-retinal  disease  from  kidney  trouble 
in  one  year,  while  out  of  eleven  thousand  cases  of  general  eye 
disease  at  the  Eye  Infirmary  only  four  such  were  seen." 

22.  Jacobs,  M.:  Genital  Prolapse  {Bull.de  la  Societe  Bdge, 
1894,  No.  2). — During  1889  Dr.  Jacobs  operated  upon  ninety- 
six  patients  who  had  a  genital  prolapse.  In  seventy-seven  he 
performed  plastic  operations  on  the  vagina,  thirteen  of  the  cases 
requiring  only  anterior  colporrhaphy,  two  posterior  colpor- 
rhapliy,  sixty-two  both  anterior  and  posterior  colporrhaphy. 
Sixty-one  of  the  cases  were  complicated  by  perineal  lacerations, 
of  which  twenty-one  were  complete  lacerations  and  were  re- 
paired by  Tait's  operation,  those  of  Tait,  Martin,  and  Emmet 
being  used  in  the  remaining  forty,  where  the  laceration  was 
partial. 

Curetting  of  the  uterus  preceded  every  operation.  In  twenty- 
nine  cases  amputation  of  the  cervix  was  necessitated  by  its 
elongation  ;  in  thirty-one  amputation  of  the  cervix  for  chronic 
metritis  with  lacerations,  ectropium,  sclerosis,  etc.  Twelve  times 
abdominal  hysteropexy  was  performed,  preceded  or  followed  by 
plastic  operations  of  the  vagina.  Seven  times  vaginal  hysterec- 
tomy was  resorted  to. 

Here  are  the  results  (there  was  no  immediate  failure  in  any 
of  the  operations) : 

Plastic  Operations  on  Vagina.^l.  Anterior  colporrhaphy. 
Thirteen  cases.  Eight  delayed  cures,  followed  for  one,  two, 
and  three  years.  2.  Posterior  colporrhaphy.  Two  cases.  One 
slow  cure,  followed  for  two  years.  3.  Anterior  and  posterior 
colporrhaphy.  Sixty-two  cases.  Thirty-one  observed  during 
one,  two,  three,  and  four  years.  Nineteen  cases  cured.  Twelve 
relapsed  with  predominance  of  anterior  pi'olapse. 

Abdominal  Hysteropexy. — Twelve  cases.  Eleven  followed 
for  one,  two,  three,  and  four  years.  Five  cures.  Four  relapses 
of  vaginal  prolapse.  Two  failures,  one  and  one-half  years  and 
seven  months  after  the  operation. 

Vaginal  Tlysterectoniy. — Seven  cases  followed  for  one  and 
two  years.  Seven  cui-es ;  in  two  cases  there  is  slight  vaginal 
prolapse. 

Jacobs  is  not  an  advocate  of  plastic  operations  of  the  vagina 
performed  in  connection  with  vaginal  hysterectomy.  Abdo- 
minal hysteropexy,  as  may  be  seen,  does  not  give  brilliant 
results,  and  plastic  operations  of  the  vagina  gave  thirty-nine 
cases  of  relapse.  He  believes  that  the  ideal  operation  for 
genital  prolapse  has  as  yet  not  been  found.  a.  e.  s. 
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23.  DoHRN  :  The  Use  of  Elastic  Ligatures  for  the  Liga- 
tion OF  THE  Pedicle  in  Laparatomies  {Centralblatt  fiii' 
Gynakologie,  1894,  Xo.  28).— In  1881  Olshanseii  recommended 
the  more  extensive  employment  of  dropped  elastic  ligatures, 
and  subseqiientlj  advised  to  use  solid  cords  instead  of  tliin 
draiiiau^e  tubes.  Dolirn  has  tried  the  material  in  many  cases 
and  is  strongly  in  favor  of  it.  lie  has  used  these  dro|)ped  elas- 
tic ligatures  in  about  three  hundred  laparatomies,  ovariotomies, 
and  myomotomies  with  extra-  and  intraperitoneal  treatment  of 
the  pedicle.  The  cords  employed  are  solid,  smooth,  four  milli- 
metres thick,  and  drawn  through  a  lead  ring  which  is  compressed 
with  forceps_ after  they  are  tightened.  The  advantages  are: 
1.  Certainty  in  arresting  hemorrhage, as  the  constricting  force  is 
very  great  and  can  be  increased  by  stretching.  Silk  ligatures 
knotted  with  the  hand  are  apt  to  break  the  operator's  skin  and 
become  loose  when  the  pedicle  shrinks.  The  rubber  cord  never 
becomes  loose,  and  the  use  of  the  lead  ring  does  away  with  the 
knot-tying.  A  good  rubber  cord  can  be  stretched  to  five  times 
its  length,  and  will  support  a  weight  of  nearly  one  thousand 
grammes  before  breaking.  The  value  of  these  qualities  in 
fleshy  pedicles  is  obvious.  2.  Facility  of  antiseptic  preserva- 
tion. Infective  germs  are  less  apt  to  adhere  to  the  smooth  sur- 
face of  the  cords  than  to  ordinary  ligatures,  and  Dolirn  knows 
of  no  case  of  septic  infection  traceable  to  the  elastic  ligature. 
Although  the  cord  is  a  foreign  body  which  cannot  be  absorbed. 
It  is  harmless,  as  it  is  soon  encapsulated,  and  there  were  no  bad 
consequences  in  any  of  the  cases.  In  one  case  where  a  second 
operation  was  performed  the  clastic  ligature  was  found  thickened, 
owing  to  the  shrinking  of  the  pedicle,  and  covered  with  smooth 
layers  of  tissue.  i.  p. 

24.  SxppEL,  A. :  Supravaginal  Ampctation  of  the  Septic 
Puerperal  Uterus  iCentralhlatt  fur  Gynnkologie,  1894,  iNo. 
28).— A  surgeon  who  has  to  deal  with  a  limb  affected  with  pro- 
gressive sepsis  resorts  to  amputation  when  no  other  means  avail, 
sacrificing  the  limb  to  save  the  patient.  There  are  good  reasons 
why  this  principle  cannot  be  applied  to  the  septic  puerperal 
uterus,  aside  from  the  difference  in  the  danger.  Amputation  is 
often  too  late,  although  the  diseased  part  is  accessible  to  the  eye 
and  tinger,  and  the  difficulties  of  forming  a  correct  judgment 
are  much  greater  in  an  organ  hidden  in  the  depth  of  the  abdo- 
men. 

Only  clinical  observation  can  aid  in  deciding  whether  an  in- 
fection of  the  puerperal  uterus  is  bound  to  progress  or  whether 
it  can  be  limited;  and,  as  a  rule,  decisive  information  is  ob- 
tained only  when  the  removal  of  the  uterus  can  no  longer  be  of 
use  or  when  it  is  superfluous.  Under  exceptionallv  favorable 
circumstances  alone  can  the  indication  for  the  removal  of  the 
septic  puerperal  uterus  be  formulated.     Such  a  case  is  described. 
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The  patient,  a  Illpara,  was  delivered  spontaneously  by  the 
assistance  of  a  midwife.  The  placenta  did  not  come  away,  and 
profuse  hemorrhao;es  ensued.  A  physician  removed  the  pla- 
centa manually.  The  hemorrhages  diminished  greatly,  but  did 
not  cease  entirely.  Fever  came  on,  and  ten  days  after  delivery 
a  fresh,  abundant  hemorrhage  occurred,  followed  by  syncope. 
The  uterus  was  enlarged  and  the  cervix  patulous,  containing  a 
sloughing  piece  of  placenta  the  size  of  a  list.  This  was  removed 
and  the  uterus  irrigated  with  weak  carbolic-acid  solution.  The 
ichorous  discharge  and  high  fever  continued.  At  this  point 
Sippel  was  called  in  and  found  extreme  anemia,  dyspnea,  small 
rapid  pulse ;  abdomen  distended,  not  painful,  no  peritonitis ; 
uterus  enlarged  but  not  sensitive,  parametria  free  ;  a  brown, 
ichorous  discharge  from  the  uterus;  numerous  villous  adhesions 
at  the  fundus  and  anterior  wall  of  the  uterus.  Diagnosis,  septic 
endometritis  apparently  confined  to  the  endometrium.  The 
uterus  was  scraped  with  the  linger  nail,  when  the  walls  were 
found  soft  and  sloughy,  so  that  the  curette  could  not  be  used. 
Thorough  irrigation  with  cold  chlorine  solution  and  iodoform 
tamponade.  Some  improvement.  Chlorine  water  irrigations 
continued  three  times  daily.  Prognosis  doubtful,  as  the  septic 
process  had  extended  deeply.  The  temperature  soon  rose  again, 
the  old  condition  returned,  and  septic  diarrhea  occurred.  Para- 
metria and  peritoneum  still  free.  Supravaginal  amputation  ad- 
vised as  a  last  resort.  The  operation  was  rapid  and  successful, 
the  patient  recovering  fully  in  six  weeks,  and  at  the  time  of  the 
report,  nearly  two  years  later,  she  was  in  perfect  health. 

Sippel  states  that,  to  the  best  of  his  knowledge,  this  is  the  first 
case  in  which  the  body  of  the  uterus  was  removed  on  a  vital 
indication  for  puerperal  sepsis.  B.  Scliultze  and  Stahl's  cases 
were  performed  for  different  indications.  There  is  no  doubt 
that  the  operation  saved  the  patient's  life.  In  the  author's  ex- 
perience puerperal  diseases  with  ichorous  discharge  usually  give 
the  best  results  under  persistent  local  antisepsis,  but  such  cases 
are  due  to  mixed  infection.  It  is  different  with  purely  sapro- 
phytic infection,  in  which  the  operation  will  come  in  question. 
There  is  another  form  of  puerperal  disease  in  which  Sippel  be- 
lieves the  removal  of  the  uterus  to  be  indicated  under  certain 
conditions— viz.,  purulent  phlebitis  presenting  the  picture  of 
the  pyemia  of  the  older  authors,  which  is  as  a  rule  due  to  in- 
fection by  streptococci.  These  cannot  affect  the  living  tissues 
of  the  internal  uterus,  but  develop  only  in  the  lifeless  thrombi, 
whence  almost  pure  cultures  with  their  toxalbumins  are  sud- 
denly thrown  into  the  circulation. 

In  conclusion,  the  author  recommends  chlorine  water,  which 
he  has  used  for  many  years,  as  the  only  disinfectant  in  the  puer- 
peral uterus.  It  is  employed  pure  or  diluted,  cold  or  lukewarm, 
according  to  the  effect  desired.  It  has  never  produced  any  un- 
toward results.     The  burning  sensation  at  the  external  genitals 
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is  felt  mainly  hy  very  anemic  patients,  and  can  be  prevented  by 
the  inunction  of  fats.  i-  T"- 

25.  KuMMER :  Anatomical  and  Clinjcal  Observations  on 
Alexander's  Operation  {Rev.  med.  de  la  Suisse  Bom.,  1893, 
JSo.  8). — The  author  has  made  experiments  on  the  cadaver, 
and  found  that  when  tlie  round  ligaments  are  shortened  in  the 
direction  toward  the  anterior  superior  spines,  the  top  of  the  fun- 
dus uteri  is  raised  up  to  0,5  centimetre  below  a  line  connect- 
ing the  two  iliac  spines  ;  in  the  dorsal  position  the  anterior  sur- 
face of  the  uterus  lies  in  a  plane  2  centimetres  below  the  same 
line.  On  drawing  tlie  round  ligaments  toward  the  pubic  spines 
the  anteflexed  position  of  the  uterus  is  much  more  pronounced, 
its  anterior  surface  touches  the  symphysis,  and  the  top  of  the 
fundus  rises  as  much  as  6  centimetres  above  the  line  of  the  iliac 
spines.  This  shows,  and  later  operations  have  confirmed,  that 
shortening  of  the  ligaments  in  the  direction  of  the  iliac  spines 
is  ap])ropriate  for  prolapsus  (conjoined  with  plastic  vaginal  ope- 
rations); shortening  in  the  direction  of  the  pubic  spines,  for  the 
treatment  of  retroflexion.  The  cases  operated  upon  date  back 
four,  one  and  a  half,  and  one  year  respectively,  and  have  re- 
mained well.  The  operation  is  performed  as  follows  :  Incision 
parallel  to  and  slightly  above  Poupart's  ligament,  from  the  pu- 
l)ic  spine  half-way  to  the  anterior  superior  iliac  spine.  Divi- 
sion of  the  skin  and  the  superficial  fascia,  preparation  of  the 
inguinal  region  as  for  the  radical  operation  for  hernia  ;  the 
contents  oi  the  canal  are  separated  from  the  underlyino;  struc- 
tures and  rested  on  the  finger.  After  removing  the  fat,  the 
round  ligament  is  easily  found  as  a  red  cord,  which  is  carefully 
drawn  outward  and  downward  while  an  assistant  raises  the  ute- 
rus through  the  vagina.  With  the  ligament  a  cone  of  perito- 
neum is  usually  withdrawn  and  should  be  crowded  back  ;  should 
it  tear  it  is  stitched  with  the  suture  which  fastens  the  round  liga- 
ments through  the  entire  length  of  the  inguinal  canal.  After 
the  cutaneous  suture  a  collodion  dressing  is  applied.  The  treat- 
ment is  suitable  for  patients  who  cannot  bear  a  pessary  or  in 
whom  the  pessary  does  not  bring  the  uterus  in  a  good  position. 
Relapse  from  relaxation  of  the  shortened  ligaments  is  not  to 
be  feared,  since  the  uterus,  lying  in  anteflexion,  does  not  drag 
much.  There  are  no  disturbances  in  urination,  as  the  bladder 
distends  laterally.  Fixed  retroflexions  must  be  mobilized  by  bi- 
manual manipulations.  In  two  cases  the  ligament  tore  during 
withdrawal,  without  au}^  ill  effect.  This  happened  in  women 
of  advanced  years,  with  whom,  therefore,  special  care  must  be 
taken.  The  secondary  disturbances  in  retroflexion,  such  as  con- 
stipation, hemorrhoids,  pain,  leucorrhea,  monorrhagia,  etc.,  were 
permanently  relieved  by  the  operation.  Eight  cases  are  re- 
ported in  detail.  i.  r. 
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26.  JSTegri  (Venice) :  Tachycardia  aftkr  Lafakatomy  {An- 
nail  di  Ost.  e  Gin.^  1893,  No.  6). — Prof.  MaDgiagalli  had  re- 
ported in  the  above  journal  several  cases  of  tachycardia  after 
laparatotny,  and  the  author  adds  two  further  cases  of  his  own 
observation,  his  object  being  to  disprove  Mangiagalli's  view  that 
the  acceleration  of  the  pulse,  when  there  is  absolutely  no  fever 
after  laparatouiy,  is  due  to  the  iniiuence  of  antiseptics  upon  the 
peritoneum.  Both  of  the  author's  operations  were  quite  asep- 
tic and  only  sterile  water  was  used.  Differing  from  Mangia- 
galli's  observations,  in  the  cases  here  reported  the  tachycardia 
occurred  not  {>aroxysmally,  but  continued  for  a  longer  period. 
The  author  can  give  no  explanation  of  the  phenomenon,  but  be- 
lieves it  to  be  purely  nervous.  i.  f. 

27.  GoTTscHALK,  S.  (Berlin) :  Contribution  to  the  Question 
OF  THE  Applicability  of  Iodine  Trichloride  in  Man;  Em- 
ployment OF  the  Drug  in  a  Case  of  Puerperal  Fever  {Deut. 
Med.  Woch.,  1893,  No.  44). — Gottschalk  injected  into  a  puer- 
peral-fever patient  (lymphatic  form,  infection  from  the  perineal 
wound)  several  doses  of  one  to  two  cubic  centimetres  of  a  one-per- 
cent solution  of  iodine  trichloride  without  inducing  the  slightest 
local  or  general  disturbance  in  consequence  of  the  injection.  On 
the  contrary,  the  cardiac  activity  was  favorably  influenced.  The 
pulse  became  stronger  and  fuller;  its  frequency  lessened.  This 
shows  that  man  is  less  susceptible  to  this  drug  than  the  test  ani- 
mals generally  employed.  In  an  appendix  Gottschalk  states  that 
he  used  the  drug  later  in  two  additional  cases  of  puerperal  fe- 
ver. One  of  them,  which  was  hopeless  before,  died  ;  the  other 
recovered  rapidly.  The  glutei  were  chosen  for  the  point  of  in- 
jection. Here  the  procedure  was  nearly  painless  and  free  from 
any  local  reaction.  Whether  the  drug  had  any  part  in  the  re- 
covery of  two  of  the  patients  Gottschalk  leaves  an  open  question 
for  the  present.  i.  f. 

28.  BuMM,  E.:  On  Pulmonary  Embolism  after  Operations 
ON  the  Rectovaginal  Septum  {Centi'olbl.  f.  Gyn.,  1894,  No. 
29). — This  complication  having  recently  occurred  twice  in  the 
author's  experience,  he  devoted  some  attention  to  it.  Whether 
the  occurrence  was  merely  a  coincidence  or  not  will  probably 
soon  be  cleared  up.  In  the  two  prolapsus  cases  forming  the 
basis  of  the  paper,  Bumm  had  performed  amputation  of  the  hy- 
pertrophic vaginal  portion,  anterior  colporrhaphy,  and  stretcli- 
ing  of  the  posterior  vaginal  vault  with  restoration  of  the 
perineum  after  Frank's  method,  all  in  one  sitting.  Deep,  con- 
tinuous catgut  suture  with  silver  wire  superficially.  On  the 
fourth  and  fifth  days  respectively  after  the  operation  symptoms 
set  in  which  left  no  doubt  that  embolic  infarction  of  the  lung 
had  occurred.  The  wounds  in  both  patients  had  healed  by  first 
intention  without  any  secretion.     As  before  the  operation  both 
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women  had  healthy  heart  and  lini^s,  with  no  thrombosis  any- 
where in  the  body,  thrombi  must  have  formed  primarily  in  the 
venous  plexus  of  the  septum.  A  similar  thing  occurs  in  ope- 
rative interference  for  hemorrhoids,  and  the  same  veins  are 
involved  when  the  recto-va<^inal  septum  is  split.  The  devel- 
opment or  fillinsj  of  the  venous  plexus  about  the  vagina  and 
rectum  is  very  variable. 

The  two  ]>atients  were  not  injured  by  the  limited  infarction 
with  aseptic  thrombi,  but  it  is  quite  possible,  when  first  inten- 
tion is  not  attained,  that  the  thrombi  in  this  region  will  undergo 
suppuration  and  cause  much  graver  symptoms.  The  thrombi 
might  also  be  infected  from  occasional  injuries  to  the  rectum. 
Careful  coaptation  of  the  surfaces  by  superficial  silver  wire  or 
silk  sutuies  after  closure  of  deep  wounds  of  the  septum  with 
the  running  catgut  suture  would  therefore  seem  to  be  indi- 
cated. I.  F. 

29.    PULVERMACIIER,     J.  :    A     HITHERTO    UNDESCRIBED     MeTHOD 

FOR  TME  Delivery  of  the  After-coming  Head  {Centralhl.  f. 
(ri/n.,  1894,  No.  29). — In  some  cases  the  child's  head  is  found  in 
such  a  position  that  the  occiput,  lying  partly  or  wholly  in  con- 
tact with  the  abdominal  wall,  is  inclined  at  an  angle  toward  the 
nucha  of  the  cliild,  so  that  on  introducing  the  hand  nothing  can 
be  felt  but  an  ear  and  the  adjoining  part  of  the  cheek,  the  zygo- 
matic region.  The  usual  manipulations  are  either  not  applicable 
or  fail.  The  author  has  been  in  the  habit  of  using  the  follow- 
ing procedure  in  sucli  cases,  in  five  of  which  it  has  been  tried, 
ihe  children  being  dead. 

A  blunt  double  hook  was  inserted,  under  the  guidance  of  one 
hand,  as  far  as  the  zygomatic  region,  slightly  below  the  lower 
orbital  margin.  The  blunt  end  of  the  instrument  was  applied 
there  with  the  internal  hand  and  pressed  on  closely,  while  mode- 
rate traction  was  exerted  with  the  other  hand  upon  the  second 
hook  projecting  from  the  genitals.  During  this  time  the  mid- 
wife drew  the  legs  of  the  child  down  with  one  hand  and  pressed 
witii  the  other  upon  the  occiput  through  the  abdominal  walls. 
The  face  at  once  turned  toward  the  sacral  excavation,  and  the 
head  soon  emerged.  The  part  of  the  face  upon  which  the  hook 
had  pressed  showed  no  injury,  hardly  an  excoriation  of  the 
skin,  and  the  eye  of  course  was  sound  as  the  instrument  had  not 
come  in  contact  with  it.  This  procedure  could,  therefore,  be 
employed  for  living  children  wdiose  head  is  in  a  similar  position. 

I.    F. 

30.  ToHEKEPAKniNE.  Alex.  :  One  Hundred  and  Twenty-two 
()b.sp:rvations  ox  Obliquely  Contracted  Pelves  {These  de 
Paris,  1893). — The  paper,  which  occupies  more  than  two  hun- 
dred pages,  treats  tlie  subject  in  a  thorough  manner.  Aside 
from  the  many  detailed  case  reports,  which  contain  some  note- 
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worthy  facts,  accuracy  and  fulness  characterize  the  work  with 
reference  to  the  description  of  contracted  pelves,  tlieir  causes, 
the  intiuence  exerted  on  the  course  of  labor,  the  aj)propriate 
methods  of  treatment,  and  the  prognosis  for  mother  and  child. 
From  a  therapeutic  standpoint  the  author  tliinks  it  necessary  to 
divide  the  so-called  obliquely  contracted  pelves  into  two  great 
categories:  those  with  and  those  without  ankylosis.  Among  the 
ankylotic  pelves  we  must  distinguish  a  pure  type  (in  Kaegeli's 
sense)  and  one  with  complete  narrowing. 

The  studies  on  the  mechanisnj  of  labor  in  the  obliquely  con- 
tracted pelvis  are  greatly  in  need  of  being  perfected.  The  con- 
clusions drawn  by  Naegeli,  Litzman,  and  Simon  Thomas  are 
indefinite  and  contradict  each  other.  The  author  expresses  the 
hope  that  cases  in  future  might  be  observed  more  accurately 
than  before  if  the  question  raised  by  Naegeli  is  to  be  iinally 
solved.  The  mechanism  of  normal  spontaneous  labor  beiug 
still  but  slightly  known,  we  must  not  be  surprised  at  the  de- 
plorable results  thus  far  obtained  by  the  obstetric  manipulations 
hitherto  blindly  performed. 

At  the  present  time  no  certain  conclusion  can  be  drawn  from 
the  few  published  clinical  observations.  Although  we  find  at 
times  statements  regarding  the  weight,  the  diameters,  the  pre- 
senting parts,  the  position  of  the  child,  and  the  final  result,  in- 
formation about  the  dimensions  of  the  pelvis  are  lacking.  The 
diagnosis  usually  given  is  simply  "  obliquely  contracted  pelvis." 
Nor  is  it  noted  often  enough  whether  the  pelvis  is  ankylotic, 
and  the  degree  of  the  faulty  development  of  the  pelvis  is  en- 
tirely unknown.  The  chapter  on  the  diagnosis  of  the  obliquely 
contracted  pelvis  should,  therefore,  be  revised  and  completed. 

At  the  end  of  the  paper  the  author  speaks  in  favor  of  sym- 
physiotomy or  Faraboeuf's  operation  ;  he  believes  that  embry- 
otomy, which  hitherto  was  alone  considered  in  cases  of  greatly 
contracted  oblique  pelvis,  will  give  place  to  symphysiotomy,  ex- 
cepting such  pelves  with  ankylosis.  t.  f. 

31.  RoLLET  (Lyons) :  Treatment  of  Infectious  Urethritis 
{Progres  7nM.,  May  20th,  1893). — Although  gonorrheal  ure- 
thritis in  woman  may  be  recovered  from  spontaneously,  the 
author  maintains  that  it  should  always  be  treated  energetically, 
for  it  may  happen  that  the  virulent  inflammation  may  remain 
latent  for  years,  persisting  in  the  urethral  and  periurethral  folli- 
cles without  producing  any  morbid  symptoms,  and  then  through 
some  incidental  cause  extend  and  give  rise  to  the  most  variable 
uterine  and  periuterine  inflammations. 

'     Clinically  the  author  distinguishes   three    forms :    an    acute 
form,  one  that  is  chronic  from  its  inception,  and  the  latent. 

As  internal  drugs  avail  little,  the  author  discusses  the  local 
measures  and  praises  the  application  of  powders  (iodoform,  sub- 
nitrate  of  bismuth,  calomel,  sulphur,  etc.).     After  the  patient 
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lias  iiriiiiited  the  canal  is  washed  with  an  antiseptic,  and  then 
the  ]K)\v(ler  is  introduced.  More  frecjuently  the  author  employs 
soluble  bouii;ies  prepared  with  glycerin  to  keep  them  soft;  they 
consist  of  sublimate,  sulphate  of  copper,  iodoform,  or  ichthyol, 
with  the  addition  of  some  cocaine.  The  main  reliance  is  placed, 
however,  on  medicated  irrigations  (silver  nitrate,  2  per  cent ; 
ichthyol,  3  per  cent;  resorcin,  5  per  cent;  sublimate,  0.05  per 
cent ;  or  potassium  permanganate,  1 :  250).  Of  these  solutions 
the  author  passes  one  to  two  quarts  through  a  canula  constructed 
bv  him  for  this  purpose.  This  instrument  terminates  in  an  im- 
pervious olive  tip  intended  to  close  the  vesical  opening  of  the 
urethra  ;  the  canula  has  several  fenestrse  behind  the  tip,  each 
measuring  25  millimetres,  through  which  the  urethra  alone  is 
irrigated,  no  fluid  penetrating  into  the  bladder.  i.  f. 

32.  KicHELOT,  L.  G.:  A  Flea  for  Vaginal  Hysterectomy 
FOR  THE  Cure  of  Pelvic  Neuralgia  {Archives  de  TocoLogie  et 
de  Gynecologies  No.  4,  1894). — Since  the  removal  of  a  healthy 
ovary  or  one  but  slightly  diseased  is  contraindicated,  the  physi- 
cian must  act  with  extreme  prudence,  often  abstaining  from  ope- 
rating, or  only  operating  under  exceptional  circumstances  where 
the  pelvic  lesion  is  in  doubt  or  where  none  can  be  demonstrated 
to  exist,  as  is  the  case  in  simple  pelvic  neuralgia,  which  yet  may 
so  urgently  demand  operative  interference. 

The  cases  to  be  considered  are  those  giving  the  phenomena 
of  severe,  rebellious,  permanent  pain  having  its  seat  in  the  ute- 
rus and  ovaries,  without  any  deiinite  lesion,  accompanied  by  a 
neuropathic  state  more  or  less  accentuated.  True  hysteria  with- 
out localization  of  tenderness  in  the  pelvis  is  excluded  from 
consideration. 

Major  pelvic  neuralgia  {grandes  nevralgies  pelviennes\  here 
under  consideration,  does  not  refer  to  those  cases  of  intermittent 
neuralgic  attacks,  more  or  less  intense,  but  to  those  extreme 
cases  where  intervention  is  necessary  to  save  life  as  well  as  rea- 
son. Pain  is  supposed  to  depend  on  an  anatomical  lesion,  but, 
with  the  best  intentions  to  be  scientific,  one  must  confess  that  se- 
vere pain  not  corresponding  to  any  ai)preciable  material  lesion 
does  exist.  The  minute  lesions  which  are  sometimes  found  in 
the  ovarian  tissue  are  inconstant  and  have  no  precise  signifi- 
cance ;  furthermore,  the  greater  number  of  ovaries  removed  are 
normal  or  but  slightly  altered.  AVhether  histological  research 
will  penetrate  into  the  mysteries  of  the  axis  cylinder  and  mye- 
line  and  locate  the  lesion  of  pelvic  neuralgia  there,  or  liot, 
womankind  will  continue  to  suffer  in  the  interval  as  before. 
The  chief  peculiarity  of  these  neuralgias  is  that  they  are  poorly 
localized;  the  pain  is  everywhere  during  the  crisis;  even  the 
maximum  pain  cannot  be  traced  to  a  fixed  point,  and  even  if  it 
can  be  it  is  of  importance  to  remember  that  the  whole  genera- 
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tive  system  is  involved,  and  the  expression  "  ovarian  neuralgia" 
is  neither  complete  nor  sufficient. 

The  diagnosis  of  major  pelvic  neuralgia  is  established  by  the 
negative  results  of  local  examinations.  The  uterus  is  in  its  nor- 
mal position,  it  is  not  flexed  in  any  direction;  the  cervix  is  of 
ordinary  size  and  without  deformity  ;  the  vagina  and  vaginal 
cul-de-sac  are  of  normal  consistence,  but  everywhere  there  is  an 
exquisite  sensitiveness  to  the  touch,  extending  to  the  iliac  region 
and  abdominal  wall. 

The  pain  of  pelvic  neuralgia  is  characterized  by  its  intensity, 
its  persistency,  and  its  incurability.  The  intensity  of  the  pain 
during  an  exacerbation  is  extraordinary.  The  remissions  are 
incomplete,  the  patient  suffering  continuously.  If  not  confined 
to  the  bed  she  moves  about  painfully,  doubled  over.  During 
the  height  of  a  paroxysm  the  trouble  is  usually  diagnosed  as  one 
arising  from  a  definite  and  known  anatomical  lesion,  as  peri- 
tonitis, salpingitis,  pyosalpinx,  phlegmon  of  the  ligaments, 
tumor,  etc. ;  but,  as  the  condition  lasts  through  years,  these 
diagnoses  must  be  withdrawn.  If  carefully  examined  as  the 
paroxysm  passes  away,  the  uterus  will  be  found  to  be  normal 
and  movable ;  the  adnexa  are  not  even  palpable ;  no  contract- 
ing muscles  give  the  impression  of  the  presence  of  a  tumor, 
yet  in  symptoms  and  facial  expression  the  patient  still  appears 
to  be  suffering  from  an  acute  attack  of  peritonitis,  as  the  ex- 
treme tenderness  is  still  present  and  the  patient  hardly  able  to 
take  any  nourishment.  The  persistence  of  these  neuralgias 
through  years  finally  so  reduces  the  patient  physically  and  men.- 
tally  that  operative  interference  is  many  times  of  no  avail, 

Tliese  neuralgias  may  last  five,  ten,  and  even  twenty  years. 
After  having  p^ersisted  many  years  they  may  be  considered  to 
be  inveterate,  and  are  then  not  likely  to  disappear  suddenly 
from  some  unexpected  moral  emotion  or  under  the  ministra- 
tions of  a  negligent  physician.  Cases  presenting  themselves  for 
operation  thathave  existed  but  six  months  or  a  year,  no  mat- 
ter how  ardently  importuning  for  help,  should  not  be  operated 
on,  as  just  such  cases  have  in  the  interval  preceding  the  opera- 
tion, or  when  denied  or  postponed,  cured  themselves.  When 
considering  the  advisability  of  operating,  the  intensity  and 
duration  of  the  trouble  should  not  alone  be  considered,  but 
whether  it  occurs  in  an  organism  weakened,  vanquished,  and  in- 
capable of  reaction,  or  in  one  of  simple  nervous  depression, 
likely  to  rebound,  as  by  enchantment,  with  a  sudden  cessation 
of  all  neuralgia.  The  incurability  of  this  trouble  is  well  known, 
these  patients  usually  having  passed  from  hand  to  hand  and 
tried  every  therapeutic  measure  under  the  direction  of  physi- 
cian, quack,  and  layman  until  they  are  bedridden  or  too  far  gone 
to  derive  any  benefit  from  operative  intervention. 

Affections  without  an  anatomical  lesion  as  a  basis  have   been 
considered  to  be  hysterical  and  not  likely  to  be  benefited  by  an 
29 
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operation.  This  liyputhesis  must  not  be  taken  too  seriously  into 
account  when  weio:liino;  the  pros  and  cons  either  as  regards  tlie 
cause  of  the  trouble  or  the  means  to  be  taken  regarding  its  cure. 
Sciatica  and  migraine,  like  pelvic  neuralgia,  do  not  rest  upon  an 
anatomical  lesion  as  a  causative  agent,  yet  they  are  not  classed 
and  treated  as  hysteria. 

Explorative  incisions  have  often  been  followed  by  the  most 
extraordinary  results  in  these  cases,  yet  Lave  failed  when,  judg- 
ing from  the  patient's  temperament,  a  cure  was  expected. 
Laparatomy  has  been  successfully  used  in  the  treatment  of 
pelvic  neuralgia,  and,  according  to  circumstances,  can  remain 
exploratory  or  merely  consist  in  the  breaking  up  of  adhesions, 
the  partial  resection  of  an  ovary,  or  a  unilateral  castration,  as 
the  operator  may  elect.  Yet,  notwithstanding  these  advan- 
tages of  laparatomy,  vaginal  hysterectomy  is  the  operation  par 
excellence  in  the  treatment  of  this  trouble,  based  upon  the  fol- 
io vving  facts : 

The  theory  of  infection  as  the  cause  of  disease  has  been  domi- 
nant in  the  ininds  of  physicians  lately  and  has  influenced  their 
mode  of  treatment.     Metritis  has  been  termed  infectious  endo 
metritis,  and  its  successful  local  treatment  has  contirmed  the 
diagnosis. 

In  utero-ovarian  disease  the  temperament  of  the  patient 
plays  an  important  part  and  must  be  considered  equally  with 
the  condition  of  the  pelvic  organs,  being  either  "lymphatic"  or 
arthritic.  In  the  lymphatic  temperament  associated  with  utero- 
ovarian  disease  the  patients  are  tolerant,  having  neither  nervous 
nor  neoplastic  tendencies;  they  resist  slight  injuries, only  giving 
way  under  serious  lesions ;  they  are  only  sick  when  infected. 
In  them  we  iind  a  simple  cervical  metritis,  as  well  as  a  pyo- 
salpinx  and  extensive  pelvic  peritonitis,  with  an  enlarged  and 
lacerated  cervix  as  a  result  of  blennorrhea  or  labor,  which  w'll 
also  account  for  the  congestions  which  occasionally  overtake 
them.  The  degree  of  their  suffering  corresponds  to  the  degree 
of  existing  inflammation,  and  all  symptoms  vanish  with  the  re- 
moval of  the  cause  or  its  treatment.  The  endometritis  is  cured 
by  the  curette,  the  lacerated  cervix  by  its  repair,  the  pyosalpinx 
by  the  removal  of  the  tube,  and  the  uterus  remains  behind  none 
the  worse.  This  class  of  patients  furnish  the  good  statistics  for 
the  laparatomists,  and  in  them  the  results  justify  partial  opera- 
tions. 

The  patients  of  the  arthritic  temperament  may  also  have  been 
infected  during  labor  or  by  blennorrhea;  their  cervix  presents 
the  same  lesion,  with  an  additional  greater  sensitiveness,  nor 
are  their  S3'mptoms  cured  by  its  reparation.  The  extirpation  of 
a  pus  pocket  will  remove  the  immediate  danger,  but  the  sensi- 
tiveness of  the  uterus  remains.  Their  troubles  are  peculiar  to 
themselves  and  are  not  the  results  of  pure  and  simple  infection. 
The  patients  most  apt  to  be  afflicted  with  simple  pelvic  neural- 
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gia  are  previously  apparently  well  and  robust,  who  liave  suffered 
neither  trom  blennorrhea  nor  from  the  sequela^  of  parturition. 
They  have,  as  a  general  thing,  a  sclerosed  and  hypertrophic  cer- 
vix, W'ith  distended  JSabothiaii  glands;  a  parenchymatous  thick- 
ening of  the  body,  with  an  enlargement  of  its  cavity,  but  with- 
out fungosities  or  purulent  catarrh.  These  patients  are  bene- 
fited by  amputation  of  the  cervix;  the  higher  the  amputation 
the  better  tlie  result.  Their  ovaries  are  usually  polycystic. 
The  glandular  and  epithelial  tissue  is  the  seat  of  neoplasms  of 
various  kinds ;  their  removal  is  of  benefit  to  the  patient,  but 
does  not  prevent  attacks  of  congestive  hemorrhages.  What  role 
does  infection  play  in  these  cases? 

Oophorectomy  performed  on  this  class  of  patients  has  estab- 
lished tlie  current  opinion  that  this  operation  is  indicated  for 
seriou-;  lesions  and  not  minor  ones.  The  catarrhal  salpingitis, 
the  slight  adhesions,  the  mucoid  cysts,  are  not  actually  the  cause 
of  the  great  pain,  and  castration,  even  bilateral,  leaves  them 
a  circulatory  and  nervous  apparatus  full  of  activity.  The  fre- 
quent failure  of  castration  in  the  treatment  of  pelvic  neuralgia 
has  been  cited  to  show  that  it  is  unjustifiable,  whereas  the  re- 
sults of  vaginal  hysterectomy  are  entirely  satisfactory  even  when 
performed  after  an  unsuccessful  laparatomy.  The  intense  suffer- 
ing and  the  utter  hopelessness  of  these  cases  are  so  great  that  a 
complete  sacrifice  is  demanded.  If  it  be  justifiable  to  remove 
the  ovaries,  why  not  the  uterus  '(  Besides,  what  is  the  use  of  the 
uterus  after  the  ablation  of  the  ovaries  ?  a.  g.  h. 

33.  Chaput  :  Treatment  of  Procidentia  {Archives  de  Toco- 
logie  et  de  Gynecologies  No.  3,  1894). — In  this  paper  are  the 
recorded  results  of  treatment  by  various  operations  of  tifteen 
patients,  giving  eighteen  cases,  as  three  which  were  total  fail- 
ures were  operated,  on  a  second  time.  The  greater  number  of 
these  patients  were  kept  under  observation  for  some  time.  The 
operations  were  :  hysteropexy,  vaginal  hysterectomy,  suprava- 
ginal amputation,  and  operations  on  the  perineum  and  vagina. 

Colporrhaphy  is  a  simple  and  benign  operation.  It  was  per- 
formed seven  times,  but  the  results  were  not  always  satisfactory. 

Colpoperineorrhaphy,  with  and  without  amputation  of  the  cer- 
vix, was  entirely  unsuccessful  in  two  out  of  four  cases  ;  in  one  a 
cystocele  formed,  and  the  other  was  a  complete  failure. 

The  operation,  according  to  Doleris,  was  performed  to  test  its 
value ;  its  great  drawback  is  that  it  does  not  permit  or  make  a 
denudation  of  any  extent  possil)le,  and  the  manner  of  placing 
the  sutures  shortens  the  vaginal  wall  in  a  vertical  sense  and  di- 
minishes the  extent  of  the  parts  to  be  united. 

Hegar's  operation  gives  a  better  aiul  more  durable  result, 
a  denudation  of  considerable  extent  is  possible,  and  three  kinds 
of  sutures  are  placed  :  1.  Vaginal  sutures  of  catgut.     2.  A  vul- 
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var  suture  of  silver  wire,  which  is  placed  in  position  before  the 
vaginal  sutures,  to  mark  the  place  of  the  vulva,  and  not  twisted 
until  the  vaginal  sutures  are  placed,  3,  Perineal  sutui-es  of  silk- 
worm gut.  This  method  of  suturing  increases  the  length  of  the 
perineum. 

Catgut  is  {^referred  for  the  vaginal  suture,  as  the  removal  of 
a  suture  would  interfere  with  cicatrizati(jn ;  silver  wire  is  used 
for  the  suture  at  the  vulva,  I)ec:iuse  this  suture  is  subjected  to 
the  greatest  tension  ;  the  j)erineal  sutures  are  of  silkworm  gut, 
onjaccount  of  the  liability  of  small  abscess  formation  in  this 
region  when  using  other  sutures. 

Two  cases  treated  by  hysteropexy  relapsed  a  few  weeks  later ; 
and  since  procidentia  is  conceded  to  be  a  hernia,  it  is  irrational 
to  fasten  it  in  the  abdominal  cavity.  The  indication  is  rather  to 
close  the  opening  constituted  by  the  vulva  and  the  canal  as  rep- 
resented by  the  vagina. 

Five  cases  giving  satisfaction  in  ultimate  results  were  treated 
by  vaginal  hysterectomy  with  total  extirpation  of  the  vagina. 
The  objection  to  this  method  lies  in  the  profuse  hemorrhage 
from  the  vaginal  walls.  In  another  case  the  hysterectomy  was 
abdominal,  and  followed  in  a  month,  to  insure  its  success,  by  an 
extirpation  of  the  vagina,  the  uterus  in  this  case  measuring  four- 
teen centimetres.  In  still  another  case,  where  the  uterus  mea- 
sured seventeen  centimetres,  and  which  ended  fatally  on  the 
third  day  from  internal  hemorrhage  caused  by  the  slipping  of  a 
ligature,  the  operation  was  the  same,  with  the  addition  of  an 
anterior  and  posterior  colporrhaphy. 

Hysterectomy,  partial  or  complete,  cannot  be  a  success  with- 
out resection  of  the  vagina.  The  profuse  hemorrhage  renders 
this  operation  extremely  difficult,  if  not  dangerous;  and  the  use 
of  artery  forceps  to  control  the  liemorrhage  makes  the  immediate 
colpoperineorrhaphy  almost  impossible.  AVhen  accessory  (ope- 
rations are  postponed,  one  has  the  trouble  of  overcoming  the 
patient's  aversion  to  a  second  operation,  which  is  not  to  be  under- 
rated as  bearing  upon  the  ultimate  results  of  the  operation. 

In  replacing:?  the  forceps  with  ligatures  in  removing  the  ute- 
rus, the  liability  of  their  slipping,  with  fatal  results,  no  matter 
how  well  placed,  must  not  be  lost  sight  of.  This  accident  is  apt 
to  occur  in  cases  where  the  uterus  is  hypertrophied,  on  account  of 
the  difficulty  of  reaching  the  superior  border  of  the  broad  liga- 
ment, and  in  these  cases  it  is  preferable  to  remove  the  uterus 
through  the  abdomen.  x\nother  disadvantage  in  this  operation  is 
the  large  size  of  the  stump,  which  during  the  operation  is  a  hin- 
drance to  its  deft  and  exact  execution,  and  later  menaces  the 
success  of  the  colporrhaphy  by  destroying  the  asepsis  of  the 
vagina. 

The  operation  par  excellence  which  overcomes  the  inconve- 
niences of  total  hysterectomy  is  supravaginal  amputation  of  the 
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uterus  with  extensive  resection   of  the  vagina  and  an  anterior 
and  posterior  colporrhajdiy. 

This  operation  i^ave  perfect  results  in  the  two  cases  treated  in 
this  manner.  Tlie  patients  are  not  exposed  to  the  dangers  of 
hemorrhage,  as  there  is  no  chance  of  tl)e  Hgatures  slipping,  they 
being  placed  on  the  more  accessible  inferior  part  of  the  broad 
ligament.  That  the  peritoneal  cavity  is  not  opened  gives  an 
additional  sense  of  security.  This  operation  is  comparatively 
simple  and  without  danger,  and  responds  to  the  principal  indi- 
cations for  the  cure  of  procidentia  in  decreasing  the  size  and 
weight  of  the  uterus,  shortening  and  removing  the  vagina,  with 
restoration  of  the  vulva  and  perineum.  a.  g.  ii. 

84.  Remy,  S.:  The  Pathological  Mechanism  of  Inversion 
OF  the  Puerperal  Uterus  {Archives  de  Tocologie  et  de  Gyne- 
cologies No.  4,  1894). —  Since  uterine  inversion  following  labor 
is  so  extremely  rare,  occurring  once  in  one  hundred  and  forty 
thousand  deliveries — at  the  most  once  in  ten  thousand  cases — 
special  influences  must  be  at  work  when  this  accident  is  ob- 
served. 

To  establish  the  pathological  mechanism  of  the  production  of 
inversion  it  will  be  necessary  to  separate  these  influences  from 
the  predisposing  causes.  As  the  fetus  is  expelled  the  uterus 
retracts  behind  it.  This  retraction  corresponds  to  the  expulsion, 
so  that  with  the  birth  of  the  child  the  uterus  is  but  large 
enough  to  contain  the  placenta.  Since  the  retraction  is  com- 
plete in  its  regularity,  the  uterine  surface  corresponding  to  the 
placental  attachment  retracts  proporiionally  with  the  general  re- 
traction and  becomes  considerably  diminished  in  all  its  diame- 
ters ;  and  as  the  placenta  does  not  possess  this  property,  it  can 
only  accommodate  itself  to  this  change  by  a  bunching-up,  which 
at  its  best  does  not  correspond  to  the  degree  of  the  retraction  of 
the  uterine  surface,  and  its  attachments  are  thus  loosened  and 
broken  up,  with  a  consequent  separation  of  the  placenta  in  its 
greater  part  on  the  birth  of  the  child.  This  separation  is  recog- 
nized by  a  slight  flow  of  blood.  The  remaining  adhesions  soon 
give  way  under  the  uterine  contractions,  and  the  free  placenta, 
acting  as  a  foreign  body,  is  soon  expelled.  After  the  retraction 
the  uterine  wall  has  gained  about  three  centimetres  in  thickness. 
This  thickening  of  the  uterine  flbre  is  at  the  expense  of  its 
length  and  gives  the  uterus  greater  resisting  power. 

When  no  traction  is  made  on  the  cord  the  placenta  rolls 
toward  the  uterine  oriflce,  presenting  by  one  of  its  borders,  slid- 
ing along  the  uterine  cavity,  which  has  been  elongated  verti- 
cally and  shortened  transversely.  Traction  on  the  cord  engages 
the  placenta  with  its  fetal  surface  presenting  and  causes  it  to  act 
like  a  piston  in  the  uterine  cylinder. 

The  normal  resistance  of  the  uterus  to  the  evil  results  of 
traction  is  something  remarkable  ;  the  cord  will  either  separate 
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or  the  placenta  come  away  in  part,  as  is  observed  where  delivery 
overtakes  a  woman  while  standiiii;-  and  tlie  child  falls  to  the 
Hoor ;  inversion  is  the  exce])tit)n,  but  the  rupture  of  the  cord 
near  the  umbilicus  the  usual  consecjuence.  Inversion  depends 
on  an  abnormal  separation  of  the  placenta,  and  this  in  turn 
depends  on  the  following  conditions: 

1.  When,  as  a  result  of  inflammation  during  pregnancy,  the 
placental  attachment  has  become  abnormally  strong. 

2.  I'teriue  inertia. 

3.  When  from  some  localized  inertia  or  some  particular  ana- 
tomical feebleness  the  uterine  zone  corresponding  to  the  pla- 
cental attachment  does  not  retract.  With  complete  inertia  the 
uterus  remains  large  and  soft,  hemorrhage  only  occurring  with 
the  partial  separation  of  the  placenta  and  by  its  abundance  call- 
ing for  immediate  intervention. 

I.  Inversion  appearing  with  the  birth  of  the  child  is  caused 
by  some  anomaly  acting  during  the  expulsive  stage : 

1.  When  the  uterus  has  lost  its  contractibility  and  its  retrac- 
tibility  from  inertia. 

2.  When  the  uterine  walls  are  abnormally  thinned. 

3.  When  voluntary  effort  alone,  without  participation  of  the 
uterus,  is  sufficient  to  expel  the  fetus. 

■i.  When  an  absolute  or  relative  shortness  of  the  cord  exposes 
the  uterus  to  the  consequences  of  traction  with  a  diminished  re- 
sisting power,  the  uterine  surface  follows  the  fetus  in  its  descent 
in  consequence  of  the  vacuum  caused  by  its  expulsion,  aided  by 
the  transmission  of  the  abdominal  pressure. 

II.  Inversion  occurring  after  the  birth  of  the  child  and  be- 
fore the  birth  of  the  placenta  is  caused  by  two  factors: 

1.  A  force  acting  on  the  uterus,  a  vis-d-tergo,  a  transmission 
of  abdominal  pressure  acting  through  the  intestinal  mass,  both 
voluntary  and  involuntary,  associated  with 

2.  A  special  predisposition  of  the  uterus,  a  diminished  resist- 
ing power  expressed  in  a  disturbed  retractibility  either  partially 
or  wholly. 

The  organ  thus  affected  is  large  and  soft,  the  orifice  widely 
dilated,  the  placenta  adherent  or  partially  separated  ;  the  abdomi- 
nal pressure  does  not  meet  any  resistance,  and  the  soft  fundus 
is  depressed  and  pushed  through  the  cervix,  held  open  by  the 
placenta,  one  might  say  silently,  the  condition  often  escaping 
observation  until  the  flow  of  blood  caused  by  the  separation  of 
the  placenta  takes  place.  In  the  majority  of  cases  the  placenta 
is  still  wholly  attached  after  the  inversion,  leading  one  to  think 
that  the  anomaly  of  the  retraction  is  confined  to  the  placental 
site,  as  the  attachment  of  the  placenta  is  not  abnormally  firm. 
The  conclusion  is  that  the  retraction  at  the  placental  attach- 
ment has  not  been  equal  to  that  in  other  parts,  thus  exposing  an 
unguarded  and  enfeebled  portion  to  pressure,  which  in  conse- 
quence is  easily  depressed  toward  the  uterine  cavity,  constitut- 
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iiig  the  first  degree  of  inversion,  which,  under  renewed  eflEorts 
at  expression  or  under  the  influence  of  uterine  contractions,  pass 
into  more  advanced  stages  of  inversion.  This  tendency  to  de- 
pression often  remains  after  reduction. 

III.  Inversion  during  the  third  stage  of  labor  is  usually  caused 
by  traction  on  the  cord  in  an  anatomically  enfeebled  uterus,  un- 
dertaken for  the  delivery  of  the  after-birth  either  attached  or 
free. 

1.  When  the  placenta  is  attached  there  must  be  added  to  tlie 
vis-d-fronte  force  an  increased  abdominal  pressure  and  a  certain 
degree  of  uterine  relaxation  to  bring  about  the  inversion. 

2.  When  the  placenta  is  free  in  the  uterine  cavity,  traction, 
exerting  a  suction  force  in  the  atonic  uterine  cylinder,  aided  by 
the  abdominal  pressure,  forces  the  relaxed  placental  region  to- 
ward the  uterine  cavity  and  toward  complete  inversion,  as  the 
glove  does  the  finger  when  fitting  snugly,  though  not  adherent 
when  the  finger  is  withdrawn. 

The  clots  forming  and  accumulating  under  the  influence  of 
the  uterine  inertia  act  as  a  support  to  the  uterine  globe. 

There  are  cases  in  which  the  softened  fundus  can  be  depressed 
by  the  slightest  influence,  as  is  often  seen  after  reposition. 

IV.  Late  inversion  is  either  a  reproduction  of  a  former  inver- 
sion, or  the  passing  of  an  inversion  of  a  lesser  to  a  greater  degree, 
or  an  inversion  not  recognized  at  the  time  of  its  production. 

A.    G.    H. 

35.  Delangre  :  Conservative  Surgery  of  the  Ovary  {Ar- 
chives de  Tocologie  et  de  Gynecologies  No.  3,  1894). — The  sur- 
gery of  the  uterine  adnexa,  which  was  at  first  characterized  by 
a  great  temerity,  has  passed  into  a  directly  opposed  reactionary 
period.  Laparatomy  has  become  so  common  that  lesions  of  the 
appendages  are  now  studied  in  the  living  subject  which  were 
heretofore  only  revealed  on  autopsy  when  the  patient  died  of 
some  intercurrent  disease.  Yet  this  opportunity  afforded  to 
all  to  elucidate  the  pathological  anatomy  of  these  parts  has  left 
the  treatment  where  it  was,  removal  of  the  adnexa  seeming  to 
be  the  sum  total  of  all  intervention. 

Conservative  surgery  of  the  ovary  has  at  present  but  few 
supporters. 

Schroder  first  published  the  results  obtained  by  removing  one 
ovary  where  both  were  cystic,  and  subjecting  the  other  one  to  a 
partial  resection,  his  patient  conceiving  in  due  time  and  being 
happily  delivered  at  term,  Martin,  Zweifel,  Gusserow,  and 
Zwiedow  soon  followed,  but  their  conservative  efforts  were  di- 
rected toward  dermoid,  follicular,  and  proligerous  cysts.  Ova- 
ries were  still  removed  in  toto. 

Pozzi  practised  salpingorrhaphy,  considering  salpingotomy 
illusionary  because  the  conditions  indispensable  to  its  function 
are  only  compatible  with  the  integrity  of  its  texture,  its  mus- 
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cular  fibre  and  vibratory  epitlielinin.  When  the  conducting 
power  of  the  tube  is  destroyed  partial  operations  on  the  ad- 
nexa  will  be  fruitless.  Diffuse  ovaritis  and  sclerocystic  degen- 
eration were  treated  by  ignipuncture  and  partial  resection,  be- 
cause the  integrity  of  the  ovary  as  a  whole  is  not  required  in 
order  that  ovulation  may  take  place.  These  limited  ojierations 
are  of  no  utility  where  the  ovarian  tissue  lias  been  disorgan- 
ized. 

The  method  of  examining  and  treating  the  adnexa  is  as  fol- 
lows:  The  abdominal  cavity  is  opened,  after  the  usual  pre- 
liminaries regarding  asepsis,  etc.,  have  been  carried  out,  the 
incision  being  made  in  the  inferior  portion  of  the  linea  alba  for 
a  distance  of  five  or  six  centimetres.  Aseptic  com])resses  are 
jdaced  in  such  a  manner  that  the  adnexa  are  separated  from  the 
intestines  and  brought  into  a  position  where  they  can  be  care- 
fully examined  and  treated. 

If  the  tubes  are  permeable  the  ovaries  are  treated  according 
to  their  pathological  condition:  large,  white  ovaries  manifestly 
infiltrated  with  liquid  are  deeply  punctured  with  the  therm o- 
cautery  at  a  dull  red  heat,  the  number  of  punctures  varying 
with  the  size  of  the  ovary  and  the  degree  of  the  edema;  small, 
disseminated  cysts  on  the  surface  of  the  ovaries,  as  well  as  de- 
pressed transparent  points,  are  opened  successively  with  the  cau- 
tery point  and  their  inner  surface  touched.  Ignipuncture  is 
hemostatic  in  itself,  but  should  any  bleeding  supervene  it  can 
be  readily  controlled  by  the  application  of  catgut. 

If  the  uterus  be  in  retroversion  this  opportunity  for  a  hyste- 
ropexy can  be  taken  advantage  of. 

The  abdomen  is  closed  by  three  layers  of  sutures.  t])e  last  one 
being  placed  intradermically,  as  this  mode  of  placing  the  suture 
leaves  but  a  slight  trace  of  the  abdominal  incision. 

The  cases  most  favorable  for  resection  are  those  where  the 
alterations  are  limited  to  a  certain  region  of  the  ovary,  as  in  the 
cysts  occupying  the  free  borders,  as  well  as  small  serous  and  san- 
guineous cysts  disseminated  over  the  convexity  of  the  organ  in 
the  form  of  small,  transparent,  bluish  points,  while  the  tissue 
about  the  liilum  is  unaltered.  Ignipuncture  and  partial  resec- 
tion can  also  be  practised  in  other  limited  lesions,  as  in  dermoid 
cysts,  w^here  the  tumor  can  be  removed  with  the  slice  of  ov-a- 
rian  tissue  from  which  it  takes  its  origin,  the  edges  of  the  result- 
ing wound  being  sutured  with  catgut.  Pozzi  has  conceived  and 
executed  in  such  cases  a  complementary  operation  on  the  tube, 
a  salpingorrhaphy  to  restore  the  normal  relation  between  the 
tube  and  the  ovary  which  has  been  lost  in  consequence  of  the 
reduction  in  size  of  the  ovary  by  resection  and  the  possible  at- 
tachment of  the  tube  to  some  neighboring  tissue,  thus  frustrating 
the  ends  hoped  to  be  gained  by  the  conservative  surgery.  The 
fixation  of  the  tube,  or  salpingopexy,  to  the  remaining  normal 
■ovarian  tissue  is  easily  accomplished  with  a  few  catgut  sutures. 
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These  interventions  are  rational,  as  in  diffuse  ovaritis  we  have 
the  condition  of  an  ovarian  varicocele,  and  why  should  this  con- 
dition in  the  ovarj  respond  less  to  treatment  favorini;'  revulsion 
than  elsewhere  in  the  body  'i  This  mode  of  treatment  directed 
to  an  organ  in  the  abdominal  cavity  has  the  advantage  of  the 
asepsis  of  the  abdominal  cavity.  There  is  no  dropping  of  the 
eschar  with  suppuration  and  granulation,  but  an  absor])tion, 
molecule  by  molecule,  without  any  end)ryonic  proliferation  of 
connective  tissue  causing  induration.  Nor  does  ignipuncture 
determine  the  formation  of  cicatricial  tissue  in  the  ovary,  l)ut  by 
destroying  the  follicles  in  cystic  degeneration  the  follicles  not 
opened  by  puncture  have  full  freedom  for  further  development. 
Partial  resection  is  legitimate,  as  it  does  not  destroy  the  function 
of  the  tissue  remaining  behind,  but  insures  the  continuance  of 
menstruation  and  permits  fecundation.  Sclerocystic  and  diffuse 
ovaritis  are  in  many  cases  the  causes  of  great  pain  with  meUv^trual 
irregularities,  giving  reason  to  the  adage,  "  Small  lesion,  great 
pain,"  and  total  ablation  has  been  practised  for  their  cure. 
Those  patients  undergoing  conservative  operations  are  cured 
and  remain  cured  without  castration  and  premature  menopause. 
Some  do  not  confirm  these  good  results:  they  are  the  "hys- 
terics" in  whom  whole  series  of  gynecological  operations  are 
tried  without  positive  results.  AVhere  the  ovary  alone  has  been 
affected  the  pain  during  menstruation  or  that  which  occurred  in 
the' interval  disappears,  the  menses  become  regular  and  painless 
where  they  have  been  absent  or  irregular,  and  impregnation, 
with  a  happy  termination,  occurs  in  due  time,  proof  positive 
of  the  success  of  the  operation.  The  tendency  is  unfortunately, 
at  the  present  time,  to  consider  the  sexual  life  and  chances  of 
impregnation  of  the  patient  as  of  secondary  importance.  The 
success  of  these  interferences,  from  a  purely  surgical  point  of 
view,  has  been  perfect.  a.  g.  h. 

36.  Rochet:  Indications  fok  Operation  presented  by  Ab- 
dominal Tumors  compressing  the  Ureters  and  causing  Renal 
Lesions  (Archives  de  Tocologie  et  de  Gynecologie.  Nos.  2  and  3, 
189-i). — Death  from  uremia  frequently  follows  the  removal  of 
tumors  which  have  compressed  the  ureters. 

In  carefully  studying  the  symptoms  preceding  death,  in  the 
published  cases  of  intervention  for  the  removal  of  uterine,  es- 
pecially periuterine,  tumors,  there  can  be  no  doubt  as  to  their 
uremic  origin,  nor  can  one  fail  to  observe  the  careless  manner 
in  which  the  cause  of  death  has  been  determined  ;  either  no 
autopsy  has  been  held  or  the  presence  of  renal  lesions  on  autopsy 
has  been  noted  with  surprise.  The  symptoms  observed  in  these 
cases  are  clearly  those  of  clinical  and  experimental  uremia.  A 
few  hours  after  the  operation  a  peculiar  agitation  supervenes : 
the  patient  complains  of  feeling  enervated  ;  she  constantly  de- 
sires to  change  her  position,  even  to  leave  the  bed  ;  she  groans 
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and  sighs  without  l)eing  able  to  make  any  delinite  complaint. 
These  symptoms  also  occur  in  cases  that  do  not  terminate  fatally, 
and  have  been  observed  after  nephrectomy  where  the  patieiit 
has  recovered ;  but  if  they  do  not  diminish  after  two  days,  if 
they  persist  or  increase,  the  prognosis  becomes  very  grave,  espe- 
cially if  accompanied  by  respiratory,  circulatory,  and  digestive 
disturbances.  The  respiration  is  accelerated,  yet  remains  regular, 
reaching  00  per  minute  ;  the  dyspnea  increases  to  orthopnea  ; 
occasionally  respiration  becomes  irregular,  affecting  a  Cheyne- 
Stokes  type,  at  other  times  they  appear  to  suffer  from  asthma, 
complaining  of  thoracic  constriction.  The  circulatory  changes 
are  shown  in  an  increased  pulse  rate,  the  pulse  running  from  130 
to  150  beats  a  minute,  v^ery  small,  yet  associated  witii  a  forcible 
cardiac  action.  The  smallness  of  the  pulse  seems  to  point  to 
a  spasmodic  constriction  of  the  peripheric  arteries.  The  pulse 
finally  becomes  irregular  and  uncountable  several  hours  before 
death. 

Some  patients  have  an  increased  temperature  for  a  short  time, 
but  not  sufficient  to  account  for  the  increased  pulse  rate ;  nor 
can  any  intiaiumatory  lesions  be  found  post  mortem  to  account 
in  turn  for  the  increased  temperature.  Cases  most  remarkable 
in  this  respect  are  those  that  succumb  five  or  six  days  after 
the  operation,  when  peritonitis  or  visceral  suppuration  could 
have  become  established  and  caused  the  hyperemia. 

The  digestive  troubles  which  are  a  constant  accompaniment 
of  this  disorder  appear  as  abundant  and  uncontrollable  vomiting 
and  an  insatiable  thirst. 

The  symptom  which  most  impressed  the  author  in  his  cases 
was  an  incessant  desire  to  urinate,  yet  the  catheter  only  brought 
forth  a  few  drops  and  no  relief.  This  incessant  desire  to  empty 
the  bladder  is  in  all  probability  a  reno-vesical  reflex,  brought 
about  by  the  sudden  and  intense  congestion  of  the  kidneys  fol- 
lowing the  removal  of  the  obstacle  to  their  function ;  a  reaction 
is  brought  about  by  the  renal  vascular  tension  acting  on  the  in- 
trarenal  nerve  plexus,  expressed  locally  by  lumbar  pain  and  more 
distantly  by  excitation  of  the  bladder,  which  responds  by  more 
or  less  intense  contractions.  Why  should  an  organic  apparatus, 
functioning  more  or  less  well,  suddenly  become  insutficient  after 
the  removal  of  tumors  more  or  less  compressing  the  ureters? 
There  are  probably  different  causes  at  work  in  different  cases. 
The  cause  of  the  renal  insufficiency  is  generally  ascribed  to  a 
reflex  arrest  of  the  secretion  from  shock.  The  traumatism  suf- 
fered by  the  abdominal  nervous  system  is  extended  to  the  various 
viscera,  especially  the  kidney,  which,  already  diseased  in  these 
cases,  offers  the  least  resistance  and  distant  nerve  effects  in  the 
urinary  apparatus  are  invoked. 

Nepveu  has  insisted  for  some  time  on  the  traumatic  origin  of 
anuria  and  oliguria.     Oilier  after   a    nephrectomy  observed  an 
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interesting  reflex  regarding  the  secretion  of  saliva,  an  intense 
sialorrhea  occurring  as  an  expression  of  distant  reflex  action  (a 
paraljsis  of  the  brachial  plexus). 

Another  cause  for  the  arrest  of  the  renal  secretion,  as  pointed 
out  hv  Pozzi,  lies  in  the  sudden  overtaxing  of  the  already  dis- 
orgiuiized  renal  flltration  apparatus,  flrst,  by  the  anesthetic — al- 
ways an  irritant  for  the  kidneys — and,  second,  by  the  number  of 
products  absorbed  at  the  seat  of  operation  and  destined  to  be 
eliminated,  such  as  antiseptics  and  organic  debris.  Other  causes 
are  to  be  found  in  the  sudden  depletion  of  the  superior  urinary 
apparatus  by  the  ablation  of  the  compressing  tumor.  The 
impediment  to  the  free  excretion  of  the  urine  is  suddenly 
removed  after  having  interfered  with  this  function  for  some 
time,  the  rapid  removal  of  the  compression  producing  a  conges- 
tion ex  vacuo. 

This  congestion  is  intense  enough  to  produce  small  intrarenal 
hemorrhagic  foci,  as  has  been  shown  by  autopsy. 

The  question  now  arises  whether  patients  presenting  them- 
selves for  the  removal  of  uterine  or  ovarian  tumors,  and  known 
to  be  suffering  from  renal  alterations,  should  be  operated  on  or 
not. 

It  would  seem  that  the  indication  for  or  against  operation  in 
these  cases  would  be  very  simple — namely,  that  all  latent  renal 
alterations  are  to  be  carefully  examined.  If  but  slightly  ad- 
vanced, prudence  is  advised  and  operation  not  contraindicated  ; 
if,  on  the  other  hand,  the  lesion  is  much  advanced,  it  becomes  a 
contraindication. 

One  must  know  exactly  when  the  operation  is  likely  to  be 
successful  notwithstanding  tlie  renal  complications.  Now,  it  is 
often  diflicult  to  prove  whether  the  kidneys  are  diseased  or  not, 
to  say  nothing  of  the  difficulty  of  establishing  the  degree  of  their 
alteration.  ■    &^ 

The  presence  or  absence  of  renal  disease  is  established,  firstly, 
by  the  modifications  in  the  quantity  and  quality  of  the  urine 
passed  ;  secondly,  in  the  appreciation  of  changes  in  form  and 
volume  of  the  kidney  by  abdominal  and  lumbar  palpation  ;  and, 
thirdly,  by  the  presence  of  symptoms  of  uremia. 

In  some  cases  all  of  these  indications  fail,  or,  having  existed  at 
one  time,  are  absent  at  the  moment  of  examination,  and  this  even 
in  advanced  cases  of  renal  disease. 

Ordinarily  the  compression  of  the  ureters  is  progressive,  and 
also  the  dilatation  of  the  parts  above  the  obstruction.  Occa- 
sionally the  obstruction  is  sudden  and  complete,  these  cases 
appearing  very  grave  on  account  of  the  absolute  anuria,  let 
the  lesions  of  the  urinary  tract  are  not  very  serious,  since  there 
has  not  been  time  to  establish  dilatation  of  the  renal  pelvis  nor 
parenchymatous  atrophy.  The  renal  filter,  being  still  intact, 
rapidly  recovers  itself  on  removal  of  the  compression.  But 
where  the  process  is  gradual,  the  ureters,  the  pelvis  of    the  kid- 
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ney,  and  the  renal  tissue  are  irrevocably  destroyed,  step  by  step, 
and  tlie  added  shock  resulting  from  the  removal  of  the  obstruc- 
tion permanently  destroys  the  precarious  equilibrium  of  the  still 
functioning  renal  tissue. 

The  (juantity  of  urine  excreted  daily  wiU  not  assist  in  deter- 
mining the  degree  of  compression  and  consequent  renal  changes, 
as  the  quantity  may  be  normal  or  above  normal,  the  partial  liga- 
ture ot  the  ureters  often  having  a  stimulating  etl'eet  on  the 
secretion  of  urine  ;  nor  the  presence  of  pus  in  the  urine,  as  it  is 
not  constant;  nor  does  it  hold  an  exact  relation  to  the  tissue 
changes  occurring  when  the  urinary  disorder  is  much  accen- 
tuated, when  an  infectious  lesion  is  grafted  on  the  dilatations, 
or  when  a  suppurative  uretero-pyelitis  supervenes,  and  often 
absent  where  the  dilatation  has  extended  to  the  calyces  and  the 
atrophied  kidney  is  already  more  or  less  insuthcient.  Or  the 
pyuria  may  be  intermittent,  the  pus  being  retained — this  being 
shown  by  pain  and  increased  size  of  the  kidney.  Another  con- 
dition to  be  studied  in  order  to  determine  the  functioning  con- 
dition of  the  kidney  is  albuminuria,  and  whether  the  alljumin  has 
a  renal  origin  in  consetpence  of  a  nepliritis  or  from  pus  accu- 
mulated in  the  bladder,  for  instance. 

The  presence  of  albumin  is  a  valuable  symptom  for  diagnosis, 
yet  its  absence,  when  from  pathological  conditions  it  ought  to  be 
present,  can  also  be  explained  by  it  not  being  an  ordinary  ne- 
phritic process  which  complicates  the  ascending  dilatation ;  or 
the  nephritis  may  have  been  replaced  by  an  atrophy  or  a  fatty 
degeneration  of  a  considerable  portion  of  the  kidney,  still  leav- 
ini;  a  small  portion  of  normal  parenchyma  filtering  normal 
urine,  but  not  sufficient  to  support  the  congestion  following 
removal. 

The  physician  must  consider  himself  warned  if  a  patient 
suffering  from  a  uterine  fibroid  complains  of  vomiting,  a  diffi- 
culty in  Ijreathing,  of  asthmatic  attacks,  as  these  symptoms 
point  to  a  uremia  from  gradual  compression.  The  question 
whether  the  physician  should  operate  under  conditions  not 
promising  success  depends  on  the  fact  of  the  greater  importance 
to  him  of  the  possible  spoiling  of  his  statistics  or  the  welfare  of 
his  patient,  which  in  the  latter  case  will  lead  him  to  operate 
under  the  following  conditions,  notwithstanding  the  fear,  so 
often  realized,  of  seeing  his  patient  succumb  rapidly  under 
uremic  symptoms  after  an  otherwise  successful  operation  : 

1.  Where  the  renal  lesions  are  but  slightly  advanced  and  still 
curable,  intervention  is  justifiable,  as  it  not  only  frees  the  patient 
of  her  tumor,  but  places  her  in  a  condition  to  recover  from  her 
renal  complication. 

2.  Where  the  renal  lesion  is  more  advanced ;  where  the  renal 
parenchyma  is  destroyed  in  parts  by  sclerous  and  fatty  degenera- 
tion, yet  still  enough  healthy  tissue  remains  to  resist  the  con- 
gestion  following   ablation.     After    the   operation  the  patient 
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may  live  a  long  time  ;  the  kidneys  have  not  recovered,  but  tlie 
diseased  condition  does  not  progress. 

3.  Whore  the  renal  lesion  is  considerable  and  the  equilibrium 
unstable,  having  shown  signs  of  insufficiency  from  time  to  time, 
with  uremic  symptoms.  The  ablation  in  this  case  may  pre- 
cipitate the  fatal  termination  ;  the  patient  is  in  a  deplorable 
condition.  Still  there  is  a  chance  to  cheat  death,  and  the  pa- 
tient ought  to  be  given  this  chance,  as  she  will  die  in  either 
case.  A.  G.  H. 

37.  Herrgott,  Alphonse  :  A  Contribution  to  the  Study  of 
THE  Etiology  of  Gastro-intestinal  Hemorrhages  occurring 
IX  the  ]Se"\v-borx  [Archives  de  Tocologie  et  de  Gynecologies 
JS^o.  4,  1891). — Hemorrhages  occurring  in  the  new-born  have 
attracted  attention  for  some  time,  and  have  been  studied  by 
Maurice,  Delamotte,  Emile-Amable  Dubois,  Grandidier,  Billard, 
Landean,  Hecker,  Genrich,  Silvermann,  and  Ribemont. 

Dessaignis,  who  classified  these  hemorrhages  in  1880,  remarked 
how  difficult,  often  impossible,  it  is  to  recognize  the  cause  or 
mechanism  of  the  hemorrhages  that  are  not  umbilical  nor  from 
the  genitals  in  the  female,  but  from  the  intestinal  tract.  The 
mortality  in  seventy-eight  cases  reported  by  Dussu  was  forty- 
three;  yet,  notwithstanding  this  great  mortality,  but  compara- 
tively few  cases  have  been  recorded,  and  these  mostly  in  recent 
times.  The  case  reported  by  Brebesin  in  1737  is  generally  con- 
sidered the  earliest  published  observation,  although  Elbarth's  case 
bears  the  date  of  1723.  Rilliet  in  1848,  in  his  memoir,  dwells 
upon  the  fact  established  in  1825  by  Hesse  as  to  the  importance 
of  difEerentiating  between : 

1.  Hematemesisand  melena  spuria — a  secondary  accumulation 
of  blood  in  the  stomach  and  intestines  :  from  a  surgical  opera- 
tion in  the  mouth,  nose,  or  pharynx,  or  from  an  accumulation 
from  spontaneous  hemorrhages  from  these  parts  and  bronchi  ; 
or  from  a  maternal  source,  the  blood  having  been  swallowed 
before  birth  or  during  gestation,  or  after  birth  frotn  sucking 
eroded  nipples.     These  cases  rapidly  convalesce. 

2.  Hematemesis  and  melena  vera — a  primary  accumulation  of 
blood  in  the  stomach  and  the  intestines,  a  true  gastro-intestinal 
hemorrhage,  accompanied  by  grave  symptoms,  in  the  presence  of 
which  the  physician  is  powerless,  not  knowing  their  origin. 

These  hemorrhages  have  been  ascribed  to  various  causes,  such 
as  disturbances  in  the  health  of  the  parents,  difficult  labor,  pre- 
mature ligature  of  the  cord,  constitutional  anemia  as  well  as 
plethora,  and  the  presence  of  irritating  substances  in  the  ali- 
mentary canal.  Devergie  in  1840,  in  studying  the  diseases  of 
the  fetus  leading  to  its  death  after  birth,  describes  the  gastro- 
intestinal ulcerations  found  by  him,  but  gives  no  theory  as  to 
the  manner  of  their  production  aside  from  the  fact  of  their 
occurrence  in  the  latter  days  of  gestation.  Cartraux  in  1857 
describes   a   case   of   intestinal   ulceration  occurring   at   term. 
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Ilecker  some  years  later  found  this  condition,  and  tlie  intestines 
tilled  with  blood,  on  autopsy  in  a  child  suceunibin<i;  alter  sixty 
hours.  Since  then  many  cases  of  gastro-intestinal  ulceration, 
more  or  less  extensive,  have  been  discovered  in  cases  of  hemate- 
mesis  and  melena  in  the  new-born,  yet  their  mode  of  production 
is  still  unknown.  Bohn  ascribes  them  to  intianimation  of  the 
follicles  of  the  »^lands,  with  obliteration  of  tlieir  ducts  and  subse- 
•juent  ulceration.  Steiner  attributes  them  to  a  fatty  degenera- 
tion of  the  arteries  of  the  mucous  membrane  of  the  alimentary 
canal.  Ilehn  believes  them  to  be  caused  by  the  action  of  the 
gastric  juice  on  the  mucous  membranes,  having  a  diminished 
vitality.  Landeau,  in  1874,  considers  them  due  to  emboli  of  the 
arterioles  of  the  mucous  membrane,  producing  a  diujinished 
vitality  with  a  subsequent  breaking-down  of  the  tissue,  the  pro- 
cess being  favored  by  the  action  of  the  gastric  juice.  But  this 
is  not  the  invariable  cause,  as  often  the  most  minute  examina- 
tion of  the  alimentary  canal  of  children  who  have  died  in  con- 
sequence of  these  hemorrhages  has  failed  to  show  the  presence 
of  any  ulceration.  Rilliet  and  Billard  look  for  the  predisposing 
causes  of  these  hemorrhages  in  the  physiological  vascularity  of 
the  mucous  membrane  of  the  digestive  tract  in  the  new-born. 
Any  exaggeration  of  this  condition  may  lead  to  an  atony  of  the 
vessels ;  any  impediment  in  the  abdominal  circulation  causing 
a  stasis  in  the  portal  vein  will  predispose  to  hemorrhage.  The 
same  conditions  exist  when  respiration  is  established  with  diffi- 
culty:  the  blood,  not  being  able  to  reach  the  lungs  on  account  of 
the  incomplete  expansion,  engorges  the  other  organs,  especially 
the  digestive  tract,  which,  being  already  congested,  gives  way 
"under  the  strain. 

Fortunately  these  hemorrhages  are  rare,  according  to  Genrich 
occurring  once  in  one  thousand  births;  Dussu  arrives  at  about 
the  same  proportion,  whereas  the  author  has  observed  but  two 
cases  in  three  thousand  deliveries. 

The  author's  opinion,  that  the  cause  of  the  gastro-intestinal 
hemorrhages  of  the  new-born  lies  in  the  heart,  was  estal)lished 
by  the  autopsy  in  one  of  his  cases.  The  subject  of  the  autopsy 
lived  ten  hours,  was  born  of  healthy  parents,  the  fruit  of  the 
tenth  pregnancy,  delivered  by  version  on  account  of  a  shoulder 
presentation  caused  by  hydramnion. 

The  child,  a  boy,  weighed  three  thousand  grammes.  A  few 
hours  after  birth  lie  became  pale  and  began  to  vomit  blood. 
Attempts  were  made  to  increase  the  cutaneous  circulation,  but 
in  vain,  tiie  emesis  continuing  to  its  death  ten  hours  after  birth. 
The  mother  now  complained  of  having  lost  two  previous  children 
in  the  same  manner,  and  stated  that  neither  her  husband  nor 
herself  had  ever  suffered  from  hemorrhages.  The  post-mortem 
examination  showed  the  meninges  and  cerebral  ventricles  to  be 
normal.  Lungs  were  slightly  congested  and  incompletely  in- 
tlated.     The  liver  was  hyperemic,  presenting  in  its  interior  and 
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on  its  surface,  imprisoned  hy  Glisson's  capsule,  several  lienior- 
rhagic  foci  of  considerable  size.  The  digestive  tract  appeared 
to  he  normal,  excepting  the  presence  of  blood  coagula.  The 
ga*tro-intestinal  mucous  membrane  was  normal  and  free  from 
nlcerations.  There  were  nowhere  signs  of  syphilis,  nor  did  the 
placenta  present  any  alterations  from  the  normal.  The  bloody 
examined  microscopically,  gave  negative  results. 

The  heart,  casually  examined,  appeared  to  be  normal,  but  on 
section  was  found  to  be  relatively  dilated,  while  the  auricle  and 
left  ventricle  appeared  smaller  than  usual,  pointing  to  an  ar- 
rested development  of  the  left  heart  resulting  in  a  diminished 
size  of  the  cavities  and  walls,  and  which  was  without  doubt  the 
cause  of  the  hemorrhage. 

The  blood,  on  reaching  the  right  ventricle  and  passing  in 
greater  part  into  the  aorta,  was  not  iniiuenced  by  the  smallness 
of  the  left  heart ;  the  small  quantity  of  blood  brought  to  the 
lungs  was  sufficient  for  its  need  before  this  organ  began  to  enter 
upon  its  functions  ;  but  when  the  placenta  no  longer  acted,  the 
communication  between  the  pulmonary  artery  and  aorta  also 
ceasing,  the  furtherance  of  the  blood  brought  to  the  auricle  by 
the  pulmonary  vein  became  insufficient  because  of  the  small  and 
undeveloped  condition  of  the  cavity,  a  stasis  resulted  in  the  lungs, 
in  the  pulmonary  artery,  in  the  right  heart  and  its  approaching 
arteries.  The  vascular  tension  was  consequently  much  increased, 
and  the  arterioles,  having  been  rendered  atonic  from  stasis,  rup- 
tured, and  the  blood  reached  the  surface  of  the  mucous  mem- 
brane of  the  gastro-intestinal  tract  as  a  passive  hemorrhage. 

The  hemorrhage  relieved  the  congestion,  and  on  autopsy  no 
change  in  the  mucous  membrane  of  the  alimentary  canal  could  be 
seen  ;  the  lungs  also  were  free  from  signs  of  congestion  and  were 
normal  aside  from  their  incomplete  inflation  ;  but  the  liver,  on 
account  of  its  anatomical  structure,  not  only  remained  congested, 
but,  in  addition  to  its  engorgement,  presented  numerous  hemor- 
rhagic foci.  A.  G.  H. 

38.  PiLLiET,  A. :  Edematous  Ovaritis  {Archives  de  TocoJogie 
et  de  Gynecologies  No.  2,  1894). — The  anatomical-pathological 
history  of  sclerocystic  ovaritis  is  characterized  by  three  terms, 
each  precise  and  clear  and  not  to  be  confounded  :  sclerosis  of 
the  stroma  and  vessels  of  the  medullary  substance ;  cystic  evolu- 
tion of  the  Graafian  follicles  ;  and  hemorrhagic  evolution  of  the 
corpus  luteum.  But  these  are  not  the  only  lesions  to  be  found 
in  the  removed  adnexa.  Aside  from  the  suppiti-ative  ovaritis, 
which  is  a  condition  by  itself,  there  is  another  type  of  ovaritis 
which  appears  at  first  to  be  a  sclerocystic  ovaritis,  but  which 
can  be  readily  differentiated  by  those  familiar  with  its  principal 
traits.  This  is  the  edematous  ovaritis,  also  called  edema  of  the 
ovary  and  diffuse  ovaritis,  and  to  which  have  been  attributed 
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l)()tli  the  passive  lesions  of  con^jestioii  and  tlie  active  inflamma- 
tory lesittns  as  shown  macroscopically. 

Its  liistory  is  short.  Delaunay  describes  it  in  a  succinct 
manner  in  his  thesis.  Richet  describes  its  origin  as  secondary 
to  a  pelvic  varicocele,  as  does  also  his  student,  Devalz.  Judin 
and  Dudley  are  of  the  same  opinion  because  of  tJie  exaggerated 
development  of  the  pampiniform  plexus,  and  compare  the  ede- 
matous ovary  to  the  testicle  in  a  varicocele,  and  conclude  that 
the  ovary  will  arrive  at  a  similar  condition  of  atrophy  and  loss  of 
function.  Lawson  Tait  advances  the  theory  of  hyperemia  caused 
by  an  active  congestion,  and  considers  the  edematous  ovary  as  an 
anatomical  substratum  of  grave  ovarian  hyperemia,  and  refers  to 
its  increased  size,  its  red  color,  its  edematous  aspect,  proving  the 
l>re-existence  of  the  periovarian  congestion.  Following  the  idea 
of  hyperemia  is  that  of  inflammation  as  exemplifled  by  Couzette 
and  Petit  in  1891. 

The  fact  of  an  ovaritis  being  the  cause  of  the  ovarian  edema 
has  been  established  by  histological  research. 

The  ovary,  to  the  naked  eye,  appears  increased  in  size,  having 
been  known  to  measure  six  centimetres  in  length.  Its  surface 
is  irregular,  the  cortical  layer  is  firm,  and  cicatrices  are  rare. 
Its  color  is  red  or  grayish,  thus  differing  from  the  mother-of- 
pearl  whiteness  of  chronic  ovaritis.  Its  pedicle  is  elongated, 
with  an  exaggerated  development  of  the  venous  plexus,  giving 
rise  to  the  former  idea  of  its  origin.  On  section  the  ovary  is 
moist,  exuding  a  serous  fluid  on  pressure  and  appearing  to  have 
been  soaked.  Occasionally  ovaries  are  found  without  cysts 
either  on  their  surface  or  in  their  interior.  At  other  times 
cysts  more  or  less  large  coexist  with  the  edema,  emptying 
themselves  incompletely  on  puncture,  and  without  the  distinct 
wall  of  follicular  cysts.  The  absence  of  all  signs  of  hemor- 
rhage is  characteristic  of  this  lesion.  On  closer  examination 
we  find  that  a  profound  sclerosis  exists  in  both  the  arteries  and 
veins  at  the  hilum;  an  active  inflammatory  process,  extending 
to  the  capillaries  and  lymphatics;  a  disassociation  of  the  ova- 
rian stroma  l)y  the  edema,  and  the  formation  of  lacunae  by  the 
transformation  of  the  follicles  into  interstitial  cavities  with  de- 
struction of  their  epithelium.  The  absence  of  blood  in  the  cor- 
pus luteum  is  due  to  an  increased  diapedesis  and  lymphatic  cir- 
culation, which  factors  normally  cause  the  resorption  of  blood. 
Blennorrhagic  epididymitis,  and  erysipelas  with  edema  of  the 
skin,  are  similar  acute  inflammatory  conditions.  Edema  of  the 
ovary  is  an  acute  inflammation  associated  with  a  diffuse  lymph- 
angitis of  the  female  genital  glands  ;  it  is  intermediary  between 
acute  suppurative  ovaritis  and  chronic  sclerocystic  ovaritis  ;  it 
accompanies  naturally  various  diseased  conditions,  but  always 
those  of  the  tubes  and  the  peritoneum  covering  the  adnexa. 

A.    G.    H. 
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inteoduction. 

Fellows  of  the  American  Association  of  Obstetricians 
AND  Gynecologists: — Permit  me  to  here  formally  express  my 
appreciation  of  tlie  honor  done  me  in  electing  me  to  the  distin- 
guished position  of  your  presiding  officer,  I  am  not  conscious 
of  having  done  anything  to  merit  this  high  distinction,  and  can 
only  attribute  your  action  to  personal  friendship.  For  the  honor 
I  give  you  my  heartfelt  thanks, 

I  may  congratulate  the  Association  upon  the  excellent  pros- 
pects of  the  present  meeting.  The  rich  and  varied  programme 
before  you  shows  that  our  indefatigable  secretary  has  not  al- 
lowed the  Fellows  to  rest  upon  laurels  achieved  in  the  past,  but 

'  The  President's  address  before  the  seventh  annual  meeting  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  at  Toronto,  Sept.  20th,  1894. 
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has  stimulated  them  to  continued  work.  The  entertainments 
offered  by  our  generous  hosts  are  sufficiently  numerous  and 
diversified  to  satisfy  the  tastes  even  of  those  who  might  come 
for  diversion  only.  Happily,  however,  we  have  none  such  in 
our  Association.  Our  resident  Fellows  in  this  beautiful  city  had 
prepared  such  an  elaborate  festival  programme  that  the  Execu- 
tive Council,  in  the  interest  of  science,  was  compelled  to  cut  it 
down  to  a  point  which  would  leave  some  time  for  the  reading 
of  papers  and  the  discussions. 

Early  in  the  present  year  an  invitation  was  received  through 
our  Honorary  Fellow,  Dr.  August  AEartin,  Secretary  of  the  Ber- 
lin Obstetrical  and  Gynecological  Society,  requesting  the  attend- 
ance of  an  official  delegate  from  this  Association  at  the  celebra- 
tion of  the  tiftieth  anuiversarj'  of  the  founding  of  the  Berlin 
Society.  By  a  vote  of  the  Executive  Council  the  President  was 
appointed  as  your  representative  and  attended  the  meeting  in 
Berlin  in  May  last.  The  courtesies  extended  by  the  Berlin  So- 
ciety were  extremely  cordial  and  graceful,  and  the  action  of  this 
Association  in  accepting  the  invitation  was  warmly  appreciated. 
I  was  highly  gratified  to  find  that  the  work  and  the  workers  of 
this  Association  are  fully  recognized  and  admired  by  our  Euro- 
pean colleagues. 

While  we  have  reason  for  gratification  at  the  constant  acces- 
sions to  our  ranks,  we  have  to  mourn  this  year  the  passing  of  one 
of  our  Founders,  Dr.  Hampton  Eugene  Hill,  of  Maine,  and  of 
two  of  our  most  distinguished  Honorary  Fellows,  Dr.  Alexander 
Dunlap,  of  Springfield,  Ohio,  and  Dr.  Arthur  Wellesley  Edis, 
of  London. 

Dr.  Dunlap  was  a  veteran  abdominal  surgeon.  Those  who  at 
our  Cincinnati  meeting  had  the  privilege  of  hearing  his  own  ac- 
count of  his  first  ovariotomy,  done  just  fifty-one  years  ago,'  can 
appreciate  what  courage  was  necessary  in  those  days  to  open  the 
abdomen. 

Dr.  Edis  was  well  known  to  us  all  through  his  admirable 
manual  on  the  "  Diseases  of  Women  "  and  other  jmblications  on 
gynecological  subjects.  He  also  held  at  one  time  the  distin- 
guished position  of  president  of  the  British  Gynecological  Society. 

Dr.  Hill  was  a  Founder  and  enthusiastic  Fellow  of  this  Asso- 
ciation. He  was  a  modest  gentleman  and  a  fearless  and  ready 
surgeon,  fulfilling  the  demand  of  Dr.  Dunlap  that  a  surgeon 
»  September  ITtli,  1843, 
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must  be  a  man  who  can  always  "  keep  himself  perfectly  calm 
and  his  mind  free  from  excitement  under  all  circumstances." 
Those  who  have  heard  Dr.  Hill  relate  his  experiences  in  abdo- 
minal surgery  realize  that  he  was  such  a  man.  His  record,  per- 
haps unique,  of  twenty-live  recoveries  in  a  first  series  of  twenty- 
six  operations,  is  one  that  all  of  us  who  are  less  gifted  and  less 
successful  may  well  envy. 

The  temptation  is  strong  to  linger  over  the  details  of  these 
noble  lives  and  draw  from  them  lessons  to  guide  and  uplift  us 
who  remain,  but  this  is  a  duty  that  must  be  left  to  others  more 
competent. 

The  choice  of  a  subject  upon  which  to  address  you  from  the 
chair  has  been  difficult.  Not,  indeed,  from  a  paucity  of  topics 
demanding  discussion,  but  from  a  feeling  that  any  attempt  on 
my  part  to  offer  ex  cathedra  opinions  would  be  presumptuous. 
I  may  be  pardoned,  however,  for  briefly  drawing  your  attention 
to  the  frequent  occurrence  of 

INTESTINAL    OBSTRUCTION    FOLLOWING     OPERATIONS     IN    WHICH    THE 
PERITONEAL    CAVITY    IS    OPENED. 

Obstruction  of  the  bowels  causes  between  1  and  2  per  cent  of 
the  deaths  following  ovariotomy  and  other  operations  involving 
opening  of  the  peritoneal  cavity.  Sii'  Spencer  Wells  lost  11  out 
of  his  tirst  series  of  1,000  cases  of  ovariotomy  from  this  cause 
{1.1  per  cent).  Fritsch  '  places  his  mortality  from  ileus  post 
laparatomiam  at  1.6  per  cent.  Klotz^  has  reported  31  cases  of 
intestinal  obstruction  with  5  deaths  due  to  this  complication  in 
a  series  of  421  abdominal  sections  and  148  vaginal  extirpations 
of  the  uterus,  I  have  been  able  to  collect  in  the  literature  and 
from  personal  communications  no  fewer  than  75  deaths  from 
this  cause.  While  this  number  seems  large,  it  probably  repre- 
sents less  than  half  of  the  deaths  properly  attributable  to  this 
accident,  for  there  can  be  no  doubt  that  not  a  few  fatal  cases  of 
peritonitis  and  intractable  vomiting  after  laparatomy  are  really 
cases  of  obstruction  of  the  bowels. 

Secondary  or  post-operative  intestinal  obstruction  may  be 
roughly  divided  into  two  classes  of  cases,  one  due  to  mechanical 
causes — adhesions,  peritoneal  bands,  volvulus,  accidental  fixation 
by  sutures,  etc.,  and  perhaps  compression  in  exudation  masses — 
and  another  due  to  paralysis  of  peristaltic  movement  of  the  in- 
testines following  sepsis  or  injury  to  the  nerve  supply  of  the 
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muscular  coat.     The  obstruction   may  be  acute — i.e.,  occur  ini 
mediatelj  after  or  within  a  few  weeks  subsequent  to  the  opera 
tion — or  it  may  develop  gradually  and  not  become  complete  until 
months  or  years  afterward. 

The  majority  of  cases  in  wliich  the  cause  of  the  obstruction 
was  ascertained  by  operation  intra  vitam  or  by  necropsy,  have 
been  found  to  be  due  to  abnormal  fixation  of  the  intestines  by 
adliesions  or  to  compression  by  peritoneal  cords  or  bands  inflam- 
matory in  origin.  The  statement  is  attributed  to  Olshausen 
that  obstruction  after  ovariotomy  is  always  due  to  adhesions  be- 
tween the  bowel  and  the  pedicle.  A  striking  instance  of  this 
form  is  related  by  Sir  Spencer  Wells.'  I  have,  however,  ob- 
served a  case  iu  the  practice  of  the  late  Prof.  Erich,  of  Balti- 
more, where  the  small  intestine  was  doubled  upon  itself  and  so 
firmly  adherent  that  the  gut  was  entirely  impervious.  Similar 
cases  have  been  reported  by  Skutsch  and  G.  M.  Tuttle '  after 
the  removal  of  the  uterine  appendages.  Adhesions  of  a  knuckle 
of  bowel  to  the  abdominal  incision  or  to  other  portions  of  the 
abdominal  wall  have  frequently  been  found  to  be  the  cause  of 
the  obstruction,  the  abnormal  fixation  causing  acute  flexure  of 
the  intestinal  tube.  Any  hindrance  to  the  passage  of  the  con- 
tents of  the  bowel  at  the  point  of  flexure  causes  dilatation  above 
and  consequent  increase  of  the  degree  of  flexion.  When  this 
occurs  there  is  at  first  increased  peristalsis,  but  if  the  obstruc- 
tion is  not  soon  overcome  the  circulation  is  interfered  with, 
dilatation  of  the  bowel  with  paralysis  of  its  walls  follows,  and 
the  anatomical  picture  of  the  obstruction  is  complete. 

Sir  Spencer  Wells'  illustrates  another  form  of  obstruction  in 
which  a  coil  of  small  intestine  sinks  into  Douglas'  cul-de-sac  and 
becomes  fixed  there  by  adhesions.  Krug  has  reported  a  case  in 
wliich  the  descending  colon  was  found  glued  fast  at  an  angle  to 
the  posterior  surface  of  the  uterus.°  Our  distinguished  Fellow, 
J.  F.  W.  Ross,  has  reported  a  case  where  obstruction  occurred 
five  weeks  after  a  complete  abdominal  hysterectomy.  "  After 
death  it  was  found  that  a  small  portion  of  intestine  had  be- 
come adherent  to  the  abdominal  incision  behind  the  edge  of 
the  omentum,  and  that  another  loop  had  slipped  through  above 
this  adhesion  between  the  bowel  behind  and  the  abdominal  wall 
in  front  and  had  thus  become  obstructed."  Secondary  opera- 
tion, which  would  doubtless  have  given  relief,  was  advised,  but 
was  rejected  by  the  friends  of  the  patient. 
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FritscU  mentions  a  case  where  a  fold  of  tlie  bowel  was  caught 
under  a  suture,  and  another  in  which  the  bowel  was  found  in  the 
incision  between  two  sutures.  He  thinks  the  bowel  was  forced 
between  the  separated  edges  of  the  incision  during  retching  and 
vomiting.  I  should  not  have  believed  this  possible  had  I  not 
seen  how  widely  apart  sutures  are  placed  by  some  of  our  Euro- 
pean colleagues.  Sir  Spencer  Wells  "  heard  of  a  case  where  a 
coil  of  intestine  slipped  through  one  of  the  loops  of  wire  used  as 
sutures  for  the  wound,  and  was  tightly  compressed  when  the 
wire  was  fastened."  Oar  Fellow,  Joseph  Price,'  quotes  an  inte- 
resting case  from  Louis,  where  an  adherent  ovarian  cyst,  emptied 
by  the  trocar,  so  dragged  upon  the  bowel  as  to  cause  obstruction. 
The  opinion  is  expressed  by  Price  that  some  cases  of  obstruction 
post  laparatomiam  are  due  to  leaving  old  bowel  adhesions  undis- 
turbed at  the  time  of  operation,  Fritsch  seems  to  lean  to  a 
similar  view.  My  friend  Prof.  B.  B.  Browne,  of  Baltimore,  has 
recently  given  me  the  particulars  of  a  case  occurring  in  his 
practice  in  which  death  ultimately  resulted  from  an  obstruction 
undoubtedly  present  before  operation.  The  symptoms  in  this 
case  pointed  to  bowel  obstruction,  but  an  acute  inflammatory 
condition  of  the  uterine  appendages  was  found  which  was 
believed  to  account  for  the  symptoms.  Some  days  after  the 
section  evidences  of  obstruction  presented  themselves  and  led  to 
a  secondary  laparatomy.  Some  adhesions  were  found,  which 
were  released  and  the  patient  improved.  She  subsequently 
died,  however,  and  on  post-mortem  examination  the  bowel  was 
found  swung  over  an  old  peritoneal  cord,  causing  sufticient 
obstruction  to  obliterate  the  lumen  of  the  gut.  I.  S.  Stone,  Fel- 
low of  this  Association,  has  quite  lately  reported  a  similar  case.* 
Lauenstein  *  has  described  in  an  interesting  manner  the  varied 
and  curious  forms  assumed  by  intestinal  and  omental  bands  and 
adhesions,  and  has  indicated  the  only  rational  method  of  treating 
them. 

Among  the  cases  of  constriction  by  peritoneal  bands,  one 
related  to  me  by  Dr.  Charles  Jacobs,  of  Brussels,  deserves  to  be 
mentioned.  Here  the  constricting  band  consisted  of  the  elon- 
gated adhesion  between  the  uterus  and  anterior  abdominal  wall 
following  ventrofixation. 

Some  cases  have  been  observed  in  which  the  obstruction  was 
due  to  an  internal  hernia  through  an  opening  in  the  omentum. 
Skene  Keith  reports  a  somewhat  apocryphal  case  in  which  ob- 
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struction  was  produced  by  an  epiploic  appendix  passing  through 
one  of  the  side  lioles  of  a  drainage  tube.  After  removing  the 
tu])e  the  obstruction  was  relieved. 

Volvulus  sometimes  occurs  after  abdominal  section,  but  prob- 
ably only  after  some  previous  adhesion  or  constriction  of  the 
bowel.  Two  cases  reported  by  Nieberding  '°  illustrate  this.  In 
one  case  a  fatal  volvulus  of  the  small  intestine  occurred  after  an 
ovariotomy.  During  the  operation  a  portion  of  adherent  omen- 
tum was  excised,  and  at  the  post-mortem  examination  it  was 
found  that  the  raw  surface  of  the  omental  stump  had  become  ad- 
herent to  a  loop  of  the  small  intestine  and  that  a  volvulus  existed 
above  the  point  of  fixation.  In  another  case,  in  which  the  omen- 
tum was  very  short,  symptoms  of  acute  obstruction  set  in  on  the 
second  day.  Ordinary  treatment  being  of  no  avail,  the  incision 
was  reopened  and  a  coil  of  intestine  found  adherent  to  the 
margin  of  the  wound.  After  separating  this  a  volvulus  was 
found,  which  was  untwisted.  The  patient  subsequently  died  of 
peritonitis,  which  the  reporter  attributed  to  the  obstruction. 

There  seems  no  question  that  by  far  the  larger  proportion  of 
cases  of  post-operative  intestinal  obstruction  are  due  to  adhesions 
of  the  intestines  to  each  other,  to  the  abdominal  walls,  or  to 
other  viscera.  This  being  so,  it  becomes  necessary  to  inquire 
what  causes  the  adhesions  and  if  these  can  be  prevented.  Sep- 
sis, destruction  or  separation  of  the  peritoneum,  the  use  of  strong 
chemical  antiseptics  in  the  abdominal  cavity,  rough  handling  of 
the  visceral  or  parietal  peritoneum  by  sponges,  hands,  or  instru- 
ments, prolonged  exposure  of  the  peritoneum  to  the  air,  and  the 
use  of  certain  suture  materials  have  all  in  turn  been  accused 
of  producing  adhesions.  Experiments  and  clinical  observation 
have,  however,  shown  that  neither  of  these  conditions  is  suffi- 
cient to  account  for  all  cases.  It  is  well  known  that  intestinal 
or  omental  adhesions  to  the  margins  of  the  incision  are  found  in 
nearly  every  case  in  which  the  abdomen  is  opened  subsequent 
to  laparatoray,  and  that  they  occur  in  cases  in  which  all  the 
above-mentioned  conditions  can  be  excluded.  On  the  other 
hand,  Kiistner  has  reported  a  case  showing  strikingly  that  adhe- 
sions sometimes  do  not  occur  where  they  might  reasonably  be 
expected.  He  removed  a  very  large  tumor  having  firm  adhe- 
sions to  parietal  peritoneum,  omentum,  bladder,  fundus  uteri, 
broad  ligament,  and  sigmoid  flexure.  The  adhesions  were  sepa- 
rated by  the  fingers  and  by  the  thermo-cautery.     The  coils  of 
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intestine  were  adherent  and  matted  together.  Tliese  were  all 
carefully  separated.  Fourteen  months  later  a  secondary  lapa- 
ratomy  for  ventral  hernia  showed  an  absence  of  adhesions,  either 
of  the  intestines  to  each  other,  to  the  parietes,  or  to  the  other 
abdominal  viscera. 

The  symptoms  of  intestinal  obstruction  postlaparatomiain  are 
essentially  the  same  as  those  of  primary  obstruction.  They  are, 
however,  often  masked  by  pain,  vomiting,  and  tympanites — so 
frequently  present  after  abdominal  operations  without  being  sig- 
nificative of  obstruction.  Unless  the  obstruction  is  due  to  some 
untoward  occurrence  in  the  technique,  the  significant  symptoms 
are  not  likely  to  be  present  for  several  days  subsequent  to  the 
operation.  If  a  patient  does  well  for  three  or  four  days  or 
longer  after  an  abdominal  section  or  vaginal  extirpation,  and 
is  then  suddenly  attacked  by  pain  followed  by  vomiting,  tym- 
panites, and  inability  to  pass  feces  and  flatus,  the  diagnosis  of 
intestinal  obstruction  is  probable.  If  the  vomiting  becomes 
fecal,  the  pulse  rapid,  the  urine  scanty,  and  symptoms  of  collapse 
set  in,  the  diagnosis  becomes  reasonably  certain.  Unfortunately, 
however,  all  these  symptoms  are  not  uniformly  present  in  ob- 
struction. When  the  obstruction  is  high  up  in  the  sm_^all  intes- 
tine fecal  vomiting  is  usually  absent  and  distention  is  likewise 
less  marked.  In  these  cases,  also,  the  bowels  may  move  several 
times  after  the  pain  begins,  so  that  the  diagnosis  may  be  more  or 
less  uncertain. 

Recent  observations  have  furnished  additional  data  upon 
which  to  base  an  opinion.  The  late  Prof.  Yon  AVahl,"  of 
Dorpat,  first  called  attention  to  the  occurrence  of  local  disten- 
tion of  the  bowel  above  the  point  of  occlusion  in  mechanical 
obstruction.  This  distention  begins  at  the  jioint  of  obstruction 
and  extends  upward  along  the  course  of  the  bowel.  In  mechani- 
cal obstruction,  therefore,  if  the  case  can  be  observed  from  the 
beginning,  there  will  be  found  an  elastic  swelling  localized  at  a 
point  of  the  abdomen  and  gradually  enlarging,  the  direction  of 
increase  in  size  being  along  the  course  of  the  constricted  bowel 
above  the  constriction.  The  distention  is  attributed  to  rapid 
decomposition  of  the  arrested  intestinal  contents.  Coincident 
with  this  local  meteorism  is  an  increased  peristaltic  movement  of 
the  bowel,  also  above  the  obstruction,  especially  insisted  upon 
by  Obalinski  "  and  Schlange."  The  observations  of  Von  Wahl 
have  been  experimentally  confirmed  by  Yon  Zoege-Manteuffel  '* 
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and  Kader."  Obalinski  and  James  Israel  "  have  also  proven 
the  clinical  value  of  Von  Wahl's  sign.  Obalinski  lays  great 
stress  upon  the  accurate  observation  of  these  symptoms,  espe- 
cially early  in  the  course  of  tlie  trouble.  In  the  later  stages, 
particularly  if  septic  peritonitis  with  paresis  of  the  intestinal 
walls  has  occurred,  these  distinguishing  signs  are  no  longer 
available.  In  cases  of  obstruction  due  to  paralysis  of  the  intes- 
tine from  the  beginning  (probably  always  a  consequence  of  septic 
peritonitis)  these  symptoms  are  not  present.  Here  there  is  a 
uniform  globular  distention  of  the  abdomen  without  movement 
of  the  intestines,  and  without  noticeable  contours  of  the  bowels 
through  the  al)dominal  walls. 

An  additional  diagnostic  sign,  according  to  Rosenbach,  liosin, 
and  others,"  is  furnished  by  the  urinary  reaction.  It  is  claimed 
that  in  complete  obstruction  of  the  ileum  there  is  always  indi- 
can  in  the  urine.  In  obstruction  of  the  colon  or  high  up  in  the 
small  intestine  this  reaction  is  usually  not  present.  The  reac- 
tion is  obtained  by  boiling  a  small  quantity  of  the  urine  in  a  test 
tube  and  adding  nitric  acid  guttatim.  The  urine  turns  to  a 
Burgundy-red  color,  and  a  similarly  colored  precipitate  is  thrown 
down.  This  has  been  shown  by  Rosin  to  be  a  mixture  of  the 
urinary  coloring  matters  known  as  indigo  blue,  indigo  red,  and 
indigo  brown.  If  urine  yielding  this  I'eaction  is  shaken  a  violet- 
colored  foam  is  produced.  Rosenbach  attributes  great  prognostic 
significance  to  this  reaction.  So  long  as  it  remains,  the  case  is  a 
grave  one.  If,  after  operation  for  relief  of  the  obstruction,  the 
reaction  persists,  the  obstruction  has  not  been  removed.  In 
cases  where  the  obstruction  is  relieved  the  reaction  disappears 
within  twenty-four  hours.  Our  Fellow,  J.  H.  Branham,'"  has 
recently  confirmed  Rosenbach's  assertion.  While  this  sign  must 
be  regarded  as  a  very  important  one,  it  is  not  absolutely  path- 
ognomonic, as  a  similar  reaction  occurs  in  some  other  morbid 
conditions. 

The  prognosis  of  primary  intestinal  obstruction  is  sufficiently 
grave.  Following  closely  upon  an  operation  so  serious  in  itself 
as  abdominal  section  or  vaginal  extirpation  of  the  uterus,  this 
gravity  is  enormously  increased.  The  abdominal  surgeon  should 
therefore  be  prepared  to  promptly  recognize  and  appropriately 
treat  this  unwelcome  complication. 

Fitz"  expresses  the  result  of  much  unfortunate  experience 
when  he  says  :  ''  In  the  light  of  exact  knowledge  nearly  all  cases 
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of  acute  mechanical  intestinal  obstruction  die  unless  relieved  by 
surgical  interference."  And  as  a  corollary  may  be  quoted  the 
opinion  of  Senn  : '"  "  Intestinal  obstruction  is  a  surgical  lesion  in 
every  sense  of  the  word,  and  should  be  treated  from  the  very 
beginning  upon  common-sense  surgical  principles."  This  does 
not  mean,  of  course,  that  the  knife  should  be  resorted  to  at  once 
in  the  treatment  of  this  condition,  but  that  when  other  means 
fail  to  give  relief  the  surgeon  should  not  hesitate  to  operate,  as 
delay,  in  cases  not  otherwise  curable,  always  increases  the  danger 
of  operative  measures.  Bearing  upon  tliis  point  Senn  says :  "An 
abdominal  section  in  the  treatment  of  intestinal  obstruction  is 
always  necessarily  attended  by  severe  shock,  and  it  is  therefore 
of  the  utmost  importance  to  perform  the  operation  at  a  time 
when  the  organs  of  circulation  and  the  nervous  system  are  still 
in  a  condition  to  successfully  resist  the  immediate  eifects  of  the 
operation." 

However,  the  boldest  surgeon  hesitates  to  resort  to  such  a 
serious  operation  as  abdominal  section  for  intestinal  obstruction, 
unless  the  diagnosis  of  mechanical  obstruction  is  perfectly  clear. 
Some  cases  are  so  plain  in  their  indications  that  the  only  honest 
choice  is  to  operate  or  to  do  nothing,  and  to  a  surgeon  the  latter 
would  hardly  seem  an  honest  alternative.  But  cases  occur  where 
the  nature  of  the  obstruction  is  not  entirely  clear.  The  symp- 
toms may  point  to  obstruction  by  means  of  adhesions,  peritoneal 
bands,  or  volvulus,  and  yet  there  is  a  possibility  that  there  may 
be  simply  functional  obstruction.  In  such  cases  other  means 
may  be  tried  until  it  is  found  that  they  are  ineffective. 

Little  need  be  said  here  of  the  so-called  "medical  treatment" 
of  intestinal  obstruction.  If  any  one  chooses  to  treat  such  cases 
with  opium  or  drastic  purgatives,  I  do  not  envy  him  the  results. 
But  there  are  certain  procedures,  not  strictly  surgical,  which  are 
frequently  indicated,  and,  though  they  are  not  often  curative, 
certainly  give  temporary  relief.  Such  measures  are  stomach- 
washing,  rectal  inflation  of  gas  or  air,  and  injection  of  fluids. 

Stomach-washing  was  tirst  recommended  in  intestinal  obstruc- 
tion by  Kussmaul  to  relieve  the  distressing  vomiting.  Some 
mild  antiseptic  lotion  containing  boric  acid  should  be  used.  The 
lavage  may  be  repeated  every  four  to  six  hours  as  the  vomiting 
or  distention  demands.  It  has  been  found  that  considerable  gas 
is  removed  with  the  fluid  contents  of  the  stomach.  Some  of  the 
matters  in  the  upper  portion  of  the  intestinal  tube  are  likewise 
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siphoned  out,  and  in  this  way  relief  always  follows  the  washing 
out.  At  the  same  time  it  must  be  remembered  that  stomach- 
lava<;e  is  only  palliative  and  not  curative  in  established  mechani- 
cal obstruction. 

Klotz "'  has  had  much  success  in  treating  acute  obstruction 
following  abdominal  section  by  the  following  method.  As  poon 
as  symptoms  indicating  obstruction  appear  he  washes  out  the 
stomach  with  from  four  to  six  quarts  of  warm  salt  solution. 
Should  this  fail  to  relieve  the  symptoms  he  repeats  it  and  then 
passes  into  the  stomach  through  the  tube  a  large  dose  (one  and 
a  half  to  two  ounces)  of  castor  oil.  In  all  cases  so  treated  the 
active  peristaltic  movements  set  up  caused  passage  of  flatus  and 
feces  within  ten  hours.  Evidently  it  is  only  in  cases  of  fresh 
and  friable  adhesions  that  this  method  can  be  successful. 

Rectal  injections  of  water  or  air  may  at  times  be  curative 
when  the  obstruction  is  due  to  intussusception,  volvulus,  or  to 
soft  adhesions  of  the  lower  portion  of  the  intestine,  but  where 
the  obstruction  is  due  to  cords  or  bands  they  can  manifestly  be 
of  no  avail.  They  should  therefore  not  be  pushed  beyond  a  rea- 
sonable trial.  Care  must  be  taken  not  to  use  too  much  pressure 
in  making  rectal  injections,  for  fear  of  rupturing  the  bowel. 
Attempts  to  force  the  ileo-cecal  valve  must  be  regarded  always 
as  ill-advised,  in  spite  of  the  claim  sometimes  made  that  fluids 
can  be  made  to  pass  this  gateway  between  the  large  and  small 
intestine  in  the  reverse  direction.  Too  much  care  cannot  be 
used  in  passing  a  rectal  tube  high  up  into  the  colon.  I  have  seen 
one  instance  of  perforation  of  the  sigmoid  flexure  where  this 
was  attempted. 

The  rational  treatment  of  intestinal  obstruction  following  ab- 
dominal section  is  to  reopen  the  abdomen  either  in  the  line  of 
the  first  incision  or  at  some  other  point,  seek  for  the  place  of 
obstruction,  relieve  the  same  by  separating  adhesions,  dividing 
constricting  or  restraining  bands,  or  untwisting  a  volvulus.  If 
the  gut  be  much  distended  an  incision  to  let  out  the  gas  and 
fluid  feces  may  be  made  and  the  bowel  afterward  carefully 
sutured.  Gangrenous  intestine  must  be  resected  and  the  ends 
joined  by  suture  or  Murphy's  button.  At  times  it  may  be  ad- 
visable to  do  colotomy,  but  the  readiness  with  which  the  ends 
of  resected  intestine  can  be  joined  with  Murphy's  excellent 
device  will  probably  render  the  operation  of  colotomy  for  this 
condition  much  less  frequent  than  formerly.     If  the  obstruction 
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is  due  to  a  volvulus  it  would  probably  be  always  advisable  to 
resect  the  twisted  portion  of  the  gut,  as  the  volvulus  is  ex- 
tremely likely  to  recur.  Keith  advises  that  the  long  mesentery, 
always  present  in  volvulus,  be  shortened  by  folding  it  upon 
itself  parallel  to  the  gut,  and  keeping  it  in  ]ilace  by  a  few 
stitches.  A  case  has  been  reported  by  A.  H.  Cordier,"  a  Fellow 
of  this  Association,  in  which  there  was  constriction  of  intestine 
by  a  peritoneal  band,  followed  by  rupture  of  the  gut.  Abdomi- 
nal section  was  done,  the  stricture  relieved,  and  an  anastomosis 
made  with  Murphy's  button.     The  patient  recovered. 

Wiien  practicable  it  is  probably  always  better  to  make  the 
incision  in  the  middle  line,  as  it  permits  more  thorough  and 
ready  exploration.  Branham  advises  that  when  the  abdomen 
is  opened  search  should  first  be  made  for  the  obstruction  in  the 
iliac  regions,  as  here  obstruction  is  most  likely  to  occur.  If  not 
found  in  either  of  the  iliac  fosste,  and  if  it  cannot  be  located  by 
local  distention,  the  entire  length  of  the  intestine  must  be  passed 
through  the  fingers  until  the  constriction  is  found.  As  it  not 
infrequently  happens  that  there  is  more  than  one  point  of  con- 
striction, the  examination  should  be  thorough. 

The  distention  and  congestion  of  the  intestine  above  and  its 
pale,  empty,  and  flaccid  condition  below  the  constriction  will 
often  enable  one  to  find  the  obstruction  readily.  Eventration 
of  the  intestines  should  be  avoided,  if  possible,  although  if  the 
obstruction  cannot  be  otherwise  discovered  this  becomes  neces- 
sary. 

It  goes  without  saying  in  this  audience  that  the  most  scrupu- 
lous attention  must  be  paid  to  asepsis  during  the  operation,  and 
that  the  peritoneal  cavity  should  be  thoroughly  flushed  and 
drained  after  relieving  the  obstruction. 

The  question  naturally  presents  itself  whether  anything  can 
be  done  to  prevent  the  frequent  recurrence  of  intestinal  ob- 
struction post  laparatomiam.  As  the  obstruction  is  so  often 
dependent  upon  adhesions,  attempts  have  been  made  to  prevent 
these.  Robert  T.  Morris,"  one  of  our  Fellows,  proposes  to 
accomplish  this  by  covering  denuded  peritoneal  surfaces  with 
a  film  of  aristol  powder,  which  he  claims  prevents  subsequent 
adhesions.  The  evidence  hitherto  furnished  that  aristol  accom- 
plishes this  seems  to  me  insufficient,  but  should  stimulate  to 
further  experiment.  August  Martin  wipes  out  the  pelvic  cav- 
ity with  a  sponge  saturated  with  sterilized  olive  oil  just  before 
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closing  the  incision  after  a  laparatomy.  I  have  not  been  able 
to  learn  whether  adhesions  are  pres'eiited  by  this  procedure.  To 
me  it  seems  a  doubtful  practice.  Obalinski  produced  purulent 
peritonitis  in  a  rabbit  in  which  he  had  used  the  sterilized  oil. 

Cases  of  so-called  paralytic  obstruction  are  usually  due  to  sep- 
tic peritonitis.  Here  operation  is  rarely  of  service,  although  a 
case  reported  by  "W.  W.  Keen  indicates  that  even  in  these  cases 
one  need  not  give  up  all  hope.  Keen  did  a  laparatomy,  incised 
the  greatly  distended  large  intestine  and  emptied  it  of  its  con- 
tents, flushed  and  drained  the  abdomen,  and  gave  strychnine. 
The  patient  recovered. 

In  conclusion,  permit  me  to  quote  the  apt  remark  of  Fritsch  :  " 
"■  Fixed  rules  governing  the  treatment  of  intestinal  obstruction 
following  peritoneal  operations  cannot  yet  be  established.  But 
the  greater  our  experience  in  these  cases  the  more  readily  do 
we  lean  toward  operation,  i^ot,  it  must  be  said,  that  the  results 
have  been  favorable  hitherto,  but  because  no  other  treatment  is 
of  any  value  in  cases  of  severe  obstruction." 
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The  paroxysmal  phenomena  designated  by  the  term  hysteria 
were  recognized  by  the  ancients  as  occurring  in  the  human 
female.  Hippocrates  was  not  unacquainted  with  some  forms  of 
this  affection.  Celsus  seems  to  have  regarded  the  manifestations 
of  the  symptoms  as  having  their  origin,  in  part  at  least,  in  the 
uterine  system.  Ouphoria  is  a  term  that  lias  been  employed  to 
embrace  the  idea  that  the  disease  has  its  seat  in  the  ovaries. 
The  teachings  on  this  subject  by  the  late  Prof.  Charcot  favor 
the  same  view  as  to  its  nature  and  development.  Notwithstand- 
ing this  consideration  of  the  subject  and  the  many  clinical 
observations  and  valuable  data  obtained  by  recent  experiences 
in  abdominal  section  and  pathological  investigation,  authors  of 
recognized  ability  and  of  reputation  still  refuse  to  admit  that 
the  production  of  hysteria  is  in  any  way  dependent  on  the 
sexual  system,  but  hold  that  it  is  due  to  influences  arising  from 
a  perversion  of  sensation  occurring  in  the  distribution  of  the 
nervous  force,  and  to  an  irregularity  in  the  development  of  the 
excito-motory  energy  of  the  organism  generally.  Much  of  the 
confusion  and  complexity  into  which  the  knowledge  of  the  sub- 
ject has  been  brought  have  evidently  grown  out  of  the  vague 
theories  and  unscientific  deductions  of  the  old  metaphysicians, 
whose  philosophy  is  still  to  some  extent  a  bar  to  the  advance- 
ment of  medical  science. 

Having  early  in  my  practice  become  interested  in  the  subject 
of  hysteria,  I  began  to  make  special  observations.  I  had  noticed 
that  a  number  of  girls  who  suffered  more  or  less  during  the 
menstrual   periods    exhibited   at   times   marked   symptoms    of 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
at  its  seventh  annual  meeting,  held  at  Toronto,  September  19th  to  21st,  1894. 
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livsteria.  Out  of  a  series  of  twenty  cases  presenting  indications 
of  sucli  a  peculiar  type  of  nervous  disturbance,  I  was  able  to 
diagnosticate  in  sixteen  well-pronounced  features  of  anteversion 
of  the  uterus.  In  three  of  the  cases  anteflexion  was  unusually 
severe.  Another  interesting  phase  observed  in  those  cases  was 
the  position  of  the  ovaries.  In  a  larger  series  of  such  cases 
prolapse  of  an  ovary  into  Douglas'  cul-de-sac  was  not  an  infre- 
quent occurrence.  When  prolapse  occurred  it  was  not  always 
on  the  left  side  ;  ovaritis  and  prolapse  on  the  right  side  gave 
rise  to  symptoms  usually  more  severe  than  when  the  morbid 
condition  appeared  on  the  left  side.  This  can  perhaps  be  easily 
accounted  for,  since  it  is  a  well-settled  fact  that  Douglas'  pouch 
on  the  right  side  is  somewhat  smaller  than  on  the  left,  and  there 
would  be,  of  course,  a  greater  compression  on  the  ovary  from 
the  surrounding  tissues  than  there  would  be  when  ovaritis  and 
prolapse  take  place  on  the  side  in  which  the  pouch  is  larger.  In 
one  case  of  hysteria — that  of  Miss  E.,  aged  19  years — the  cervix 
appeared  in  a  normal  position,  while  the  corporeal  portion  of 
the  uterus  was  flexed  forward.  In  another  case — that  of  Miss 
C,  aged  21  years — there  was  a  marked  anteflexion  of  the  cervix 
and  the  body  of  the  organ.  In  the  record  of  a  case  which  I 
saw  in  consultation  with  the  late  Dr.  Edgerly  I  find  there  was  a 
preternatural  flexure  of  the  fundus,  though  the  cervix  was  not 
in  an  abnormal  position.  The  patient's  age  was  22  years.  She 
had  suffered  from  hysterical  paroxysms  and  from  vesical  irrita- 
tion evidently  superinduced  by  the  faulty  position  of  the  uterus. 
A  Hodge  pessary  afforded  temporary  relief.  The  essential 
symptoms  of  the  nervous  seizures,  however,  were  not  overcome 
until  we  had  recourse  to  rapid  dilatation  of  the  uterine  canal. 
This  measure  of  treatment  had  the  immediate  effect  of  shorten- 
ing and.  thus  straightening  the  organ,  and  of  overcoming  the 
local  and  general  nervous  excitation. 

Retroversion  and  retroflexion  often  give  rise  to  nervous  phe- 
nomena. Besides  the  constipation  and  tenesmus  vesicae,  each 
of  these  lesions  of  the  uterus  may  be  accompanied  by  neoplasms 
and  by  a  hyperplasia  of  the  pelvic  cellular  tissue.  Women  of 
the  hardier  type,  or  those  who  have  descended  from  a  long  line 
of  ancestors  possessing  in  an  uncommon  degree  a  muscular 
development,  may  escape  the  sufferings  these  conditions  impose 
on  those  who  are  the  offspring  of  an  opposite  class.  It  is  sur- 
prising to  witness  what  a  morbid  train  of  nervous  symptoms  may 


CHANGES    IN    THE    UTERUS    AND    ITS    ADNEXA. 


479 


be  sometimes  engendered  by  the  occurrence  of  only  a  slight  dis- 
placement of  the  uterus  backward.  During  December  last  I  was 
consulted  by  Miss  B.,a  bright  and  energetic  but  nervous  woman, 
who  presented  symptoms  that  could  be  clearly  classed  as  typical 
of  genuine  hysteria.  Her  parents  were  free  from  indications  of 
having  suffered  from  any  forms  of  neurosis.  Her  age  was  27 ; 
she  had  been  a  teacher  of  excellent  standing  in  one  of  the  public 
schools  of  the  higher  grade.  She  attributed  her  illness  to  over- 
exercise  and  to  a  too  close  application  to  professional  work.  Siie 
had  for  four  months  been  under  treatment  by  the  methodical 
use  of  electricity  and  by  the  use  of  remedies  for  nervous  exhaus- 
tion. 1  suggested  a  treatment  by  the  employment  of  an  anes- 
thetic and  a  thorough   exploration    of   the  genitalia;  this  she 


finally  accepted.  The  patient  was  placed  in  the  dorsal  posture; 
the  parts  were  well  irrigated  with  a  warm  sublimate  solution ; 
the  uterine  canal  was  dilated  and  a  firm  glass  drainage  tube, 
shaped  as  in  the  cut  here  presented,  was  introduced  and  kept  in 
dtu  by  tampons  of  iodoform  gauze.  The  tube  was  employed 
not  only  for  the  purpose  of  maintaining  drainage,  but  also  to 
prevent  the  uterus  from  lapsing  into  its  former  position.  At  a 
later  date  I  employed  a  Hodge  pessary.  After  the  expiration  of 
three  months  the  patient  was  dismissed  entirely  cured ;  she  was 
able  to  return  to  her  former  professional  duties,  though  she  had 
been  absent  and  under  treatment  without  improving  for  a  year 
before  she  came  under  my  charge. 

Hysteria  may  occasionally  be  dependent  on  some  odd  forms 
of  procidentia  uteri,  on  laceration  of  the  cervix  and  of  the  peri- 
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ncum.  It  beini^  so  easy,  however,  to  recognize  these  conditions 
and  to  overcome  them,  it  seems  scarcely  necessary  to  devote 
further  time  to  their  consideration.  Gonorrlieal  inflammation 
involving  the  Fallopian  tubes  and  the  ovaries  may  be  prolific  of 
hysteria.  Such  inflammation  may  assume  a  latent  phase  and  so 
become  chronic  before  the  gravity  of  the  special  morbid  processes 
has  become  fully  recognized.  It  is  in  this  class  of  cases  that 
hysterical  paroxysms  are  liable  to  occur.  Morbid  processes  con- 
tinuing for  some  considerable  time  in  the  delicate  stroma  of  the 
ovar}'  are  liable  to  give  rise  to  such  mechanical  or  physical  con- 
striction in  the  parts  involved  as  to  set  up  at  intervals  an  irregu- 
lar reflex  irritation  that  may  extend,  through  the  medium  of  the 
spinal  nerves  and  the  sympathetic  ganglia,  to  almost  every  part 
of  the  entire  organism.  The  injurious  effects  of  a  gonorrheal 
attack  were  well  exhibited  in  a  case  to  which  I  was  called  with 
Dr.  G.  W.  Jones,  of  Cambridge,  April  24tli.  The  patient  was 
Mrs.  J.,  aged  35  years.  Her  embonpoint  was  well  marked.  She 
had  led  a  rather  dissolute  life  ;  she  had  had  several  miscarriages ; 
she  had  suffered  from  ovaritis  and  pelvic  peritonitis.  The  ova- 
ries and  tubes  on  both  sides  were  seriously  implicated,  but  the 
prolapse  and  adhesions  on  the  right  side  were  the  more  severe. 
The  hysterical  phenomena  were  of  the  pronounced  type.  The 
history  of  the  case  showed  that  these  symptoms  began  soon  after 
the  onset  of  the  local  lesions.  Salpingo-oophorectomy  through 
an  abdominal  incision  ameliorated  to  a  considerable  extent  the 
nervous  outbreaks,  although  the  improvement  in  this  direction 
at  first  was  slow,  owing  doubtless  to  the  patient's  impulsive  dis- 
position and  to  her  incorrect  habits  of  living.  It  has  often  been 
observed  that  whatever  exercise  or  physical  exertion  tends  to 
increase  the  local  lesions  serves  also  to  intensify  the  reflex 
movements. 

I  am  not  unaware  that  attacks  of  hysteria  have  been  regarded 
as  occasionally  occurring  in  man.  In  answer  to  this  it  may  be 
said  that  though  the  opposite  sex  is  subject  to  perturbation  of 
the  nervous  forces,  it  does  not  militate  against  the  view  that 
this  peculiar  manifestation  of  the  nervous  energy  is  for  the 
most  part,  if  not  entirely,  dependent  on  derangement  of  the 
genitalia.  The  age  at  which  hysteria  occurs  favors  the  view 
that  the  disease  takes  place  during  the  period  of  the  greatest 
activity  of  the  genital  organs.  The  disease  that  sometimes  oc- 
curs in  males  has,  it  is  true,  an  apparent  resemblance  to  hysteria, 
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but  its  greatest  manifestation  is  not  developed  until  later  in  life. 
The  mental  depression,  the  sobbing,  and  the  emotional  disturb- 
ances occurring  in  men  during  their  second  infancy  should  not 
be  regarded  as  any  form  of  hysterical  attacks,  but  as  the  result 
of  damaged  or  decaying  cerebral  centres. 

The  fact  that  hysteria  often  breaks  out  at  or  during  the  men- 
strual period  favors  the  conclusion  that  its  manifestation  is  due 
to  lesions  connected  with  the  uterine  system.  A  severe  strain  at 
that  time  put  upon  these  sensitive  organs  may,  when  they  are 
but  even  in  a  slightly  abnormal  condition,  set  in  motion  reflexes 
that  may  culminate  in  explosive  attacks.  Temperament,  occu- 
pation, and  climate  may  to  some  extent  act  as  exciting  causes, 
but  these  agencies  can  hardly  be  considered  as  being  capable  of 
superinducing  hysteria.  An  hereditary  predisposition  to  ner- 
vous complaints  would  at  first  thought  seem  to  be  sufticiently 
adequate  for  a  determining  cause,  but  my  own  clinical  experi- 
ence, as  carefully  recorded,  fails  to  recognize  the  influences  of 
such  a  taint.  Writers  for  the  most  part  have  been  too  often 
prone  to  associate  hysteria  with  malnutrition  of  the  nervous 
system,  and  to  regard  the  manifestation  of  the  disease  as  the 
result  of  a  disturbance  of  the  balance  between  the  voluntary 
and, the  involuntary  powers,  and  to  consider  that  the  derange- 
ment may  be  brought  about  by  many  different  and  even  oppo- 
site causes.  In  arriving  at  conclusions  the  causes  of  chorea, 
epilepsy,  and  certain  forms  of  insanity  should  sometimes  be 
brought  into  consideration.  In  diagnosticating  chorea  and  epi- 
lepsy the  existence  of  certain  factors  has  usually  been  deemed 
to  be  essential ;  in  the  absence  of  some  such  supposed  factors 
the  disease  has  sometimes  been  pronounced  an  attack  of  hysteria. 
In  the  more  aggravated  forms  of  distorted  nervous  balance,  it  is 
true,  we  may  have  special  features  dependent  on  a  morbid  or 
perverted  condition  of  the  sensorium  ;  this  may  present  itself  in 
the  form  of  a  hyperesthesia,  dysesthesia,  anesthesia,  analgesia, 
and  the  like.  I  will  not  here  enter  upon  a  discussion  of  the 
question  as  to  the  place  or  importance  these  particular  symptoms 
should  hold,  or  whether  the  existence  of  such  perverted  sensibil- 
ities should  be  regarded  as  morbid  processes  having  in  all  cases 
a  definite  and  original  seat,  ^iffice  it  to  say  that  later  observa- 
tions and  our  daily  clinical  experience  in  the  practice  of  gyne- 
cology justify  the  restricting  of  the  terms  hysteria  and  hysterical 
phenomena  to  mucli  narrower  limits  in  the  sphere  of  invasion  of 
SI 


482  CLARKE:    RELATION    OF    HYSTERIA    IK)    STRUCTURAL 

nervous  affections  than  formerly.  The  older  writers,  as  here- 
tofore remarked,  were  inclined  to  indulge  in  too  much  meta- 
physical speculation;  their  descriptions  were  often  overdrawn. 
The  causes  of  hysteria  prevailed  more  in  their  theory  than  in 
their  actual  practice.  I  shall  never  forget  the  results  of  an  au- 
topsy made  by  Dr.  Holt  on  the  body  of  Miss  G.,  aged  36  years  ; 
she  died  of  acute  pleuro-pneumonia.  The  uterus  was  found  to 
be  in  a  marked  state  of  anteversion.  A  calcareous  growth  of  the 
size  of  a  walnut  was  found  in  the  right  ovary.  This  impinged 
upon  the  Fallopian  tube  and  parts  immediately  adjacent.  All 
the  other  tissues  of  the  reproductive  system  appeared  to  be  in 
a  normal  condition.  In  these  later  days  of  brilliant  work  in 
abdominal  surgery  the  growth  could  have  been  successfully 
removed.  This  }xitient  had  for  a  long  period  of  her  life  been  a 
confirmed  subject  of  hysteria. 

It  s^ems  hardly  necessary  to  report  further  instances  of  cases 
like  this.  The  achievements  of  the  gynecologist  and  abdomi- 
nal surgeon  are  now  well  recognized.  His  attainment  to  the 
greatest  proficiency  in  the  diagnosis  of  obscure  lesions  in  the 
genitalia  has  proved  to  be  all-important  in  the  solution  of  the 
question  before  us.  Vaginal  and  rectal  examination  after  the 
patient  has  been  placed  under  the  influence  of  an  anesthetic  and 
in  the  dorsal  posture  is  almost  sure  to  reveal  the  condition  and 
position  of  the  adnexa.  Prolapse  of  the  ovaries  and  adhesions 
of  the  adjacent  parts  can  now  be  recognized  as  frequent  sources 
of  perverted  sensation.  Other  morbid  conditions  connected 
with  the  uterus,  or  with  the  appendages  on  one  or  both  sides, 
can  in  most  instances  be  easily  detected.  The  history  and 
symptoms  often  furnish  much  light.  By  keeping  in  mind  all 
the  various  helps  that  can  be  brought  to  our  service,  differentia- 
tion of  diseased  processes  may  be  established  with  wonderful 
accuracy.  The  old  lines  of  speculative  reasoning  no  longer  ob- 
tain ;  the  alienist  and  neurologist  desirous  of  maintaining  their 
position  find  it  necessary  to  call  to  their  aid  the  services  of  the 
abdominal  surgeon.  From  my  own  observation  and  experience 
gained  in  conducting  the  treatment  of  cases  of  hysteria,  the  fol- 
lowing propositions  have  been  ff)ri»ulated  : 

That  in  a  large  proportion  of  cases  of  genuine  hysteria  there 
exists  some  distinct  and  tangible  lesion  of  the  uterus,  appen- 
dages, or  of  parts  immediately  connected,  and  that  the  hysteri- 
cal phenomena  resulting  from  such  organic  disturbance  will  not 
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yield  until  definite  measures  have  been  instituted  for  overcom- 
ing the  original  malady. 

That  in  some  cases  impoverishment  of  the  blood  and  other 
constitutional  influences  may  give  rise  to  paroxysms  of  hysteria. 

That  these  attacks  are  often  transient,  much  more  mild,  and 
when  properly  treated  by  constitutional  measures  may  disappear 
altogether. 

That  in  those  more  obstinate  cases  of  nervous  perversion,  in 
which  there  may  exist  to  a  greater  or  less  extekt  hyperesthesia, 
dysesthesia,  anesthesia,  analgesia,  and  the  like,  the  disease  may 
not  be  necessarily  dependent  on  factors  giving  rise  to  the  disease 
in  question,  but  may  be  of  the  nature  of  epilepsy  or  of  insanity, 
or  be  dependent  in  whole  or  in  part  on  morbid  processes  con- 
nected with  some  portion  of  the  sensorium. 

That  the  diagnosis  of  such  cerebral  lesions  will  be  strength- 
ened when,  in  the  absence  of  a  manifest  organic  disturbance  of 
the  genital  tract,  there  is  a  history  of  a  severe  blow  or  injury  to 
the  head,  or  of  influences  or  factors  which  have  produced  a  pro- 
found or  prolonged  impression  on  the  encephalic  centres. 

That  in  hysteria,  on  the  other  Jiand,  none  of  these  conditions 
exist ;  the  phenomena  are  merely  the  result  of  reflex  movements 
which  occur  for  the  most  part  during  the  period  of  the  greatest 
activity  of  the  organs  of  reproduction.  That  at  such  a  time  a 
seemingly  limited  amount  of  tumefaction,  or  an  adhesion  of  a 
tube  or  an  ovary,  or  an  adventitious  change  in  the  shape  or  rela- 
tion of  the  uterus,  is  capable  of  effecting  constitutional  as  well 
as  local  disturbances  of  the  nervous  centres. 

That  though  hereditary  predisposition  may  to  some  extent  be 
an  exciting  cause  of  hysteria,  such  an  influence  as  an  original 
factor  should  nevertheless  be  regarded  as  unimportant. 

That  when  hysteria  occurs  later  in  life  it  is  prima  facie  evi- 
dence that  the  genital  tract  has  become  diseased  or  has  taken  on 
a  preternatural  condition. 

That  if,  after  careful  examination,  such  a  diagnosis  of  local 
physical  obliquity  cannot  be  established,  we  should,  though  the 
patient  suffers  from  perverted  sensations  referable  to  the  ner- 
vous tracts,  be  suspicious  that  disease  has  taken  lodgment  in 
some  portion  of  the  encephalon  or  the  organism  under  a  more 
immediate  control  of  the  central  n-ervons  system. 

693  Main  street. 
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I  HAVE  ventured  to  bring  before  jou  these  observations  on 
the  cause  of  the  thirst  which  so  invariably  follows  even  the 
siin])lest  abdominal  section,  not  merely  that  I  may  offer  an  ex- 
planation which  appears  to  me  more  than  plausible,  but  with  the 
hope  that  I  may  elicit  valuable  discussion  from  the  other  mem- 
bers of  the  Society.  I  am,  however,  aware  that  the  discussion 
of  this  question  must  be  more  in  the  nature  of  suggestion  as  to 
the  probable  cause  than  demonstration  or  proof. 

Thirst,  as  generally  felt,  has  been  defined  as  a  sensation  re- 
ferred to  the  back  part  of  the  mouth  and  throat,  which  conveys 
to  the  consciousness  the  fact  that  the  system  needs  more  water. 
This  sensation  is  referred  by  our  consciousness  to  this  point,  but 
does  not  originate  there  ;  nor  is  it  caused  by  the  dryness  of  the 
mucous  membrane  at  that  point.  Experiments  have  been  made 
which  show  that  though  a  large  quantity  of  water  may  pass 
through  the  mouth  and  throat,  the  sensation  of  thirst  is  by  no 
means  assuaged  till  a  sufficient  quantity  has  been  absorbed  by 
the  stomach. 

I  say  by  the  stomach,  because  the  feeling  of  thirst  is  allayed 
more  rapidly  .by  the  introduction  of  sufficient  water  into  the 
system  through  the  medium  of  the  stomach  than  by  any  other 
channel. 

Injection  of  quantities  of  water  into  the  bowels  rapidly  allays 
thirst,  as  does  also,  to  a  very  moderate  extent,  the  immersion  of 
the  body  in  water,  but  the  stomach  seems  to  be  the  natural  me- 
dium through  which  thirst  should  be  assuaged. 

This  fact  has  a  certain  bearing,  I  think,  on  the  origin  of  the 
sensation  of  thirst,  as  I  hope  to  show  later  on. 

Thirst,  generally  speaking,  is  an  indication  that  the  tissues  of 

'  Read  at  the  seventh  annual  meeting  of  the  American  Association  of  Ob- 
stetricians and  Gynecologists,  held  at  Toronto,  September  19th  to  21st,  1894. 
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the  system  have  been  deprived  of  their  normal  amonnt  of 
water,  and  may  be  said  to  be  a  demand  that  tliat  water  shall  be 
replaced.  It  is  caused  by  anything  which  reduces  the  amount 
of  water  in  the  system,  such  as  hemorrhage,  excessive  perspira- 
tion, excessive  liquid  catharsis,  or  polyuria. 

It  may  be  artiticially  produced  by  the  ingestion  of  salines. 

In  discussing  the  physiology  of  thirst  there  ffi*e  two  important 
factors  to  be  borne  constantly  in  mind  :  first,  the  tendency  of   » 
the  blood  vessels  to  maintain  a  certain  degree  of  tension  ;  and 
second,  the  tendency  to  maintain  the  normal  specific  gravity. 

If  fluid  IS  withdrawn  from  the  blood  vessels  by  hemorrhage 
or  otherwise,  they  immediately  attempt  to  regain  it  from  the 
water  of  the  surrounding  tissues.  Also,  if  by  the  introduction 
of  salines  the  specific  gravity  is  raised,  the  surrounding  tissues 
are  called  upon  to  supply  water  necessary  to  reduce  it  to  the 
normal. 

Bat  the  factor  which  principally  concerns  us  in  this  discus- 
sion is  the  tendency  of  the  capillaries  and  smaller  veins  (which 
are  the  principal  absorbents  in  the  circulatory  system)  to  restore 
their  normal  calibre  by  absorption  when  partially  collapsed 
from  any  cause. 

Xow,   this  withdrawal  of  fluid  from  the  tissues  of  the  body 
causes  thirst.     The  sensation  of  thirst  which  is  felt  in  the  mouth, 
and  fauces  is  reflex  and  has  its  origin,  I  believe,  principally  in 
the  fibres  of  the  sympathetic  system  of  nerves  which  are  dis- 
tributed to  the  abdominal  organs. 

Flint '  says  :  "  Longet,  speaking  of  hunger,  says  that  dogs  eat 
with  satisfaction  after  the  division  of  the  pneumogastric,  glosso- 
pharyngeal, and  lingual  nerves,  and  he  (Longet)  is  also  of  the 
opinion  that  the  sensation  of  hunger  is  conveyed  to  the  brain 
through  the  sympathetic  system." 

Flint  also  says:'  "The  sympathetic  system  presides  over 
nutrition  ;  and  hunger  which  depends  upon  a  deficiency  of 
nutrition  is  certainly  not  conveyed  to  the  brain  by  any  of  the 
cerebro-spinal  nerves." 

Also,  in  speaking  of  thirst :  "  There  are  no  nerves  belonging 
to  the  cerebro-spinal  system  which  have  the  office  of  carrying 
this  sensation  to  the  brain."  Kow,  hunger  and  thirst  are  kin- 
dred sensations,  dependent  on  similar  conditions,  and  it  seems 

'  "  Human  Physiology,"  vol.  ii.,  p.  20. 
-Ibid.,  pp.  21  and  23. 
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from  these  quotations  that  they  are  considered  sensations  which 
arise  from,  or  are  dependent  for  their  origin  upon  a  disturbance 
of,  tlie  SN'nipatlietic  system  of  nerves. 

Of  course  the  fibres  of  this  system  are  distributed  to  all  parts 
of  the  body  and  preside  over  its  nutrition,  but  they  are  dis- 
tributed with  especial  prodigality  to  the  organs  contained  in  the 
abdominal  cavity.  This  fact,  together  with  the  fact  that  thirst 
is  almost  inimed iaiehj  assuaged  by  the  introduction  of  water 
into  the  stomach,  before  the  blood  vessels  and  tissues  of  the 
entire  body  have  had  time  to  be  replenished,  leads  me  to  the 
conclusion  that  the  disturbance  which  causes  the  sensation  of 
thirst  has  its  origin  principally  in  the  sympathetic  nerve  supply 
of  the  abdominal  organs. 

This  brings  us  naturally  to  the  question,  what  are  the  factors, 
present  in  every  abdominal  section  however  simple,  which 
cause  this  same  disturbance  of  the  tissues  and  give  rise  to  this 
same  sensation  ? 

It  is  not 'due  to  the  use  of  the  anesthetic,  nor  is  it  dependent 
upon  the  length  of  time  occupied.  There  may  have  been  no 
hemorrhage  nor  any  other  agency  by  which  fluid  has  been  re- 
moved from  the  body.  No  other  operation  occupying  an  equal 
length  of  time  and  giving  rise  to  an  equally  small  amount  of 
hemorrhage  will  cause  such  distressing  thirst. 

The  cause  must  therefore  be  connected  in  some  way  with 
the  incision  of  the  peritoneum  and  the  consequent  intra-abdomi- 
nal exposure  and  irritation. 

Following  every  incision  tlirough  the  peritoneum  there  is  an 
increased  exudation  of  serum  into  the  abdominal  cavity.  This 
comes  from  the  abdominal  vessels,  and  is  largely  replaced  in  the 
blood  vessels  by  absorption  from  the  tissues  of  the  abdominal 
organs,  but  it  is  often  so  slight  in  quantity  that  we  can  hardly 
credit  it  with  being  the  only  factor  in  the  production  of  that 
thirst  which  may  be  so  distressing.  There  must  be  some  other 
factor,  connected,  as  I  believe,  with  the  nerve  supply  of  the  ab- 
dominal organs,  which  is  largely  causative  of  this  condition. 

In  every  abdominal  section  where  the  peritoneum  is  incised 
and  the  contents  of  the  abdominal  cavity  exposed  to  the  air, 
there  is  of  necessity  an  element  of  irritation  to  the  nerve  sup- 
ply of  those  organs.  More  especially  is  this  true  if  to  the  sim- 
ple exposure  there  is  added  intra-abdominal  manipulation.  Irri- 
tation of  a  certain  set  of  nerves  is  very  apt  to  cause  irritation  of 
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other  fibres  more  or  less  cfirectly  connected  witli  tliem.  Espe- 
cially does  this  seem  to  be  true  of  the  sympathetic  system, 
whose  history  is  rich  in  reflexes. 

Irritation  of  sympathetic  nerve  fibres  causes  contraction  of  the 
blood  vessels  supplied  by  those  fibres.  There  is  also  an  impulse 
of  irritation  reflected  to  other  sympathetic  plexuses  or  fibres, 
which  may  not  be  sufiicient  to  cause  perceptible  general  vaso- 
motor disturbances,  or  it  may  be  so  severe  as  to  cause  profound 
shock. 

In  every  abdominal  operation  there  is  the  local  irritation  o± 
certain  sympathetic  nerves  by  the  violence  done  them.  There 
is  also  a  reflex  irritation  of  other  nerves,  having  its  origin  in  the 
nerves  directly  irritated.  There  is  also  a  certain  degree  of  di- 
rect irritation  of  the  abdominal  plexuses  by  the  simple  exposure 
to  the  air.  From  this  it  follows  as  a  physiological  necessity  that 
there  must  be  a  certain  amount  of  contraction  of  the  blood  ves- 
sels supplied  by  those  nerves.  In  other  words,  after  every  ab- 
dominal section  the  arterioles  of  the  various  abdominal  viscera 
are  contracted  to  a  greater  or  less  degree.  This  state  of  active 
contraction  would  be  confined  to  the  arteries  and  arterioles^ 
which  have  a  perceptible  muscular  coat  that  responds  to  the 
impulse  from  the  vaso-motor  fibres.  The  capillaries  and  veins 
supplied  by  such  arterioles  would  be  collapsed  to  a  correspond- 
ing degree  by  reason  of  the  diminution  of  the  blood  supply — a 
condition  very  similar  to,  if  not  identical  with,  that  caused  by 
direct  withdrawal  of  blood  from  a  vein.  Now  comes  in  the 
physiological  fact  that  the  capillaries  and  minute  veins  of  the 
body  tend  to  keep  up  a  normal  amount  of  tension  ;  and  if  this  is 
lessened  in  any  way,  water  is  absorbed  from  the  surrounding 
tissues  to  such  an  extent  as  may  be  necessary  to  restore  the  nor- 
mal tension.  This  withdrawal  of  water  from  the  tissues  causes 
the  sensation  of  thirst.  This  sensation  continues,  after  abdomi- 
nal operations,  till  the  irritation  of  the  nerves,  and  consequent 
contraction  of  the  arterioles,  yields  and  the  normal  blood  supply 
is  restored,  or  till,  by  the  introduction  of  sufficient  fluid,  the  gen- 
eral arterial  tension  is  raised  and  the  capillaries  are  normally 
distended. 

It  may  be  objected  that  the  effect  of  the  contraction  of  the 
arterioles  would  be  neutralized,  as  far  as  the  blood  supply  is 
concerned,  by  the  increased  velocity  of  the  current;  but  prac- 
tically we  know  that  this  is  not  always  true,  as  has  been  proven 
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by  various  exporimoiits.  For  instance,  contraction  of  tlie  renal 
artery  by  stimulation  of  its  nerve  supply  causes  such  diminution 
of  the  blood  supply  to  the  kidney  as  to  result  in  partial  or  even 
complete  suppression  of  the  urine.  Again,  "  The  intracapillary 
blood  pressure  in  a  given  area  increases  (1)  when  the  afferent 
small  arteries  dilate^  etc.,  etc.  ...  A  diminution  of  the  capil- 
lary pressure  is  caused  by  the  opposite  conditions."  '  That  is, 
contraction  of  arterioles  causes  diminished  intracapillary  pres- 
sure. 

Now,  gentlemen,  I  am  aware  that  I  am  offering  to  you  a 
theory  which  has  not  the  merit  of  actual  demonstration,  and 
therefore  can  be  received  only  as  a  theory  as  yet  unproven. 
But,  that  you  may  clearly  realize  its  claims  to  consideration,  I 
shall  briefly  state  those  physiological  facts  which  are  univei-sally 
accepted,  or  have  been  experimentally  proven,  on  which  the 
theory  is  based. 

1.  Thirst  is  a  sensation  indicating  that  the  tissues  of  the  sys- 
tem need  more  water. 

2.  The  sensation  felt  in  the  throat  is  reflex. 

3.  The  origin  of  the  sensation  is  believed  by  leading  phy- 
siologists to  lie  in  the  sympathetic  system  of  nerves,  because 
{a)  no  cerebro-spinal  nerves  can  be  found  which  convey  the 
sensation  to  the  consciousness,  and  (b)  nutrition  is  presided  over 
by  the  sympathetic  system,  and  thirst  is  a  disturbance  of  nu- 
trition. 

4.  (Hypothetical,  or  at  least  not  proven.)  The  origin  of  the 
sensation  is  probably  from  the  abdominal  organs,  because  {a) 
these  are  so  rich  in  sympathetic  fibres,  and  (b)  introduction  of 
water  into  the  stomach  so  instantaneously  allays  thirst. 

5.  The  sensation  invariably  follows  the  withdrawal  of  any 
considerable  amount  of  fluid  from  the  body,  and  withdrawal  of 
such  fluid  causes  proportionate  collapse  of  veins  and  capillaries. 

6.  Capillaries  tend  to  remain  at  normal  tension,  and,  when 
suddenly  collapsed  in  any  degree,  attempt  to  regain  that  tension 
by  taking  water  from  the  surrounding  tissues. 

7.  Irritation  of  sympathetic  nerves  causes  contraction  of  the 
arterioles  supplied  by  such  nerves. 

8.  Sudden  contraction  of  the  arterioles  supplying  any  organ 
is  followed  by  lessened  tension  in  the  capillaries  and  small  veins 
of  that  organ. 

'  Landois  and  Stirling,  "  Manual  of  Human  Physiology,"  p.  174. 
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9.  Abdominal  section  invariably  causes  direct  and  reflex  irri- 
tation of  the  abdominal  Sympathetic  nerves. 

10.  Such  irritation  causes  contraction  (in  some  degree)  of  the 
arterioles  of  the  abdominal  viscera,  with  consequent  lessened 
tension  in  their  capillaries  and  compensatory  withdrawal  of 
water  from  their  tissues.  And  is  it  not  probable  that  such  cir- 
culatory disturbances  give  rise  to  the  sensation  of  thirst? 

23  North  Lafayette  street. 


THE   RELATIONS  OF  THE  MINOR  TO  THE  MAJOR  DISEASES 

OF  WOMEN.i 


C.  C.  FREDERICK,  B.S.,  M.D., 

Adjunct  Professor  of  Obstetrics,  Medical  Department  Niagara  University;  Obstetrician 

and  Gynecologist,  Buffalo  Woman's  Hospital;  Obstetrician,  Buffalo  Widows'  and 

Infants'  Asylum;  Gynecologist  to  the  Erie  County  Hospital, 

Buffalo,  N.  Y. 


The  tendency  of  modern  medicine  is  toward  the  prevention  of 
disease.  Research  adds  every  day  to  our  knowledge  and  means 
of  preventing  disease  by  ascertaining  its  causes.  It  has  been 
aptly  said  that  preventive  medicine  will  be  the  medicine  of  the 
future.  The  purely  medicinal  treatment  of  disease  has  advanced 
but  slowly  as  compared  with  that  which  is  operative  or  essentially 
local  or  mechanical  in  its  nature. 

Gynecology  has  made  advances  equalled  by  no  other  branch 
of  our  art.  Its  pathology  has  been  revolutionized.  Antisepsis 
has  changed  its  methods  and  broadened  its  scope  of  treatment. 
The  gynecology  of  to-day  and  that  of  ten  years  ago  are  very 
unlike  each  other.  Modern  operations  are  hold  and  successful 
because  founded  upon  a  correct  pathology.  The  constant  ten- 
dency has  been  to  operate  early  for  all  conditions  which  are 
known  to  pursue  a  progressively  chronic  course  without  ope- 
ration. Positive  means,  which  are  followed  by  prompt  and 
positive  results,  are  being  more  appreciated  by  the  mass  of 
the  profession.  The  pottering,  painful,  protracted,  and  often 
ineffectual  palliative  treatment  of   the  past  and  present  must 

'  Read  before  the  Alumni  Association,  Medical  Department  University  of 
Buffalo. 
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give  way  to  the  more  rational  modern  methods.  Gynecolo- 
gists are  at  times  rated  for  their  apparent  recklessness  in  ope- 
rating. There  may  have  been  some  good  reasons  upon  which 
to  censure  some  overzealous  individuals,  but  the  course  of  the 
mass  of  gynecologists  has  been  a  wise,  judicious,  and  progressive 
one  toward  the  unfolding  of  the  truth  and  the  emancipation  of 
suffering  woman  from  many  of  the  ills  under  which  she  has  in 
the  past  dragged  out  a  miserable  existence. 

The  principle  of  preventive  medicine  underlies  the  treatment 
of  the  diseases  of  women  as  taught  and  practised  to-day.  I 
wish  to  occupy  your  attention  for  a  few  moments  in  conside- 
ration of  the  causative  relation  of  the  minor  to  some  of  the 
major  diseases  of  women  and  the  rational  methods  of  prevent- 
ing them. 

Which  shall  we  call  the  minor  and  which  the  major  ailments 
of  women  i  For  convenience  we  may  consider  malignant  disease 
of  the  uterus,  and  any  condition  or  growth  of  the  pelvic  organs 
which  necessitates  opening  the  peritoneum  for  its  cure,  a  major 
disease.  All  the  rest  are  minor.  Of  the  major  diseases  uterine 
fibroids  and  tumors  of  the  ovary  and  parovarium  probably  do 
not  owe  their  origin  to  any  of  the  lesser  forms  of  pelvic  disease. 
There  are  left,  then,  only  malignant  disease  of  the  uterus,  pelvic 
peritonitis,  and  the  diseases  of  the  appendages  which  may  have 
their  origin  in  uncured  minor  ailments. 

But  since,  now,  a  goodly  proportion  of  abdominal  sections  are 
done  for  the  relief  of  chronic  pelvic  inflammations,  the  question 
is  one  pertinent  for  every  practitioner  to  answer  for  himself : 
"  Can  I  do  anything  to  help  in  the  prevention  of  so  much  pelvic 
inflammation  r' 

Pelvic  inflammation  is  recognized  as  having  its  origin  in  some 
form  of  infection  from  without,  which  travels  along  the  genital 
tract  till  it  reaches  the  pelvic  peritoneum.  The  gonorrheal  ori- 
gin of  pelvic  disease  has  been  much  discussed,  and  I  will  not 
speak  of  it  here. 

If  you  will  pardon  the  digression,  I  would  briefly  call  your 
attention  to  the  role  that  careless  and  dirty  midwifery  plays  in 
the  origin  of  the  pelvic  diseases  of  women.  Despite  the  efforts 
of  our  best  obstetric  writers  in  the  interests  of  antiseptic  mid- 
wifery, I  am  sorry  to  say  that  there  is  a  much  larger  proportion 
of  women  in  private  practice  who  have  some  form  of  septic  in- 
fection after  labor  and  abortion  than  there  ought  to  be.     When 
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will  the  gospel  of  cleanliness  be  appreciated  and  practised  by 
every  physician  in  this  broad  land  ? 

Primarily  there  must  be  an  endometritis  before  there  can  be  a 
salpingitis  or  pelvic  peritonitis.  The  object,  therefore,  in  treat- 
ing the  minor  diseases  of  women  is  to  prevent  endometritis,  or, 
if  it  exists,  to  treat  it  early  in  order  that  it  may  not  travel,  bj 
continuity  of  surface,  to  the  appendages. 

The  principal  minor  defects  of  the  female  genitalia  consist  of 
lacerations  of  the  perineum  and  pelvic  floor,  lacerations  of  the 
cervix,  and  backward  or  downward  displacements  of  the  uterus. 
Each  of  these,  or  all  of  them  as  they  so  frequently  coexist,  tend 
to  j)roduce  endometritis  or  to  aggravate  a  diseased  endometrium 
by  disturbing  the  circulation  in  the  uterus,  changing  the  charac- 
ter of  its  secretions,  and  favoring  the  development  of  endo- 
metrial septic  processes  and  their  deleterious  effects.  A  torn 
perineum  may  exist  for  years  without  discomfort  to  the  patient 
or  any  visible  effect  upon  her  pelvic  organs.  So  long  as  it  does 
no  harm  it  needs  operation  only  as  a  preventive  measure. 
When,  however,  the  uterus  tips  back  and  descends  in  the  pelvis 
the  mischief  begins.  Replacement  of  the  uterus,  and  a  pessary 
to  hold  it  there,  will  prevent  further  trouble.  If  the  pessary 
will  not  be  retained  the  perineum  must  be  repaired.  If  there 
be  cystocele  or  rectocele,  or  both,  anterior  and  posterior  colpor- 
rliaphy  should  be  done  at  the  same  time  as  the  perineorrhaphy. 
A  lacerated  cervix,  with  ectropion  and  hypertrophy  of  the  lips, 
is  one  of  the  most  fertile  sources  of  disease  of  the  endometrium. 
Retroversion  is  a  usual  accompaniment  of  cervical  laceration. 
Often  the  portio  vaginalis  seems  lost,  the  gaping  lips  seem  con- 
tinuous with  the  vault  of  the  vagina,  and  the  everted  mucous 
membrane  looks  like  eroded  surfaces.  This  is  the  so-called 
ulceration  of  the  cervix,  which  even  now  sometimes  receives 
heroic  treatment  with  nitric  acid  or  the  solid  stick  of  nitrate  of 
silver  and  still  will  not  heal.  The  Nabotbian  follicles  are  dis- 
tended ;  the  cervical  tissue  is  hard  or  perhaps  friable ;  the  uterus 
is  enlarged,  and  from  its  cavity  comes  a  profuse  muco-purulent 
discharge.  Soothing  local  applications  may  give  temporary 
relief.  The  only  permanent  relief  is  to  be  had  by  curetting  the 
uterus  and  repairing  the  laceration.  Then  replace  the  uterus 
and  hold  it  in  position  till  involution  occurs,  and  the  cure  will 
be  complete. 

During  the  past  few  years  the  attention  of  operators  has  been 
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SO  much  given  to  the  treatment  of  diseased  tubes  and  ovaries 
that  the  condition  of  the  cervix  and  endometrium  lias  not  been 
considered  of  so  much  importance.  Latterly  it  has  come  to  be 
known  that  many  patients  whose  tubes  and  ovaries  are  removed 
do  not  entirely  recover  health  till  some  treatment  is  given  to  the 
endometritis  which  antedated  the  intrapelvic  disease.  1  doubt 
not  tiiat  some  appendages  have  been  removed  for  catarrhal  in- 
flammation which  would  have  recovered  had  the  endometritis 
been  cured,  especially  where  so  certain  a  cause  exists  as  a  badly 
lacerated  cervix.  Another  result  of  disease  of  the  tube  which 
does  not  actually  occlude  it  is  the  possibility  of  the  occurrence 
of  tubal  pregnancy. 

Before  leaving  this  subject  of  correcting  uterine  displace- 
ments I  wish  to  call  attention  to  the  necessity  of  studying  the 
mechanical  principles  upon  which  pessaries  act.  When  poorly 
fitted  ihey  do  so  much  harm  and  cause  so  much  suffering 
that  I  would  refer  all  who  are  not  familiar  with  their  use  to 
Mnnde's  work  on  "  Minor  Surgical  Gynecology  "  and  to  Skene's 
"Diseases  of  Women,"  where  many  valuable  hints  will  be 
found. 

The  other  serious  malady  which  may  have  its  origin  in  minor 
ailments  of  the  female  genitalia  is  cancer  of  the  uterus. 

Emmet,  Breisky,  and  many  others  have  maintained  that  un- 
repaired cervical  tears  are  the  great  cause  of  cancer  of  the  cervix. 
This  opinion  is  combated,  especially  by  John  Williams,  of 
London,  in  his  Harveian  Lectures  for  1886.  It  is  well  known 
that  cancer  of  the  cervix  is  more  common  in  women  who 
have  borne  many  children,  and  in  them  lacerated  cervix  is  most 
frequently  found.  Williams  admits  tliat  carcinoma  of  the  cer- 
vix is  frequently  associated  with  lacerated  cervix,  but  denies 
that  the  laceration  is  the  cause,  because  the  growth  does  not 
begin  in  the  angle  of  the  tear. 

Since  one  woman  in  every  three  who  has  cancer  at  all  has  a 
cancer  of  the  uterus,  and  principally  in  the  vaginal  portion  of 
the  cervix,  it  seems  plausible  that  a  tissue  so  prone  to  carcino- 
matous growth  is  more  liable  to  take  on  such  change  if  it  is 
unhealthy.  Xo  one  can  claim  that  an  eroded,  hypertrophied 
cervix  is  made  up  of  healthy  tissue.  Repairing  the  tear  and 
restoring  the  parts  to  their  normal  relations  seems  to  be  a  ra- 
tional effort  to  prevent  this  degenerate  growth. 

Cancer  of  the  body  originates  in  the  mucous  membrane.     A 
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clironic  endometritis  seems  to  present  the  conditions  favorable 
to  the  proliferation  of  degenerate  e])ithelial  tissues. 

Hemorrhage  from  the  uterus  at  any  age  is  indicative  of  a  con- 
dition of  the  endometrium  which  favors  malignant  growth — 
that  is,  if  a  uterine  fibroid  is  not  the  direct  exciting  cause.  If 
the  patient  gives  a  history  of  abortion  within  a  few  months  past, 
the  probable  cause  of  the  hemorrhage  is  the  continued  growth 
of  retained  chorionic  villi  in  the  mucous  membrane,  which  make 
granular,  bleeding  points.  The  curette  will  do  away  with  these. 
Hemorrhage  is  so  frequently  disregarded,  especially  at  the  meno- 
pause. It  is  a  danger  signal  which  should  ahvays  be  heeded. 
It  is  never  physiological,  it  is  always  pathological,  and  the 
cause  can  be  found  if  lo.^ked  for.  It  should  be  remembered 
that  the  malignant  disease  of  the  uterus  which  most  commonly 
occurs  in  young  women  is  diffuse  sarcoma  of  the  endometrium. 
Its  early  and  prominent  symptom  is  hemorrhage.  Its  first  stage 
is  an  interstitial  endometritis.     Its  course  is  a  rapidly  fatal  one. 

The  treatment  of  inflammation  of  the  uterine  mucous  mem- 
brane is  as  important  as  its  prevention  and  much  more  difficult. 
Intrauterine  medication  as  ordinarily  practised  in  the  physician's 
office  is  useless;  more  frequently  it  is  positively  harmful.  It 
is  the  experience  of  every  gynecologist  that  many  of  the  cases 
which  come  to  him  with  pelvic  inflammation  give  a  history  of 
painful  intrauterine  medication  at  their  physician's  office  extend- 
ing over  a  period  of  months,  perhaps,  the  patient's  condition 
meanwhile  steadily  getting  worse.  It  may  safely  be  said  that 
the  dirty  uterine  sound  and  intrauterine  medication  have  caused 
more  serious  disease  in  women  than  the  conditions  for  which 
the  treatment  was  given  would  ever  have  produced. 

In  the  treatment  of  these  cases  we  should  not  forget  constitu- 
tional conditions  which  may  cause  some  of  the  symptoms  which 
we  are  apt  to  ascribe  to  local  disease.  Tonic  treatment  will  do 
much  for  these.  I  have  seen  several  malarial  subjects  with 
profuse  uterine  catarrh  entirely  cured  by  antimalarial  treatment. 

True  endometritis  is  best  treated  by  thoroughly  dilating  the 
cervical  canal,  removing  the  diseased  membrane  with  the  sharp 
curette,  and  thoroughly  disinfecting  the  cavity.  It  may  then 
be  packed  with  iodoform  gauze  to  insure  good  drainage.  In 
spite  of  all  that  has  been  written  against  dilating  the  cervix  and 
uterine  cavity,  provided  there  be  no  extensive  disease  of  the 
uterine  appendages,  the  operation  is  as  safe  as  any  in  gynecology. 
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if  done  with  thorough  antiseptic  precautions,  witli  thoroughly 
disinfected  tents.  A  laiuinaria  or  tupelo  tent  can  he  rendered 
aseptic.  Endometritis  cannot  be  treated  successfully  in  any  of 
its  forms  without  good  dilatation  of  the  cervix  as  a  primary  step. 
And  the  curing  of  endometritis,  from  whatever  cause  it  may 
arise,  is  the  point  to  attain  in  the  prevention  of  intrapelvic 
disease. 

Prevent  puerperal  infection  by  practising  antiseptic  mid- 
wifery ;  discourage  attempted  abortions  on  the  part  of  your 
patients ;  have  your  patients'  lacerated  cervices  and  perinei  re- 
paired before  they  lead  to  diseased  conditions  ;  build  up  your 
female  patients'  general  health  ;  do  very  little  or  no  intrauterine 
medication ;  cure  their  endometritis,  whether  due  to  gonorrhea 
or  other  causes  ;  correct  displacements,  if  there  be  no  chronic 
tubal  or  ovarian  trouble  or  adhesions,  and  you  will  prevent 
much  of  the  pelvic  disease  for  which  hundreds  of  capital  opera- 
tions are  done  every  week,  and  you  will  have  quite  successfully 
answered  the  question,  "What  can  I  do  to  prevent  so  much 
pelvic  disease  ? " 

64   RiCUMOND  AVENUE. 


STRAY  THOUGHTS  ON  THE  MECHANISM  OF  LABOR.' 


A.  F.  A.  KING,  M.D., 
Washington.  D.  C. 


I  HAVE  called  the  following  remarks  "  stray  thoughts,"  be- 
cause that  is  what  they  really  are,  and  nothing  more— thoughts 
that  have  occurred  to  me,  and  perhaps  to  many  of  us,  at  varying 
intervals  for  a  long  time. 

Any  one  who  examines  the  more  recent  literature  of  obstetrics, 
even  superficially,  cannot  avoid  observing  that  some  of  the  older 
ideas  with  regard  to  the  mechanism  of  labor— ideas  that  have 
come  down  to  us  through  the  writings  of  Naegeli,  Hodge,  and 
others-are  constantly  being  called  in  question  and  submitted 
to  re-examination.  This  is  especially  true  with  regard  to  the 
mechanical  factors  alleged  to  produce  the  several  movements 
'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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of  rotation,  extension,  etc.,  which  we  all  term  "stages"  of  the 
mechanism.  Notably  the  influence  of  the  "  inclined  planes  "  in 
producing  rotation  has  been  disputed,  and  attempts  have  been 
made  to  account  for  rotation  by  the  resistance  of  the  pelvic 
floor.  The  apparently  conclusive  experiments  and  clinical  ob- 
servations of  Dr.  J.  Clifton  Edgar  on  this  point '  are  extremely 
interesting  and  will  be  referred  to  further  on. 

In  fact,  so  numerous  have  been  the  objections  urged  from  time 
to  time  against  the  authorized  description  and  explanation  of  the 
mechanism  of  labor,  that  the  whole  matter  would  seem  to  need 
reconsideration  and  perhaps  reconstruction.  It  is  possible  there 
may  be  factors  whose  potency  has  been  overlooked,  and  which,  if 
worthy  of  consideration,  we  cannot  afford  to  omit.  Some  of  these 
that  have  occurred  to  me  I  shall  venture  to  suggest  presently. 

Before  doing  so  there  is  another  and  different  question  which 
may  perhaps  profitably  be  considered — a  question  to  which  the 
intelligent  members  of  a  city  obstetrical  society  would  most 
likely  all  give  the  same  answer,  but  to  which  a  great  many  suc- 
cessful (?)  practitioners  of  considerable  local  reputation,  both  in 
and  not  in  rural  districts,  M'ould,  if  they  were  really  sincere,  give 
a  different  answer.  The  question  (as  I  shall  ^r*^  put  it)  is  this  : 
"What  is  the  use  and  necessity  for  knowing  the  mechanism  of  la- 
bor in  general  practice  ?  Such  a  question  is  unworthy  of  seri- 
ous consideration.  But  if  we  modify  the  question  and  ask  our- 
selves, To  what  degree  is  a  knowledge  of  the  mechanism  of  labor 
useful  and  necessary  in  general  practice  ?  it  does  deserve  to  be 
considered.  The  scientific  obstetrician  carries  in  his  mind  a  clear 
idea  of  what  lie  believes  constitutes  the  normal  mechanism  (say 
of  a  head  presentation)  in  cases  where  the  pelvis,  the  child,  and 
everything  else  concerned  are  in  what  he  calls  a  normal  condi- 
tion. He  expects  the  normal  mechanism  to  take  place.  But 
his  clinical  observation  teaches  hira  that  this  mechanism  does 
not  always  take  place,  or  that  it  occurs  only  in  part,  incom- 
pletely ;  yet  these  cases  do  well,  in  every  particular,  and  need  no 
assistance.  The  conclusion  is  inevitable  that  in  some  quite  nor- 
mal cases  the  complete  mechanism  does  not  occur  and  is  unnec- 
essary, while  the  further  conclusion  is  unavoidable,  viz.,  that  a 
knowledge  of  that  which  is  unnecessary  and  which  does  not  oc- 
cur is  superfluous.  To  this  degree,  then,  must  the  utility  and  ne- 
cessity of  a  knowledge  of  the  mechanism  of  labor  be  curtailed, 
'  American  Journal  of  Obstetrics,  October,  1893. 
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restricted.  And  to  tliis  degree  must  the  "backwoods"  practi- 
tioner be  accorded  at  least  a  5'?/«.s/-justification  for  the  admis- 
sion, sometimes  freely  made,  that  he  "  knows  little  about  the 
mechanism  of  labor,  and  cares  less." 

But  it  is  not  to  condone  ignorance  or  to  belittle  knowledge 
that  I  have  referred  to  this  matter.  My  purpose  is  to  reach  the 
truth  :  to  try  and  discover  in  what  cases  the  normal  mechanism 
does,  and  in  what  cases  it  does  not,  occur,  and  to  explahi  why 
this  is  so.  My  belief  is  that  the  mechanism  will  be  the  more 
necessary  and  the  more  likely  to  occur  in  proportion  as  the  rela- 
tive size  of  the  head  and  pelvis  is  such  as  to  render  the  passage 
of  the  one  through  the  other  difficult  but  not  impossible,  A 
small  head  will  pass  easily  without  any  special  mechanism  :  a 
largo  head  mtisi  execute  the  mechanism  in  order  to  get  through. 
These  remarks  apply,  of  course,  only  to  normal  heads  and  i)e]- 
ves.  A  deformed  pelvis,  or  a  head  that  is  hydrocephalic  or  en- 
larged abnormally  from  other  causes  and  prematurely  ossified, 
requires  separate  consideration.  In  cases  of  abortion  no  mech- 
anism is  necessary.  In  cases  of  justo-major  pelvis,  where  the 
child  drops  out  while  the  woman  is  standing  or  seated  in  a 
water  closet,  no  mechanism  is  required.  So  a  woman  with  an 
ordinary  pelvis  may  bear  a  child  weighing  six  pounds,  and  also 
another,  twice  as  large,  weighing  twelve.  It  is  needless  to  in- 
sist that  the  mechanism,  other  things  being  equal,  may  or  may 
not  occur  with  the  smaller  child,  but  will  and  must  occur  with 
the  larger  one  in  order  to  permit  delivery.  So,  again,  the 
mechanism  is  more  likely  to  be  complete  {ceteris j^arihus)  in 
primiparse  than  in  multiparae,  the  parturient  canal  offering  more 
resistance  in  the  former  case  than  in  the  latter.  These  state- 
ments are  so  evident  as  scarcely  to  deserve  comment,  but  the 
use  of  accentuating  and  duly  recognizing  that  the  performance 
of  the  mechanism  will  largely  depend  upon  the  relative  size  of 
the  head  and  pelvis  as  now  explained  is  this :  it  will  serve  to 
help  us  out  of  a  difficulty  which  nearly  all  M-riters  have  encoun- 
tered— viz.,  the  diflSculty  of  determining  by  clinical  experience 
what  the  so-called  typical  or  normal  mechanism  really  is.  The 
experience  of  one  practitioner  differs  from  that  of  another :  it 
would  rather  surprise  us  if  that  of  any  two  were  exactly  alike, 
for  this  would  imply  that  the  two  sets  of  heads  and  two  "sets  of 
pelves  in  the  hands  of  the  two  practitioners  respectively  were 
of  the  same  size,  and  that  the  relation  of  the  larger  and  smaller 
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heads  to  the  larger  and  smaller  pelv^es  in  the  cases  belonging  to 
the  one  practitioner  was  also  the  same  as  in  those  belonging  to 
the  other,  which  is  extremely  improbable. 

We  all  seek  to  define  a  sort  of  "  normal  standard  "  which  wc 
are  supposed  to  consider  Nature's  method ^;ar  excellence.  As  I 
have  stated,  in  a  series  of  easy  clinical  cases — cases  which  do  so 
well  that  we  are  at  a  loss  to  imagine  how  they  could  do  better — 
we  think  the  mechanism  observed  must  be  following  the  natural 
course ;  or,  if  there  be  slight  variations,  those  variations  that^are 
observed  to  take  place  most  frequently  are  set  down  as  being 
most  natural.  Thus  some  observers  tell  us  that  in  ordinary  head 
presentations  the  occiput  generally  rotates  completely  to  the 
symphysis  pubis  ;  others  insist  that  the  head  is  more  frequently 
extruded  while  anterior  rotation  of  the  occiput  is  ^'?^complete. 
Is  it  right  to  decide  the  matter  simply  by  the  criterion  of  fre- 
quency f  I  think  not.  Nor  do  I  think  it  is  any  better  to  col- 
lect observations  embracing  a  great  number  of  series  of  cases, 
reported  by  different  practitioners,  and  then  adopt  the  average 
variation  as  being  the  strictly  normal  type.  Really  no  standard 
type  of  mechanism  is  attainable ;  and  since  scarcely  any  two 
cases  that  we  meet  with  in  practice  are  precisely  alike,  it  could 
be  of  little  practical  value  if  it  were  attaiuable.  If  we  were  to 
construct  an  artiticial  pelvis  and  fetal  head,  each  with  (if  it  were 
possible)  all  the  physical  properties  of  the  living  structures,  and 
of  s\ich  a  relative  size  that  the  head  could  easily  pass  through 
the  pelvis  by  executing  completely  all  the  movements  of  flexion, 
rotation,  extension,  etc.,  but  could  not  so  pass  without  executing 
these  movements,  such  a  contrivance  would  seem  to  satisfy  our 
longing  for  a  typical  standard  of  structure  and  function,  so  far 
as  the  mechanism  of  labor  is  concerned. 

Exactly  the  same  difficulty  as  this  one  of  defining  a  typical 
mechanism  is  met  with  when  we  try  to  define  the  typical  size 
(diameters,  etc.)  of  the  normal  pelvis  and  normal  head.  Whether 
we  select  the  measurements  that  occur  most  frequently  or  adopt 
an  average,  neither  is  satisfactory  or  necessarily  correct.  The 
sizes  of  the  heads  and  pelves  differ  so  commonly  in  different 
women  and  different  races  that,  even  if  a  type  of  measurement 
satisfactory  to  our  waj'  of  thinking  were  adopted,  it  would  be,  on 
account  of  the  few  living  specimens  that  exactly  resembled 
it,  not  applicable  in  practice,  or  only  so  within  certain  limits. 
Thus  we  find  scarcely  any  two  text  books  give  the  diameters 
32 
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exactly  the  same.  What,  then,  shall  we  do?  The  answer  is: 
Make  a  hypothetical  or  artificial  pelvis  and  a  head  to  fit  it,  and 
in  practice  observe  how  far  and  in  what  manner  our  cases  vary 
from  this  adopted  standard.  I  see  no  other  way  of  overcoming 
the  difiiculty.  Even  this  adopted  standard  must  vary  with  dif- 
ferent races:  one  will  be  required  for  the  Caucasian,  with  large 
head  and  wide  pelvis;  another  for  the  negro,  with  a  smaller 
head  and  pelvis;  and  so  of  other  intermediate  races.  When 
two  widely  different  races  mix — male  of  one  race,  female  of  the 
other — no  standard  will  serve.  If  the  woman  belong  to  a  stock 
with  large  heads  and  pelves,  and  the  man  to  one  with  these 
structures  small,  the  labor  will  probably  be  so  easy  that  no 
mechanism,  or  only  a  partial  one,  will  take  place;  while  if  this 
order  of  things  be  reversed,  and  the  father  belong  to  a  race 
having  the  large  heads  and  pelves,  while  the  mother  does  not, 
every  particular  of  the  mechanism  may  require  to  be  executed 
before  delivery  can  occur.  Thus  the  more  we  study  this  matter 
the  more  we  seem  to  detract  from  the  utility  of  a  standard  type 
either  of  structure  or  mechanism,  and  the  more  are  we  compelled 
to  recognize  the  value  and  necessity  of  considering  each  particu- 
lar case  as  a  case  by  itself,  to  be  managed  according  to  its  kind. 
AVith  this  view  how  extremely  "  dull,  stale,  flat,  and  unprofit- 
able" seem  to  be  the  laborious  figures  of  some  of  our  text-book 
authorities,  who  insist  upon  trying  to  remember,  and  make 
others  remember,  the  exact  measurements  of  the  "normal"  head 
and  pelvis,  even  down  to  the  smaller  fractions  of  an  inch  I 
Even  when  we  do  remember  these  fractions,  by  what  methods 
of  equal  precision  can  we  measure  the  head  before  birth,  or  even 
the  pelvis  for  that  matter?  It  is  of  no  use  measuring  one  with- 
out the  other;  in  practice  we  do  both  and  find  it  useful,  but 
we  do  it  only  approximately.  Until  we  greatly  improve  our 
present  (unprecise)  "methods  of  precision"  in  measuring  heads 
and  pelves,  much  of  the  vaunted  exactness  defined  in  obstetric 
text  books  will,  I  fear,  continue,  as  in  the  past,  to  provoke  ridi- 
cule rather  than  command  serious  attention  from  the  busy 
general  practitioner  whose  common  sense  directs  him  into  lines 
of  practical  utility. 

After  all,  while  the  relative  size  of  the  head  and  pelvis,  as  it 
exists  in  any  particular  case,  is  of  extreme  importance  in  deter- 
mining both  the  mechanism  and  the  methods  of  assisting  delivery 
artificially,  there  are  other  qualities  besides  dimension  that  influ- 
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ence  the  mechanism.  Many  of  these  are  well  known;  others 
seem  either  to  have  l)een  overlooked  or  to  have  been  consid- 
ered unworthy  of  special  notice.  The  shape  of  tlie  head  and 
of  the  pelvis — the  diameters  and  circumferences  of  the  one,  with 
the  measurements,  curves,  planes,  and  axes  of  the  other — have 
been  duly  considered.  But  what  I  think  require  to  be  more 
closely  studied  than  has  yet  been  done  are  the  regions  of  vary- 
ing elasticity  in  the  walls  of  the  pelvic  canal  and  walls  of  the 
child's  cranium ;  and,  further,  the  successive  changes  of  relative 
position  that  take  place,  during  the  mechanism  of  delivery, 
between  the  various  harder  protuberant  regions  of  the  skull  and 
the  softer  depressed  (or  depressible)  regions  of  the  pelvis,  and 
vice  versa.  It  may  be  premised,  however,  that  the  degree  to 
which  the  proper  coaptation  of  these  regions  or  surfaces  to  each 
other  will  contribute  to  facilitate  delivery  will  only  be  exhibited 
in  cases  where  the  head  is  large  enough,  compared  with  the  size 
of  the  pelvis,  to  require  this  contribution  toward  relieving  the 
resistance  of  the  passage  to  the  passenger. 

In  illustration  of  what  I  mean  let  us  recall  one  instance  that 
is  easy  of  explanation  and  of  demonstration — viz.,  the  manner 
in  which  a  too  tight  tit,  so  to  speak,  between  the  cervico-breg- 
uiatic  diameter  of  the  head  and  the  conjugate  diameter  of  the 
inferior  strait  (as  the  head  begins  to  pass  out  by  extension  of 
the  occiput)  is  relieved  by  the  projecting  coccyx  being  received 
by  the  elastic  depression  (or  at  least  elastic  depressible  surface) 
of  the  anterior  fontanelle  (bregma).  When  anterior  rotation  of 
the  occiput  has  been  complete  (and  it  icill  have  been  so  when 
the  liead  is  large  enough,  compared  with  the  pelvis,  to  require 
this  complete  rotation)  the  coaptation  of  these  two  parts  (coccyx 
and  bregma),  and  the  adaptation  of  one  to  the  other  for  the  pur- 
pose indicated,  seem  so  nicely  adjusted  that  we  are  almost  led 
to  the  conclusion  that  the  arrangement  is  one  of  Nature's  de- 
signs to  facilitate  delivery.  It  is  true  the  mobility  of  the  coccyx 
itself,  when  present,  contributes  to  the  same  benelicent  purpose  ; 
but  why  should  we  recognize  the  utility  of  this  arrangement  and 
overlook  the  other  ?  In  cases  where  the  sacro-coccygeal  joint 
refuses  to  yield,  the  yielding  of  the  elastic  bregma  is  doubly  use- 
ful and  necessary. 

This  instance  illustrates  the  principle  involved  in  studying  the 
relations  between  the  hard  and  soft  regions  of  the  pelvis  on  the 
one  hand  and  the  hard  and  soft  regions  of  the  head  on  the 
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other,  and  the  manner  in  which  tlie  successive  changes  in  these 
relations  takes  place  during,  and  contribute  to  produce,  the 
mechanism  of  labor. 

It  is  this  element  in  the  mechanism  that  I  think  has  not  yet 
been  suthciently  studied.  It  is  perhaps  rather  a  difficult  matter 
to  master,  and  withal  a  complex  one.  It  requires  that  we  learn 
the  varying  degrees  of  elasticity  of  the  cranial  ovoid  when  com- 
pressed irregularly  in  different  directions — a  matter  by  no  means 
easy  of  demonstration.  It  further  requires  that  the  various 
-j^^yielding  oblique  surfaces,  whether  of  bone  or  ligament,  be- 
tween the  elastic  regions  of  the  pelvic  canal,  and  the  manner  in 
which  they  become  instrumental  in  guiding  the  protuberances 
of  the  head  into  and  out  of  these  elastic  spaces,  should  be  duly 
considered  ;  and  while  considering  these  things  they  can  be 
studied  intelligently  only  in  relation  with  the  direction  of  ute- 
rine force — a  factor  continually  liable  to  vary  with  varying  de- 
grees of  uterine  obliquity  and  with  changes  in  the  posture  of 
the  woman  herself.  Thus  the  whole  problem  becomes  an  ex- 
ceedingly complex  one,  but  that  it  deserves  to  be  attempted,  and 
that  its  study  will  reward  us  with  the  discovery  of  some  as  yet 
unknown  factors  in  the  mechanism  of  labor,  is  one  of  my  stray 
thouglits. 

We  have  on  the  head  five  distinct  protuberances — viz.,  the  oc- 
ciput, two  frontal  eminences,  and  two  parietal  protuberances.  In 
the  pelvis  we  have  five  yielding  surfaces — viz.,  in  front,  the  two 
obturator  foramina  ;  behind,  the  two  sacro-sciatic  foramina  ;  and 
centrally,  the  general  abyss  of  the  pelvic  passage.  In  a  tight- 
fitting  head  the  protuberance  of  the  occiput  will  occupy  the 
central  abyss — it  will  be  more  distinctly  central  than  if  the  head 
were  small.  This  is  illustrated  in  the  well-known  modification 
of  the  ordinary  mechanism  met  with  in  moderate  "  uniformly 
contracted"  pelvis — viz.,  flexion  is  unusually  complete,  so  that 
the  occipital  pole  points  almost  vertically  down  at  right  angles  to 
the  plane  of  the  superior  strait.  Now,  the  manner  in  which  the 
other  four  protuberances  of  the  skull  comport  themselves  with 
regard  to  the  four  elastic  spaces  in  the  pelvic  wall,  and  the  me- 
chanical part  contributed  by  the  inelastic  regions  in  conducting 
the  cranial  projections  successively  into  and  out  of  these  spaces, 
are  just  what  we  do  not  know,  and  what  I  have  suggested  we 
ought  to  learn,  if  possible.  If  we  could  conceive  these  cranial 
protuberances  to  be  endowed  with  personality  and  speech,  we 
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can  readily  imagine,  during  labor,  a  protuberance  on  one  side  of 
tbe  skull  saying  to  one  on  the  other  side  :  "  You  slide  down 
into  that  hollow  in  front  of  you,  then  I  can  get  by  this  hump  in 
front  of  me;  then  I  will  slide  into  another  hollow  while  you 
get  by  your  bump,  and  so  we'll  all  get  further  down."  This 
will  serve  to  illustrate  the  suggested  parts  i)layed  by  tbe  various 
humps  and  depressions,  the  various  elastic  and  melastic  regions, 
of  head  and  pelvis  in  the  mechanism  of  labor,  which,  I  think, 
should  receive  more  consideration  than  has  yet  been  bestowed 
upon  them.  It  must  also  be  remembered  that  before  the  head 
is  completely  extruded  the  acromial  protuberances  of  the 
shoulders  will  have  passed  the  brim,  and  t/ieir  relations  with  the 
spaces  of  varying  elasticity  in  the  pelvic  wall  will  also  have  to 
be  taken  into  consideration. 

Before  closing  these  desultory  remarks  I  desire  to  dwell  for  a 
moment  on  the  recent  experiments  of  Edgar,  made  with  a  view 
to  determine  the  influence  of  the  pelvic  floor  in  causing  an- 
terior rotation  of  the  occiput.  After  making  them  he  concluded 
that  "  the  chief  factor  in  determining  anterior  rotation  of  the 
lowest  portion  of  the  presenting  part  is  the  resistance  of  the 
pelvic  floor." 

Without  disputing  this  conclusion,  which  may  or  may  not  be 
true,  and  while  his  experiments,  as  far  as  they  go,  seem  to  prove 
his  position,  I  wish  to  point  out  cevt2i\n  possible  sources  of  error 
in  them  which,  if  they  do  not  fatally  impair  the  result,  will,  I 
think,  suggest  the  utility  of  some  additional  experiments  with 
these  possible  sources  of  error  eliminated. 

The  maternal  cadaver  used  by  Edgar '  was  in  every  way,  as 
he  explains,  a  fair  one  for  the  experiments.  The  fetal  cada- 
ver (one  only)  was  of  "average  size."  Half  an  inch  behind  its 
posterior  fontanelle  he  tixed  a  swivel  in  the  occipital  bone,  to 
which  was  fastetied  a  whipcord  for  traction.  The  child  was 
then  placed  in  the  uterus  and  delivered  by  traction  on  the  cord, 
the  traction  being  made  "always  in  the  axis  of  that  part  of  the 
pelvis  at  which  the  vertex  rested."  In  the  four  first  experi- 
ments the  child  was  not  drawn  through  the  vulva,  traction  be- 
ing stopped  and  the  child  put  back  as  soon  as  the  head  had 
reached  the  pelvic  floor  and  rotated.  In  the  fifth  and  subse- 
quent seven  experiments  the  child  w;a5 'dragged  through  the 
'  See  American  Jouunal  op  Obstetrics,  October,  1893. 
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vulva.  Edgar  bases  liis  conclusion  upon  tlie  result  that  rota- 
tion invariably  took  place  during  the  first  experiments  when 
the  resistance  of  the  pelvic  floor  was  not  impaired,  but  gradu- 
ally failed  to  occur  and  finally  ceased  altogether  when  impaired 
resistance  of  the  perineum  had  been  produced  by  repeatedly 
pulling  the  child  through  the  vulva. 

The  possible  sources  of  error  in  the  experiments  seem  to  me 
to  be  these : 

1.  The  child's  head  may  have  become  moulded  and  elon- 
gated, so  that  it  could  pat^s  without  undergoing  rotation,  the 
resistance  to  its  passage  being  thus  impaired  as  effectually  as 
by  the  loss  of  rigidity  in  the  pelvic  floor. 

2.  This  result  appears  to  be  the  more  likely  inasmuch  as  all 
the  power  by  which  the  child  was  forced  through  the  pelvis  was 
exerted  by  traction  of  the  cord  upon  a  single  pole  of  the  head — 
viz.,  the  occiput — instead  of  being  exerted  upon  the  broad 
and  solid  base  of  the  skull,  as  it  would  have  been  by  pushing 
from  above  as  in  normal  labor. 

3.  The  child  was  of  ''average  size."  It  should  have  been 
9,  full- sized  one,  or  several  full-sized  ones  should  have  been  used 
in  succession  and  used  only  once  or  twice. 

4.  The  structures  of  the  pelvic  floor  having  been  com- 
pletely divided  by  a  central  incision  from  the  coccyx  to  the 
posterior  commissure,  and  a  large  child  being  pushed  through 
the  pelvis  by  pressure  from  above,  would  or  would  not  rota- 
tion take  place  ?  Edgar's  experiments  furnish  no  answer.  He 
would  say,  probably,  it  would  not.  But  should  it  turn  out 
otherwise  the  result  of  his  own  experiments  M'ould  be  reversed. 

5.  In  future  experiments  of  this  kind,  whether  made  either 
by  "pushing"  or  '' traction  "  of  the  child,  it  might  be  well 
to  have  the  force  applied  by  different  operators^  and  preferably 
by  those  unavmre  of  the  object  of  the  proceeding.  However 
faithfully  we  may  strive  to  avoid  it,  the  hand  will  sometimes 
unconsciously  work  in  a  manner  to  produce  results  that  our 
preconceived  ideas  lead  us  to  anticipate  would  take  place.  I 
cannot  doubt  that  Edgar  did  all  in  his  power  to  avoid  this 
source  of  error,  and  he  may  have  succeeded  where  many  others 
of  us  would  not. 

On  the  whole,  as  I  have  said,  his  results  seem  to  be  conclu- 
sive, and  yet  after  all,  for  the  reasons  suggested,  they  may  not 
really  be  so. 

1315  Massachusetts  avenue. 
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When  we  hear  and  read  so  much  about  ventral  liernia,  when 
we  are  told  that  last  year  Tiemann  &  Co.  made  to  order  six 
dozen  trusses  espfeciallj  for  the  herniae  resulting  from  the  ope- 
ration for  appendicitis,  is  it  not  well  for  us  to  pause  and  to 
consider  if  we  are  really  properly  closing  the  incision  in  the 
various  operations  for  abdominal  morbid  conditions?  Is  it  not 
time  for  us  to  devise  ways  and  means  to  prevent  hernise  after 
abdominal  operations  ? 

With  some  operators  the  occurrence  of  hernige  in  the  line 
of  incision  is  very  common,  although  they  lay  down  emphatic 
rules  about  keeping  patients  in  bed  for  six  weeks,  and  make 
them  wear  strong,  heavy  bandages  for  a  year  or  more  in  order 
to  prevent  the  occurrence  of  ventral  rupture  ;  while  others  ope- 
rate, allow  their  patients  to  get  up  in  ten  or  twelve  days,  leave 
the  hospital  in  two  weeks,  do  not  ask  the  patients  to  wear  band- 
ages after  a  few  weeks,  and  still  they  have  seldom  to  record  a 
case  of  ventral  hernia.  There  certainly  must  be  a  verj-  definite 
reason  why  in  the  track  of  one  abdominal  surgeon  there  follow 
a  great  number  of  ventral  herniae,  Mobile  in  the  track  of  another 
surgeon  it  is  a  rare  occurrence. 

Is  not  the  reason  in  the  method  of  making  the  abdominal 
incision  and  closing  the  wound  after  the  operation  is  finished  ? 

It  certainly  seems  so  to  me,  and  therefore  I  again  bring  this 
question  up,  which  has  been  hashed  over  so  frequently  that  I 
am  getting  tired  of  it  myself.     But  as  long  as  there  are  abdo- 

'  A  paper  read  at  the  seventh  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  Toronto,  September  19th,  1894. 
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mimtl  !5iir«;eons  who  stick  to  one  definite  way  of  closing  the 
ab'JoMien — that  is,  tlie  en  masse  suture — so  long  will  some  of  us 
hriiig  up  this  subject  and  plead  for  the  ideal,  the  esthetic  sur- 
gery in  closing  the  alxloniinal  incision. 

We  gladly  admit  that  we  are  not  infallible  and  that  cases  will 
always  occur  where,  as  a  result  of  an  extensive  adipose  develop- 
ment, or  as  a  natural  result  to  be  expected  in  stitch  abscess  and 
sepsis,  a  ventral  hernia  does  occur ;  still  we  claim  it  should  be  a 
very  rare  occurrence.  What  I  plead  for  is  the  buried  aseptic 
animal  suture,  be  it  kangaroo  tendon,  squirrel  tail,  fascia  lata,  or 
catgut.  I  i)refer  the  former,  because  it  is  naturally  aseptic;  it 
is  very  strong,  and  only  tine  threads  are  required  ;  it  is  not  ab- 
sorbed quickly,  hence  it  holds  the  parts  in  position  for  a  longer 
time.  There  are  exceptional  cases  where  time  is  of  prime  im- 
portance, or  for  other  reasons  we  may  be  allowed  to  use  the  en 
masse  suture,  silkworm  gut,  silver  or  silk  suture,  but  they  are 
verv  rare. 


Fig.  1. 


My  usual  procedure  is  as  follows :  Take  the  median  incision 
as  an  example.  I  tirst  decide  how  long  an  incision  I  will  need, 
and,  with  a  small,  narrow-bladed  knife  (Fig.  1),  with  one  sweep 
I  make  the  cut  of  the  desired  length  through  the  skin  and  fat. 
If  the  patient  is  exceptionally  fat  I  may  have  to  make  another 
sweep  of  the  knife  to  get  through  it.  I  then,  with  another 
sweep  of  the  knife,  divide  the  tendinous  insertion  of  the  oblique 
muscles.  I  may  strike  the  linea  alba  exactly,  and,  if  not,  1  get 
very  near  to  it.  I  can  see  hy  the  way  the  fibres  run  on  which 
side  it  is,  and  then  shove  the  rectus  muscle  to  one  side  and 
cut  through  the  balance  of  all  the  tissues  until  I  come  to  the 
loose  cellular  tissue  beneath  the  peritoneum.  I  stick  my  finger 
through  the  peritoneum,  which  I  can  do  if  it  is  thin,  but  if  it  has 
been  subjected  to  repeated  attacks  of  inflammation  and  is  thick 
I  lift  it  up  with  my  forefinger  and  thumb  (above  the  skin,  if 
possible),  so  that  1  can  see  there  is  no  omentum  or  intestine 
adherent  to  it;  then  I  puncture  it  with  a  knife  and  increase  the 


OARSTENS  :    THE    INCISION    IN    ABDOMINAL    SURGERY.  505 

opening  to  the  desired  length,  using  one  or  two  fingers  as  a 
director. 

The  skin  incision  is  a  little  lunger  than  all  the  rest,  which  are 
about  the  same  length.  If  mj  operation  is  partly  exploratory 
I  make  only  very  short  incisions,  and  then,  finding  it  necessary 
to  remove  a  large  growth  or  to  put  the  patient  in  the  Trende- 
lenburg position,  I  increase  my  incision  to  the  desired  length, 
using  two  fingers  as  a  guide  beneath  the  peritoneum,  and  with 
one  sweep  of  the  knife  I  cut  through  all  the  tissues  at  once. 

The  use  of  grooved  directors  or  scissors  may  be  allowed  to 
beginners,  but  as  they  injure  and  bruise  the  tissues  they  are 
unworthj'  of  experienced  abdominal  surgery.  The  bleeding  is 
almost  nothing,  and  such  a  thing  as  a  catch  forceps  to  an  artery 
or  to  a  bleeding  point  I  rarely  use.  So  that,  in  short,  I  would 
say,  as  far  as  the  incision  is  concerned,  diagnose  your  case 
properly  in  reference  to  the  size  and  character  of  the  growth 
and  the  amount  of  adhesions ;  thus  you  are  able  to  judge  how 
long  an  incision  you  need,  and  make  it  at  once  with  a  clean  cut 
with  a  knife — no  zigzagging  and  irregular  wound,  and  no  bruis- 
ing of  the  tissues.  The  time  required  to  enter  the  peritoneum 
should  ordinarily  not  exceed  half  a  minute. 

When  the  operation  is  finished  any  aseptic  animal  tissue  will 
do  to  sew  up  the  wound  ;  but  I  prefer  kangaroo  tendon,  as  it  is 
stronger,  consequently  thinner  ligatures  can  be  used — that  means 
less  foreign  substance  is  introduced,  and  therefore  less  danger 
of  sepsis.  I  use  it  to  tie  the  pedicle,  as  it  disappears  and  there 
is  no  danger  of  pelvic  abscess,  which  may  continue  for  years  as 
the  result  of  the  use  of  other  ligatures.  I  use  a  long,  medium- 
sized  tendon,  a  half -curved  Hagadorn  needle,  and  my  fingers — no 
needle-holder.  I  take  the  peritoneum  and  sew  it  together  with 
a  running  stitch,  putting  my  needle  in  a  quarter  of  an  inch  from 
the  incision.  If  I  have  gone  through  the  rectus,  with' two  or 
three  stitches  (over-andover  stitches)  I  bring  that  together,  and 
then  carefully,  edge  to  edge,  with  the  same  ligature  and  the 
running  stitch,  bring  together  the  tendinous  insertion  of  the 
oblique  or  the  linea  alba.  This,  I  think,  must  be  done  care- 
fully, as  nearly  the  whole  strength  of  the  abdominal  wall  de- 
pends upon  accurate  union  of  this  part.  The  cellular  tissues  are 
then  brought  together,  as  they  add  so  much  to  the  strength  of 
the  abdominal  wall;  and  the  fat,  which,  if  thick,  requires  two 
tiers.     The  skin  is  then  brought  together  in  the  methods  sug- 
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gested  by  Marcj,  tlie  so-called  cobbler's  stitch.  Before  this 
time,  however,  my  lin;atiire  is  generally  used  up,  and  I  tlien  take 
a  very  tine  ligature  witli  a  stmight  needle  and  sew  up  the  skin, 
as  I  can  do  it  quicker  (Fig.  2). 


■-—3  


TioA.cc. 


A .  SIdn  Suture 
B.Fat 


C.LineaAlha 
D.  Peritoneum 


Fi(j.  Jl  h.  SideView 


tSAin 

Tend.  Ins.  Oblique 
Pectus 

T'ransversalis 
-  --Pprifoneum 
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During  the  whole  time  every  fifth,  sixth,  or  eighth  stitch  is 
whipcorded,  so  as  to  make  a  knot  and  get  additional  strength. 
When  the  last  stitch  in  the  skin  has  been  introduced,  the  needle 
is  run  beneath  the  skin  for  about  an  inch  and  then  comes  out ; 
the  ligature  is  cut  short  and  retracts  beneath  the  skin ;  every- 
thing is  buried.     Drainage  tube  does  not  interfere  at  all. 
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For  fear,  liowever,  of  post-operative  infection,  the  line  of 
incision  should  be  carefully  cleansed  and  washed  with  a  little 
ether  and  then  sealed  with  collodion.  The  usual  dressing  is 
applied  and  the  wound  not  looked  at  for  ten  days  or  more,  unless 
special  indication  exists.  "When  the  dressing  is  removed  you  • 
may  expect  to  find  the  wound  dry,  perfectly  healed,  and  no 
hernia  will  ever  follow.  The  patient  is  allowed  to  sit  up  the 
tenth  or  eleventh  day,  to  walk  around  by  the  twelfth,  and  the 
fonrteenth  or  fifteenth  day  she  is  usually  able  to  walk  all  around 
the  hospital  and  is  then  allowed  to  go  home.  In  exceptional 
cases  with  a  very  long  incision,  or  if  stitch  abscesses  follow,  the 
patient  is  kept  a  few  days  longer  in  bed,  but  is  rarely  kept  in  the 
hospital  longer  than  three  weeks. 

This  I  consider  the  perfect,  ideal  method  of  suturing  the  ab- 
dominal incision.  I  doubt  if  it  ever  can  be  improved,  and  I 
have  never  seen  hernia  following  it.  I  use  this  for  ordinary 
cases  of  hernia  also,  and  find  it  very  successful.  In  very  severe 
cases  of  umbilical,  ventral,  or  other  hernise  I  am  afraid  to  trust 
that  method  alone,  although  it  often  will  do.  Still,  in  such  cases 
it  seems  to  mo  safer  to  operate,  as  I  have,  by  flap-splitting  and 
burying  interrupted  silkworm-gut  sutures.  In  my  experience 
all  cases  of  umbilical  hernia  occur  in  fat  patients.  If  they  are 
still  young,  there  may  be  great  stretching  at  the  umbilicus 
during  pregnancy.  If  abdominal  section  has  been  performed, 
and  if  the  woman  has  a  ventral  hernia  and  is  liable  to  become 
pregnant,  I  do  not  depend  upon  kangaroo  tendon  alone.  My 
method  then  is  about  as  follows : 

1  dissect  up  the  skin  and  fat  down  to  the  peritoneum,  and  re- 
move the  large  hernial  sac.  The  peritoneum  is  then  carefully 
brought  together  with  kangaroo  tendon.  The  ring,  which  is 
generally  hard  and  cartilaginous,  I  split  all  round,  separate  the 
split,  and  bring  the  raw  surfaces  carefully  together  in  the  region 
of  the  linea  alba.  I  use  interrupted  silkworm-gut  sutures  for 
this  purpose,  putting  them  in  a  quarter  of  an  inch  apart. 

In  umbilical  hernia  the  opening  is  circular  and  we  do  not  have 
much  trouble  in  uniting  it  in  the  median  line;  but  in  ventral 
hernia  the  ring  is  sometimes  very  irregular  and  we  must  adjust 
ourselves  to  the  condition,  sometimes  putting  in  the  suture  trans- 
versely, sometimes  horizontally— that  is,  in  the  direction  of  the 
linea  alba — and  in  some  cases  we  must  put  in  part  of  the  sutures 
one  way  and  part  in  another  way.     The  sutures  are  well  tied  and 
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cut  very  short.  The  ceUiilar  tissue  and  fat  are  now  brought 
together  in  tiers  with  kangaroo  tendon,  and  tlie  skin  with  the 
same  material.  The  cut  is  sealed  with  collodion  and  the  proper 
dressing  applied. 


-Peritonewn 


Ti^.SA. 


LineaAlba 
Peritoneum  /^=^^^^ 


Ficj.SB. 


With  this  method  of  sewing  we  would  have  a  union  like  that 
shown  in  the  accompanying  illustration  (Fig.  3),  where,  at  the  line 
of  incision,  the  wall  is  really  a  little  thicker  than  at  other  places, 


/>y    4 


SAin 

Fat 

Tend,in  ous  Insertion, 
Oblique  Afujcizs 

J^ctus 

TransverscblLy 

Peritaneizai 


instead  of  being  thinner  as  in  Fig.  4.  Where  the  en  masse  suture 
is  used  there  we  find  a  little  depression  where  the  peritoneum 
comes  together,  because  the  latter  is  generally  pulled  up  a  little 
so  as  to  be  brought  in  that  position,  and  it  results,  as  I  have 
already  shown  on.  another  occasion,  in  a  development  of  hernia 
by  the  separation  of  the  surfaces  from  within  outward,  as  in  Fig. 
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5.  The  least  little  starting  point  will  give  the  intestines  an 
opportunity  to  act  as  a  wedge,  and  hernia  results. 

The  only  exception  I  ever  make  is  in  some  cases  of  tubercular 
peritonitis,  where  I  use  the  en.  masse  suture  of  silkworm  gut,  as 
in  my  experience  animal  ligature  is  often  infected  by  tubercular 
bacilli  and  abscesses  result. 

This  paper  is  intended  for  experienced  abdominal  surgeons, 
not  for  general  practitioners.  For  persons  with  little  or  no  ex- 
perience, w^lio  are  oV)liged  in  an  emergency  to  make  an  abdominal 
section,  I  think  tliat  silk  is  the  best  ligature  and  the  en  masse 
suture  is  the  most  advisable.  Silk  and  silkworm  gut  can  be 
easily  kept  or  made  aseptic,  and  for  general  practitioners  are 
undoubtedly  the  best  ligatures;  but  for  surgeons  who  have  made 
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abdominal  sections  their  lifework,  who  have  the  facilities  of  a 
hospital,  trained  nurses  and  assistants,  it  is  not  the  ideal  ligature, 
nor  is  the  en  masse  suture  the  ideal  suture.  They  should  strive 
to  make  such  a  perfect  incision  and  such  perfect  closures  of  the 
wound  that,  when  the  patient  is  well,  he  or  she  is  well  for  good, 
and  is  not  obliged  to  wear  a  cumbersome  truss,  or  walk  around 
with  a  ventral  hernia  which  is  sometimes  more  distressing  than 
the  original  disease. 

Resume. — 1.  AYith  a  small,  narrow-bladed,  sharp  knife  make 
a  clean  incision  through  the  skin  of  the  necessary  length,  and 
with  another  sweep  (or  two)  cut  through  the  linea  alba,  muscle, 
etc.  Lift  the  peritoneum  with  your  lingers,  open  it,  and  enlarge 
the  incision.  The  use  of  forceps  to  lift  the  tissues,  or  the 
grooved  directors,  is  unnecessary. 

2.  In  closing  the  abdominal  incision  use  animal  ligature,  kan- 
garoo tendon  or  catgut.  First  carefully  bring  together  the 
peritoneum  in  a  running  stitch,  then  the  transversalis  fascia,  and 
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tlie  rectus  if  the  incision  is  through  this  muscle.  Then  most 
carefully  bring  together — edge  to  edge — tlie  tendinous  insertion 
of  the  oblique  muscles.  The  loose  cellular  tissue  above  and  fat 
can  be  brought  together  in  one  or  two  tiers,  according  to  thick- 
ness. Bring  the  skin  together  carefully  with  Marcy's  cobbler's 
stitch,  thus  burying  all  your  sutures. 

3.  Then  seal  with  collodion,  and,  if  everything  connected  with 
the  operation  has  been  perfectly  aseptic,  absolute  primary  union 
will  take  place,  the  different  layers  of  the  abdominal  wall  will 
have  been  brought  together  as  nearly  as  possible  as  they  were 
in  the  first  place,  and  no  hernia  will  result. 

4.  In  cases  of  extensive  umbilical,  ventral,  or  other  hernia  it 
is  best  to  brin_g  the  peritoneum  together  with  an  overand-over 
stitch  of  kangaroo  tendon  or  catgut ;  to  make  a  flap-splitting 
operation  of  the  ring,  which  is  brought  together  with  silkworm 
gut  or  silrer  wire,  which  are  buried,  and  then  the  fat  and  skin 
are  united  with  the  buried  animal  suture. 

620  Woodward  avenue. 


ONE  YEAR'S  DEATH  RECORD  IN  CELIOTOMY.  • 


J.  H.  CAESTENS,  M.D., 
Professor  of  Obstetrics  and  Clinical  Gynecology  in  the  Detroit  College  of  Medicine,  etc., 

Detroit,  Mich. 


During  the  year  1892  I  performed  primary  abdominal  section 
on  one  hundred  and  one  cases.  Cases  requiring  the  reopening 
for  various  reasons  are  only  counted  as  one,  and  not  as  two  as  is 
sometimes  done.  Of  these  one  hundred  and  one  cases  twelve 
died. 

All  the  operations  were  performed  for  the  good  of  the 
patients,  and  the  record  of  a  low  mortality  was  not  once  enter- 
tained. Some  of  the  most  complicated  and  desperate  cases, 
which  could  only  be  saved  by  a  section,  were  operated  upon  and 
recovered  ;  only  too  many  died.     I  think  that  they  would  have 

'  This  paper  was  partly  written  last  year,  but,  on  account  of  moving,  was 
mislaid  and  only  finished  now. 
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all  died  without  such  interference.  To  operate  only  on  selected 
cases  I  think  is  unworthy  of  a  surgeon,  although  I  consider  it 
absurd  to  operate  on  a  patient  in  ariiculo  mortis.  Still,  we  all 
see  the  most  desperate  cases  recover  under  the  most  adverse 
circumstances,  and  we  should  never  despair,  but  shonld  give 
every  patient  the  benefit  of  whatever  surgical  skill  we  possess. 

Nearly  all  the  operations  were  performed  at  Harper  Hospital, 
a  few  at  St.  Mary's  and  Grace,  and  only  three  at  the  patient's 
home. 

The  various  diseases  or  pathological  conditions  for  which  the 
operations  were  performed,  the  number  of  cases,  and  the  num- 
ber of  deaths  under  each  heading  are  as  follows : 

No.  of  cases.    No.  of  deaths. 

Abdominal  hysterectomy 8 

Appendicitis 3  1 

Dermoid  tumors 3 

Extrauterine  pregnancy 4  2 

E.Kploratory  celiotomy 3 

Herniotomy 3  1 

Liver  abscess  (tubercular) 1 

Nephrectomy 1 

Ovariotomy 18  1 

Porro-Cesarean  section 2 

Pus  tubes 28  6 

Peritonitis  (tubercular) 6 

Salpingitis  and  ovaritis 16  1 

Vaginal  hysterectomy 5 

A  glance  at  the  above  list  again  shows  lis  that  pus  cases  give 
the  greatest  mortality.  Taking  them  in  alphabetical  order,  we 
have : 

Abdominal  Hysterectomy. — The  eight  cases  of  abdominal  hys- 
terectomy fortunately  all  recovered ;  some  of  them  had  extensive 
and  firm  adhesions,  so  that  the  intestines  were  torn  and  had  to 
be  sewed.  They  were  all  operated  upon  by  the  extraperitoneal 
clamp  method. 

Appendicitis. — Two  cases  recovered  ;  the  third  died  : 

Case  I. — Mrs.  E..,  35  years  of  age,  mother  of  several  children. 
3he  was  sick  for  about  ten  days  with  inflammation  of  the  bowels, 
so-called,  which  was  more  marked  and  more  painful  on  the  right 
side,  and  her  physicians  had  very  properly  diagnosed  it  as  a  case 
of  inflammation  of  the  appendix.  The  fever  had  varied  from 
100°  to  103°,  and  she  was  finally  induced  to  submit  to  an  opera- 
tion.    I  was  called,  and  found  the  patient  in  a  fairly  good  con- 
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dition,  and  thought  an  operation  was  not  only  justifiable  but 
gave  her  the  only  chance. 

The  usual  preparations  were  made,  the  patient  was  put  under 
the  intinenee  of  chloroform,  and  I  made  an  incision  in  the  usual 
manner.  On  entering  the  abdomen  1  found  it  full  of  pus,  the 
appendix  perforated  and  partly  gangrenous.  This  organ  was 
removed  and  the  abdomen  irrigated  with  sterilized  water. 

Suddenly  the  patient  ceased  breathing,  and  artificial  respiration 
was  started.  I  hastily  closed  the  abdominal  incision  and  helped 
in  the  resuscitation  of  the  patient.  Hypodermics  and  stimulants 
of  all  kinds  were  administered,  and  although  we  continued  the 
artificial  respiration  for  one  hour,  and  the  air  freely  passed  in  and 
out  of  the  lungs,  still  the  heart  would  not  beat :  the  woman  was 
dead.  Was  it  the  chloroform  ?  "Was  it  shock,  or  what  ?  I 
really  do  not  know.  She  had  taken  comparatively  little  chlo- 
roform, and  that  was  given  by  a  skilled  anesthetizer.  Still, 
suddenly  the  heart  stopped  beating ;  it  was  not  like  those  cases 
we  often  come  across,  when  respiration  ceases  and  the  heart  con- 
tinues, but  the  heart  suddenly  ceased  beating,  as  from  a  sudden 
paralysis,  and  all  artificial  respiration,  and  the  strenuous  efforts 
we  made  to  bring  her  to  life,  were  of  no  avail. 

How  such  deaths  can  be  foreseen  or  prevented  I  do  not  know. 

Dermoid  Tumors. — Three  cases  without  a  death.  This  is  a 
small  proportion  of  this  kind  of  tumor,  as  in  my  experience 
they  are  far  more  frequently  found. 

Extrauterine  Pregnancy. — Four  cases,  two  deaths.  Both 
were  nearly  in  collapse  from  hemorrhage. 

Case  II.  was  that  of  Mrs.  I.,  aged  24  years,  with  a  history  of 
long-standing  pelvic  trouble.  She  had  irregular  menstruation 
for  two  months,  and  was  suddenly  taken  with  severe  abdominal 
pain  and  faintness.  By  stimulation  and  rest  these  symptoms 
disappeared  and  in  a  week  she  was  nearly  well.  In  getting  up 
she  was  again  seized  with  severe  pain  and  inflammation,  and  I 
was  called  in  consultation.  I  diagnosed  extrauterine  pregnancy, 
sent  for  the  ambulance  and  had  her  taken  to  the  hospital,  and 
operated  on  her  May  25th.  She  was  very  weak  and  anemic. 
The  usual  incision  was  made,  the  diseased  left  tube  and  ovary 
were  removed,  and  the  hemorrhage  controlled.  The  abdomen 
was  filled  with  blood  ;  this  was  washed  out  and  quite  a  quantity 
of  water  left  in  the  abdomen.  The  incision  was  closed  by  the 
buried  tier  suture.     The  usual  stimulants — in  the  way  of  heat. 
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liypoderinics  of  whiskey,  ether,  strychnine,  and  digitaline — were 
used,  but  the  patient  became  weaker  and  died  about  twelve  hours 
after  the  operation. 

Case  III. — The  second  death  from  this  condition  was  Mrs. 
W.,  aged  28  years,  motlier  of  four  children.  For  one  year  she 
had  been  more  or  less  troubled  with  pelvic  pain;  menstruation 
skipped  a  month,  then  recurred.  Suddenly  she  was  taken  with 
severe  pain  and  faintness  and  had  to  go  to  bed.  The  family 
physician  was  called  in  and  treated  her  in  the  usual  manner — 
hot  applications  to  the  abdomen,  and  stimulants.  Her  sister, 
being  a  trained  nurse,  asked  me  to  see  her  in  consultation,  and  I 
diagnosed  extrauterine  pregnancy  and  had  her  taken  to  Harper 
Hospital  in  the  ambulance.  The  operation  was  performed 
December  lOtli  in  the  usual  manner ;  the  abdomen  was  full  of 
blood,  and  the  tube  and  ovary  were  quickly  removed,  the  abdo- 
men irrigated  and  closed. 

The  most  heroic  efforts  were  made  to  revive  her,  without  suc- 
cess. She  continued  to  become  weaker,  and  died  thirty-six 
hours  after  of  heart  failure. 

Exploratory  Celiotomy  was  made  three  times,  some  form 
of  malignant  growth  found  which  could  not  be  removed,  and 
the  abdomen  closed. 

Herniotomy. — Three  cases,  with  one  death : 

Case  I\''. — Mrs.  H.,  aged  58.  1  was  called  in  consultation 
after  she  had  been  sick  for  about  a  week.  She  had  difficulty  in 
getting  a  passage,  and  more  or  less  vomiting,  l^found  a  small  nod- 
ule in  the  risht  ffroin,  which  I  diao;nosed  as  hernia.  It  was  not 
especially  painful,  and  the  patient  most  emphatically  denied  that 
it  could  be  a  hernia,  claiming  that  she  had  had  it  for  forty 
years,  that  it  had  never  caused  her  any  trouble,  and  she  scouted 
the  idea  of  an  operation.  The  symptoms  did  not  seem  to  be 
urgent,  so  I  did  not  insist  on  an  immediate  operation,  but  sug- 
gested to  the  family  physician  some  simple  remedies  and  that 
we  would  wait  until  the  next  day.  Wonderful  to  relate,  the 
next  day  she  was  much  better,  took  a  quantity  of  food  which  she 
retained,  and  also  had  a  passage  from  the  bowels.  But  in  an- 
other twenty-four  hours  all  the  old  serious  symptoms  recurred. 
I  insisted  on  an  operation,  had  Jier  taken  to  Harper  Hospital, 
and  operated  on  her  December  14th.  Then  her  temperature 
was  only  99^°  (sometimes  it  went  up  to  a  little  above  100°).  In 
cutting  down  and  opening  the  sac  a  knuckle  of  the  intestine  was 
33 
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found  gangrenous  and  absolutely  destroyed.  Dr.  II.  O.  "Walker 
had  just  received  a  new  Murphy  button,  for  which  I  sent,  thus 
delaying  the  operation  for  a  few  minutes.  About  eight  inches 
of  the  intestine  were  removed  and  the  button  applied  inj^the 
usual  manner,  the  sac  resected,  and  the  incision  closed  in  tiers. 
The  patient  did  not  rally ;  siie  gradually  sank,  and  died  in 
twelve  hours  after  the  operation. 

Liver  Abscess  {Tnhercular)  in  a  small  child  which  recovered. 
The  liver  was  stitched  to  the  abdominal  incision  and  the  abscess 
opened  two  days  afterward. 

Nephrectomy. — I  had  only  one  case,  large  sarcomatous  kid- 
ney, which  promptly  recovered  and  the  patient  is  living  to-day. 

Ovariotomy. — Included  all  kinds  of  ovarian  cysts,  from  the 
size  of  an  ordinary  orange  to  forty-pound  tumors.  Fortunately 
for  the  patients,  we  seldom  see  the  large  tumors  now,  but  operate 
on  them  early.     The  only  case  1  lost  was : 

Case  Y. — Mrs.  R.,  aged  48,  mother  of  seven  children.  She 
had  a  tumor  growing  for  two  years,  and  was  too  poor  to  come  to 
the  hospital  to  have  it  operated  upon.  She  lived  one  hundred 
miles  from  here  and  in  the  country,  l)ut  finally  came  to  St. 
Mary's  under  my  care.  I  found  a  large  ovarian  tumor  reaching 
up  the  right  side  under  the  ribs,  and  I  operated  on  her  Novem- 
ber 1-ith.  The  tumor  was  multilocular,  was  adherent  on  the 
right  side  up  to  the  diaphragm,  was  attached  to  the  liver,  stom- 
ach, and  extensively  to  the  intestines.  It  was  a  very  formidable 
operation  and  took  over  an  hour.  There  was  serious  oozing 
from  many  points,  which  could  not  be  stopped  ;  the  patient 
never  rallied  thoroughly,  and  died  the  next  day. 

Porro- Cesarean  Section. — Both  cases  fortunately  recovered 
and  have  already  been  reported. 

Pus  Tubes. — Under  this  heading  the  largest  mortality  occurs. 
The  first  abdominal  section  I  did  in  the  year  was  January  3d  : 

Case  VI. — Mrs.  L.,  aged  45  ;  addicted  to  the  excessive  use  of 
morphia  and  whiskey.  She  had  the  most  excruciating  pains  in 
the  abdomen,  which  it  took  immense  doses  of  morphine  to  re- 
lieve— that  is,  hypodermics  of  one  grain  frequently  repeated. 
The  operation,  done  in  the  usual  manner,  was  followed  by 
severe  shock.  Still  she  seemed  to  improve,  but  became  intensely 
jaundiced  five  or  six  hours  after  the  operation.  She  gradually 
sank  and  died  in  forty-six  hours. 

In  this  case,   fortunately,  a  post-mortem  could  be  and  was 
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made,  and  we  found,  as  I  had  diagnosed  before,  gall  stones,  one 
of  whicli  was  embedded  in  the  gall  duct.  No  cause  of  death 
could  be  found.  Her  temperature  never  reached  100°,  and  I 
never  could  make  up  my  mind  what  was  the  real  cause  of  death. 
Was  it  the  jaundice? 

Case  YII.  was  that  of  Mrs.  K.,  aged  32,  mother  of  four 
children.  She  was  a  very  hysterical  woman  and  had  repeated 
attacks  of  so-called  pelvic  cellulitis.  On  examination  I  found  a 
large  pus  tube  with  a  retroverted  uterus.  I  told  her  the  only 
chance  was  to  remove  the  diseased  tube  and  ovary,  and  stitch  the 
stump  in  the  anterior  abdominal  wound.  She  went  to  Harper 
Hospital,  and  I  operated  April  lith  in  the  usual  manner,  stitch- 
ing the  stump  of  the  left  tube  in  the  lower  angle  of  the  wound. 
The  wound  was  closed  in  layers  or  tiers  in  the  usual  manner 
with  kangaroo  tendon.  She  got  along  splendidly  for  six  days, 
and  everything  seemed  favorable,  when  all  at  once  the  tempera- 
ture, which  had  been  normal,  jumped  to  103°.  I  thought  she 
might  have  a  stitch  abscess,  and  carefully  examined  the  wound, 
but  could  find  nothing  ;  the  union  was  perfect  by  first  inten- 
tion. The  abdomen  was  perfectly  flat ;  she  was  a  thin  woman 
and  an  ideal  case  for  operation  and  examination.  The  tempera- 
ture for  the  next  twenty-four  hours  varied  from  103°  to  104°, 
and  still  the  most  careful  examination  of  the  wound  revealed 
nothing.  I  decided  to  reopen  her  for  the  purpose  of  getting  at 
the  trouble.  In  opening  the  old  wound  everything  seemed  all 
right  until  I  got  to  the  rectus,  when  I  struck  a  large  pus  cavity 
which  seemed  to  be  between  the  peritoneum  and  the  rectus  and 
contained  about  two  ounces  of  pus.  This  was  carefully  cleansed 
with  peroxide  of  hydrogen,  the  wound  partly  closed  and  drained 
with  gauze  drain.  The  patient  gradually  sank  and  died  on  the 
eighth  day. 

In  this  case  I  made  up  my  mind  that  the  sepsis  came  from 
that  end  of  the  tube  between  the  place  where  it  was  ligated  and 
cut  off;  that  in  this  little  cavity  there  were  some  germs  which 
developed  and  started  this  pus,  septicemia,  and  death. 

Xow,  this  case  has  taught  me  two  lessons.  The  first  was,  to 
try  and  entirely  remove  the  lining  membrane  of  the  tube  when- 
ever I  stitched  it  in  the  abdominal  wound.  This  is  even  a  good 
plan  when  it  is  dropped  back  into  the  peritoneum.  Still,  the 
peritoneum  seems  to  have  wonderful  powers  for  taking  care  of 
some  germs. 
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The  second  lesson  was  to  not  only  stitch  the  stump  to  the 
peritoneum  and  cellular  tissue,  hut  to  leave  it  long  enough  so 
that  it  will  reach  to  the  external  skin  ;  then  if  an  abscess  forms 
along  the  track  of  the  stump  of  the  tube  it  will  necessarily  first 
show  itself  beneath  the  skin  and  can  be  opened  without  much 
trouble. 

Case  YIII. — A  friend  I  had  known  for  many  years.  Some 
five  or  six  years  ago  she  was  taken  with  a  cough,  became  much 
emaciated,  and  was  thought  to  have  consumption.  She  was 
treated  by  the  most  able  specialists,  who,  however,  could  find 
no  lung  trouble,  only  a  slight  catarrhal  bronchitis.  She  asked 
me  several  times  about  her  case,  but  I  always  told  her,  in  a 
jocose  manner,  she  must  go  to  some  other  doctor,  as  her  trouble 
was  not  in  my  line.  She  travelled  South  and  East  and  West, 
but  steadily  got  worse,  until  finally  she  was  taken  to  her  bed. 

At  this  time  pelvic  trouble  developed — that  is,  she  had   a 
great  deal  of  pain  in  the  pelvic  region,  and  she  was  treated  for 
months  with    douches,  tampons,    blisters,   and   iodine.     I   was 
called  in  consultation  and  examined  her.     All  at  once  the  whole 
case  was  cleared  :  this  woman  had  two  large  pus  tubes,  which 
were  the  cause  of  all  her  troubles.     A  septicemia  was  mistaken 
for  consumption,  and  I  felt  like  a  sinner  in  not  having  examined 
her  five  or  six  years  previously,  when  she  asked  me,  for  then  she 
was  in  a  comparatively  excellent  condition,  while  now  she  was 
at  the  verge  of  the  grave.     An  immediate  operation  was  the 
only  chance,  which  was  performed  May  10th.     Both  tubes  were 
filled  with  pus  ;  one  was  of  an  enormous  size — five  inches  long 
and  four  inches  across.     The  abdomen  was  thoroughly  irrigated, 
but  no  drainage  tube  was  used,  as  the  tubes  did  not  rupture. 
She  did  very  well  for  six  or  seven  days,  when  fever  developed 
and  increased.     There  came  a  little  discharge  from  the  wound 
in  the  abdomen,  the  edges  became  gangrenous,  and  this  gradu- 
ally increased  until  the  whole   incision  was  involved.     It   was 
thoroughly  cleansed    with  peroxide  of  hydrogen,  but  without 
benefit.     The   abdomen  and  pelvis  seemed  all  right,  and  the 
whole  trouble   seemed  to  be  in  the  wound  itself;  this  finally 
gaped  and  was  held  together  with  adhesive  plaster.     The  pa- 
tient gradually  sank,  and  died  the  tenth  day  from  what  I  would 
call  a  secondary  sepsis. 

Case  IX. — Mrs.  J.,  aged  30,  mother  of  three  children  ;  was 
t.iken  with  frequent  attacks  of  pelvic  peritonitis,  and  the  opera- 
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tion  was  performed  September  6tli.  Extensive  adhesions,  pro- 
found shock,  and  sinking  and  death  in  thirty-six  hours. 

Case  X. — Mrs.  D.,  aged  34,  no  children.  She  had  had  twelve 
or  fifteen  attacks  of  inflammation  of  the  bowels  during  the  last 
twelve  years.  Menstruation  regular  but  painful  ;  profuse  leu- 
corrhea.  A  very  active,  industrious  woman,  who,  as  soon  as 
she  was  over  an  attack,  would  be  hustling  around  very  actively. 
I  found  two  large  pus  tubes,  and  operated  October  24th.  Found 
extensive  adhesions.  Irrigation,  drainage  ;  but  high  fever  de- 
veloped, and  death  resulted  the  sixth  day  from  sepsis. 

Case  XI. — Mrs.  B.,  aged  33,  had  a  large  cavity  in  her  right 
lung  at  one  time,  and  was  comparatively  cured  by  Dr.  Shurly. 
She  always  had  more  or  less  pelvic  trouble  and  dysmenorrhea, 
which  had  been  much  intensified  by  a  fall  received  some  months 
ago.  I  found  the  ovaries,  tubes,  and  everything  matted  together. 
Operation  December  3d.  There  was  nothing  unusual  about  the 
operation.  She  got  along  well  until  the  sixth  day,  when,  during 
the  night,  she  was  taken  with  sudden  difficulty  of  breathing  and 
a  numbness  on  the  left  side  of  her  body.  The  house  physician 
administered  some  simple  remedies  and  she  seemed  better.  An 
hour  later  she  had  another  severe  spell,  and  before  the  house 
physician  could  get  to  her  room  she  was  dead.  I  was  sorry  that 
we  could  not  get  a  post-mortem  examination,  but  she  evidently 
died  of  embolism. 

Txibercular  Peritonitis. — All  recovered,  although  two  have 
since  died  of  pulmonary  tuberculosis. 

Salpingitis  a/nd  Ovaritis. — One  death,  and  a  most  sad  case  it 
was: 

Case  XII. — Mrs.  I.,  aged  35,  mother  of  three  children  ;  has 
had  ovarian  and  uterine  trouble  for  many  years,  and  has  been 
treated  by  a  most  skilled  gynecologist  in  a  most  orthodox  man- 
ner. I  found  the  tubes  and  ovaries  diseased,  enlarged,  and 
adherent,  and  a  suspicion  of  cancer  of  the  uterus.  As  all  kinds 
of  treatment  had  failed,  I  could  only  recommend  removal  of  the 
uterine  appendages,  and  she  was  operated  on  March  2d  in  the 
usual  manner.  The  operation  was  comparatively  easy,  and  when 
it  was  finished  I  wanted  to  remove  some  of  the  mucous  mem- 
brane of  the  womb  for  the  purpose  of  examination  for  cancer. 
I  found  some  trouble  in  getting  the  uterus  in  the  field  of  the 
speculum,  and  I  had  to  hook  it  up.  This  was  a  fatal  mistake,  as 
the  pulling  of  the  uterus  evidently  loosened  the  ligatures,  and 
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she  was  taken  with  secondary  hemorrhage.  I  saw  lier  in  the 
earl}'  part  of  the  evening ;  her  pulse  was  weak  and  very  rapid, 
and  she  had  become  very  faint.  I  called  in  Dr.  Walker,  who 
agreed  with  the  diagnosis  and  that  immediate  reopening  would 
be  her  only  chance.  I  quickly  got  my  own  instruments,  re- 
opened, and  found  the  ligature  had  slipped  off,  as  we  suspected, 
and  the  abdomen  contained  considerable  blood.  The  stump 
was  quickly  and  securely  tied  and  the  abdomen  washed  out, 
partly  tilled  with  water,  and  the  wound  closed.  The  loss  of 
blood  did  not  seem  very  extensive — not  nearly  so  much  as  we 
often  find  in  cases  of  extrauterine  pregnancy.  The  patient 
seemed  to  rally.  We  gave  her  beef-tea  enema,  hypodermics  of 
whiskey  and  other  stinmlants  were  administered,  and  everything 
done  that  could  relieve  the  patient.  Everything  was  done  except 
transfusion,  for  the  difficulties  and  the  lamentable  results  of 
transfusion  in  other  cases  deterred  ns  from  making  use  of  it. 
Nor  did  it  seem  necessary,  as  the  patient  seemed  to  rally  as  soon 
as  we  had  tied  the  stump  (thus  stopping  the  bleeding)  and  irri- 
gated the  abdomen. 

I  left  her  after  midnight,  thinking  she  would  get  along,  but  in 
the  early  morning  she  suddenly  sank  and  died  of  heart  failure 
before  I  could  get  to  the  hospital. 

This  is,  I  think,  the  saddest  case  in  my  experience,  as  the 
patient  came  from  another  State  and  submitted  to  an  operation 
without  the  knowledge  of  her  husband,  of  which  I  was  not 
aware,  as  I  would  have  refused  to  operate  had  I  known  it. 

Vaginal  Hysterectomy. — The  cases  under  this  heading,  for- 
tunately, all  recovered. 

Resume. — Consequently  we  have  the  following  causes  of 
death : 

No.  of  cases. 

1.  Chloroform  (?) 1 

2.  Embolism 1 

3.  Heart  failure  (primary  hemorrhage) 2 

4.  Secondary  hemorrhage  1 

5.  Sepsis 3 

6.  Shock 3 

7.  Unknown  (jaundice) 1 

12 

Wliether  the  first  case  died  from  chloroform,  pure  and  simple, 
or  from  sudden  paralysis  of  the  heart,  I  do  not  know ;  and  I  do 
not  see  how  we  can  prevent  the  occurrence  of  such  cases. 
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Embolism  (Case  XL):  Was  the  diagnosis  correct?  It  was 
based  upon  the  general  symptoms  and  could  not  he  veriiied  by 
the  post-mortem.  In  such  cases  the  cause  of  death  is  unforeseen 
and,  as  far  as  I  know,  unavoidable. 

Heart  Failure  (Cases  II.  and  III.). — The  two  cases  of  extra- 
uterine pregnancy  died,  I  think,  of  heart  failure.  You  certainly 
could  not  call  it  shock,  although  the  administration  of  an  anes- 
thetic and  the  operations  might  have  caused  shock  ;  still,  they  did 
not  seem  to.  To  perform  such  an  operation,  as  a  rule,  requires 
(in  such  exsanguinated  patients)  but  a  very  small  quantity  of  an 
anesthetic,  and  the  operation  can  be  performed  in  a  very  few 
minutes.  The  patient's  heart  simply  becomes  weaker  and  weak- 
er, and  finally  ceases.  I  would  not  call  that  shock,  because  shock, 
as  a  rule,  comes  on  suddenly  when  the  patient  has  been  com- 
paratively in  a  good  condition. 

Secondary  hemorrhage  (Case  XII.)  is  inexcusable  and  should 
never  occur.  We  know  more  about  it  to-day  ;  we  can  diagnose 
it  early  by  keeping  careful  half-hourly  record  of  the  pulse,  and 
we  can  treat  it  successfully  now  by  the  subcutaneous  injection 
of  saline  solutions.  By  the  latter  method  we  can  sometimes 
save  a  case. 

Sejpsis  (Cases  YII.,  YIII.,  and  X.). — The  question  is,  was  the 
sepsis  caused  or  intensified  by  the  operation  ?  These  patients 
were  already  septic,  but  certainly  much  more  so  after  the  opera- 
tion. The  one  case  wliere  I  made  the  ventral  fixation  would 
have  been  saved,  if  early  detected,  by  the  use  of  the  drainage 
tube,  because  the  pus  would  have  escaped  along  the  track  of  the 
tube.  But  when  the  uterus  is  stitched  to  the  anterior  abdomi- 
nal wall  I  do  not  like  to  use  the  drainage  tube. 

The  second  case  also  is  a  different  case  from  the  usual  run. 
It  seems  that  the  abdominal  incision  was  infected  ;  still,  the  tubes 
did  7iot  rupture,  and  for  that  reason  I  did  not  use  drainage.  It 
might  be  that  I  myself,  my  assistants,  or  the  nurses  infected  the 
patient  with  some  different  septic  material  from  that  which  she 
carried  in  her  own  pelvis. 

The  third  case  certainly  was  acute  sepsis — that  is,  absorption 
from  raw  surfaces  made  by  our  knife,  or  by  breaking  up  adhe- 
sions when  removing  the  sac. 

But  why  should  we  have  such  cases  of  acute  sepsis  caused  by 
our  interference  i  Why  should  absorption  by  some  of  the  raw 
surfaces  which  we  produce  take  place?     Why  should  this  occur 
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in  some  cases,  while  in  otlier  eases  the  most  extensive  adhesions 
are  separated,  tlie  tube  ruptured,  the  pus  comes  in  contact  with 
raw  surfaces  tliroughout,  and  no  serious  results  ensue  (  I  am 
now  carrying  out  some  experiments  that  I  think  will  explain 
this  by  showing  different  results  in  the  different  kinds  of  germs 
present  in  the  pus. 

Shock  (Cases  IV.,  Y.,  and  IX.)  comes  on  suddenly,  when  the 
patient  is  in  a  comparatively  good  condition  with  strong  action 
of  the  heart. 

We  operate  on  him  or  her,  and  have  a  very  difficult  operation, 
extensive  adhesions,  considerable  loss  of  blood,  prolonged  anes- 
thesia; and  when  the  operation  is  tinished  we  find  our  patient 
cold,  very  feeble,  with  imperceptible  pulse  and  very  poor  capil- 
lary circulation — I  call  it  shock.  And  if  it  is  impossible  to  revive 
the  patient  thoroughly,  he  gradually  becomes  weaker  and  weaker 
and  dios,  I  call  it  a  death  from  shock.  The  patient  really  dies 
of  heart  failure,  you  might  say,  the  heart  becoming  weaker  and 
weaker,  but  this  is  due  to  some  central  nervous  lesion.  Shock 
cannot  always  be  prevented ;  we  frequently  find  cases  which  we 
think  are  going  to  be  easy,  but  turn  out  "VQrj  difficult. 

In  a  well-equipped  operating  room  there  is  less  shock,  because 
all  the  facilities  are  at  hand  to  prevent  shock  and  to  relieve  it  if 
it  exists. 

Unknown  (Case  YL). — I  really  cannot  explain  what  the  cause 
of  death  was.  The  bile  may  have  had  some  destructive  action 
on  the  blood. 

At  special  request  I  have  not  mentioned  the  names  of  the 
family  physicians  nor  some  of  the  dates,  so  that  the  cases  cannot 
be  identified.  Six  or  seven  of  these  cases  should  have  lived, 
and  probably  would  to-day  with  our  better  knowledge  of  tech- 
nique and  better  facilities  for  overcoming  primary  and  secondary 
hemorrhages  and  shock. 

These  cases  also  teach  that  the  hot  weather  is  not  only  no 
counterindication,  but  during  this  time  we  can  show  better  re- 
sults. I  lost  no  case  from  May  25th  to  September  6th,  a  period 
of  three  months  and  a  half,  performing  thirty-six  operations 
during  this  time,  and  some  of  them  very  desperate.  They  all 
recovered,  so  that  my  record  was  very  good  until  the  last  month 
of  the  year,  which  spoilt  all  the  previous  good  work. 

620  Woodward  avenue. 
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CATHETERIZATION  OF  THE  FALLOPIAN  TUBES. 


LLEWELLYN  ELIOT,  A.M.,  M.D., 
Washington,  D.  C. 


The  possibility  of  catheterization  of  the  Fallopian  tubes  has 
been  denied  and  ridiculed  time  after  time,  and  it  may  appear 
foolhardy  for  any  one  to  even  hint  at  such  a  possibility  being  an 
established  fact.  Denial  and  ridicule  are  not  argument  in  this 
matter,  nor  will  argument  founded  uj3on  theory  alone  refute. 
Removal  of  the  tubes  was,  not  many  years  ago,  an  operation  of 
magnitude.  To-day  every  town  has  its  laparatomist ;  hundreds 
and  thousands  of  operations  for  their  removal  have  been  per- 
formed. Still  there  are  cases  which  are  not  benefited  by  the 
operation,  and  they  are  a  source  of  annoyance  and  mortification 
to  the  operator.  Not  that  the  operation,  as  an  operation,  has  not 
been  a  success,  but  the  operator  has  promised  more  than  w^as 
judicious.  The  desire  to  pile  up  a  record  too  many  times  rules 
the  operator.  Tlie  propositions  I  desire  to  discuss  are :  1.  It  is 
possible  to  catheterize  the  Fallopian  tubes.  2.  The  possibility 
being  established,  the  attempt  to  treat  cases  of  diseased  tubes 
by  applications  made  directly  to  their  surfaces  is  justifiable. 

To  show  the  possibility  of  the  operation  it  will  be  necessary 
to  refer  to  the  location  of  the  tubes  and  their  anatomy.  A 
glance  at  any  good  drawing  of  the  uterus  will  show  its  external 
shape  to  be  pyriform  ;  its  internal  surface  at  the  superior  por- 
tion composed  of  segments  of  circles,  the  convexity  pointing  to 
the  cavity  ;  its  length  is  generally  stated  to  be  three  inches, 
breadth  two  inches,  and  the  walls  one  inch  thick.  At  the  upper 
portion  of  the  body,  upon  each  side  at  the  points  where  the 
superior  and  side  convexities  would  touch,  we  find  the  opening 
of  the  Fallopian  tube.  The  tubes  are  about  four  inches  in 
length,  occupying  the  free  margin  of  the  broad  ligament,  and 
Gray  states:  "  Its  canal  is  exceedingly  minute  and  commences  at 
the  superior  angle  of  the  uterus  by  a  minute  orifice,  the  ostium 
'  Read  before  the  Washingtoa  Obstetrical  and  Gynecological  Society. 
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internuiu,  which  will  hardly  admit  a  fine  bristle ;  it  continues 
narrow  along  the  inner  half  of  the  tube,  and  then  gradnally 
widens  into  a  trumpet-shaped  extremity  which  becomes  con- 
tracted at  its  termination."  '  Of  the  internal  or  raucous  coat, 
wliicli  is  a  continuation  of  the  uterine  mucous  lining,  he  says  : 
"  It  is  thrown  into  longitudinal  folds  in  the  outer  part  of  the 
tube,  which  indicate  its  adaptation  for  dilatation,  and  is  covered 
by  columnar  ciUated  epithelium."  ''  Savage  states,  in  describing 
a  plate  of  a  median  section  of  the  uterus  through  the  Fallopian 
tubes  :  "  e,  uterine  aperture  of  the  canal  of  the  Fallopian  tubes, 
scarcely  admitting  the  finest  bristle."  '  Here  we  have  state- 
ments based  upon  anatomical  studies.  I  shall  now  quote  from 
other  authors  to  sustain  my  first  proposition.  Fritsch,  while 
writing  upon  the  use  of  the  sound  in  uterine  examination, 
states:  "Two  noteworthy  circumstances  that  may  occur  during 
sounding  remain  to  be  mentioned  :  1.  The  sounding  of  the 
tiibes.  If  the  uterine  opening  of  the  tube  be  wide,  and  the 
uterus  be  placed  somewhat  obliquely  so  that  the  knob  of  the 
sound  is  directed  to  the  tubal  ostium,  the  sound  may  glide  into 
tlie  tube  and  pass  through  it.  Although  these  cases  are  rare, 
they  are  still  possible  and  authenticated."  '  In  dealing  with 
general  therapeutics  he  speaks  of  intrauterine  injection,  and 
then:  "We  have  seen  above  that  the  tubes  may  be  sounded. 
Therefore,  should,  in  one  of  these  extremely  rare  cases,  the 
syringe  enter  the  tube  and  injection  be  practised  with  great 
force,  fluid  could  of  course  be  driven  into  and  through  the 
tube.  Danger  would  even  then  be  possible  if  the  injected  fluid 
were  to  displace  a  pathological  tubal  secretion  and  crowd  it  into 
the  peritoneal  cavity.  But,  as  we  said  above,  with  care  this  is 
impossible."  ^  Hart  and  Barbour,  after  stating  the  "  lumen 
barely  admitting  a  bristle,"  °  go  on  and  say  :  "  Catheterization 
of  the  Tubes. — In  certain  undoubted  cases  the  uterine  sound 
has  been  passed  along  the  Fallopian  tube,  while  in  others  the 
supposed  sounding  of  the  tube  has  been  really  the  perforation 
of  the  uterine  wall."'  Thomas  writes :  "Some  authors  have 
thought  that  they  had  succeeded  in  passing  the  uterine  sound 
through  the  tube  into  the  peritoneal  cavity.  Cases  apparently 
proving  this  fact  have  been  reported  by  Hildebrandt,  Yeit, 
Matthews  Duncan,  Noeggerath,  Thomas,  and  others.  It  is  a 
question  whether  in  those  cases  the  sound  really  entered  the 
dilated  tube,  or  whether  the  soft,  pulpy  fundus  uteri  was  not 
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perforated  by  the  instrument." '  At  the  Ninth  International 
Medical  Congress,  held  in  Washington,  More  Madden  presented 
a  paper  "On  the  Treatment  of  Sterility  in  Women,"  in  which, 
when  discussing  ovarian  and  tubal  sterility,  he  wrote:  '"  It  would 
seem  to  me  quite  as  rational  to  amputate  the  breast  for  an  ordi- 
nary mammary  abscess  as  to  remove  the  Fallopian  tubes  merely 
because  they  may  be  the  seat  of  serous  or  purulent  exudations. 
In  many  cases  of  the  latter  there  is,  as  I  can  vouch  from  clinical 
experience,  no  impossibility  of  reaching  and  removing  the 
collection,  whether  a  hydro-  or  a  pyosalpinx,  by  aspiration  or 
in  some  instances  by  catheterization  of  the  diseased  Fallopian 
tubes.  Many  years  ago,  having  occasion  to  use  the  sound  in  a 
patient  suffering  from  dysmenorrhea  and  a  long  time  sterile,  I  was 
surprised,  there  being  no  enlargement  of  the  uterus,  to  find  the 
sound  pass  in  up  to  the  handle,  and  that  it  had  obviously  entered 
the  right  Fallopian  tube.  A  year  subsequently  that  lady  gave 
birth  to  her  first  child,  after  eight  years  of  married  life.  Since 
then  I  have  repeatedly  succeeded  in  accomplishing  what  in  the 
first  instance  was  but  a  happy  accident,  and  more  than  once 
with  a  similar  result.  Hence  I  invariably  endeavor  to  impress, 
by  clinical  demonstration,  on  those  who  attend  my  hospital 
practice  the  too  generally  ignored  fact  that  the  catheterization 
of  the  Fallopian  tubes,  when  employed  by  a  practised  hand  and 
with  due  caution,  is  a  feasible,  and  in  some  instances  may  prove 
an  effectual,  method  of  treating  certain  cases  of  dysmenorrhea 
and  sterility  otherwise  incurable."" 

Bigelow,  at  the  same  meeting,  in  a  paper  entitled  "  Conser- 
vative Gynecology,"  made  the  following  remark  :  "  I  would  also 
like  to  ask  why  it  may  not  be  possible,  in  some  of  these  cases 
which  dribble  into  the  vagina,  to  catheterize  the  tube,  as  sug- 
gested by  Dr.  Kelly,  and  thus  give  free  exit  to  the  irritating 
fluid.  It  is  not  improbable  that  in  the  near  future  means  will 
be  found  to  reach  the  disease  by  medicines  and  local  treatment. 
I  am  quite  one  with  Dr.  Coe  in  believing  that  vastly  more  ute- 
rine appendages  are  removed  than  pathological  changes  re- 
quire." '"  Clarke,  at  the  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists  in  Washington,  read  a  paper, 
"  Treatment  of  Certain  Cases  of  Salpingitis,"  in  which  he 
wrote  :  "  When  called  to  cases  in  which  the  gonococci  have  gone 
beyoii  I  th3  uterus,  I  have  succeeded  in  several  instances  in  passing 
the  uterine  sound  and  probe  into  the  Fallopian  tubes,  using  the 
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tincture  of  iodine  as  an  application  to  these  parts,"  "  lie  cited 
eases  so  treated. 

In  February,  1892,"'  I  published  ray  first  experience  with  this 
method  of  treatment,  and  have  never  had  cause  to  regret  its 
application  to  other  cases.  Others  have  had  a  likf  experience, 
but  I  shall  not  quote  further.  I  have,  I  think,  proved  by 
Madden,  Clarke,  and  my  own  record  my  tirst  proposition  :  It 
is  possible  to  catheterize  the  Fallopian  tubes.  This  being 
j)roved,  the  second  proposition  becomes  self-evident.  Now, 
although  these  propositions  have  l)een  proved,  it  does  not  follow 
that  in  every  case  we  will  succeed  in  our  attempt,  nor  that  it  is 
free  from  danger.  One  essential  point  is  dilatation  of  the  cer- 
vix ;  gentleness,  care,  and  patience  will  complete  the  operation. 

Cases  of  salpingitis,  hydro-  and  pyosalpinx,  which  refuse  ope- 
ration, are  those  to  which  this  metliod  is  applicable  ;  but  I  would 
not  have  it  understood  that  I  oppose  surgical  interference  in 
cases  willing  and  suitable  for  an  operation.  As  the  treatment 
of  these  cases  is  not  included  in  the  title  of  my  paper,  I  shall 
not  enter  into  its  consideration. 
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CATHETERIZATION  OP  THE  FALLOPIAN  TUBES. 


WILLIAM  P.  CARR,  M.D., 
Washington,  D.  C. 


"We  cannot  doubt  the  possibility,  in  some  cases,  of  catheteriz- 
ing  the  Fallopian  tubes,  as  so  many  gynecologists  have,  upon 
various  occasions,  accidentally  passed  a  sound  into  one  or  the 
other  tube.  I  have  myself,  in  three  different  women,  passed  an 
ordinary  uterine  sound  at  least  an  inch  and  a  half  into  the  tube, 
but  was  in  each  instance  unable  to  pass  it  into  the  tube  of  the 
opposite  side.  The  first  case  was  a  patient  in  the  dispensary 
service  of  Columbia  Hospital.  Passing  a  sound  into  her  uterus, 
I  found  that  it  entered  two  and  a  half  inches  before  coming  in 
contact  with  the  fundus,  and  that  by  turning  it  to  the  left  it 
readily  passed  to  four  and  a  half  inches.  I  thought  at  first  it  was 
in  a  cornu  of  the  uterus,  and  searched  carefully  the  opposite 
side  to  determine  whether  it  was  a  bicornate  or  unicornate  ute- 
rus. I  was  unable  to  pass  it  on  the  right  side  more  than  two  and 
a  half  inches,  and  afterward  convinced  myself,  by  bimanual  and 
rectal  examination,  that  the  sound  had  passed  into  the  Fallopian 
tube,  and  that,  if  any  cornu  of  the  uterus  existed,  it  was  practi- 
cally nothing  more  than  a  dilated  tube.  Dr.  Joseph  A.  Horigan 
discovered  a  similar  case,  which  he  called  me  in  to  see,  and  I 
have  recently  had  one  in  my  oflice.  In  each  of  these  three  cases 
I  passed  a  sound  on  several  occasions  into  the  tube,  and  was  able 
to  feel  the  end  of  the  sound  in  the  tube  with  a  finger  in  the 
rectum.  Such  cases,  however,  must  be  rare.  We  know  that 
usually  the  normal  opening  of  the  tube  into  the  uterus  is  scarcely 
large  enough  to  admit  a  knitting  needle.  I  have  often  demon- 
strated to  students  in  the  dissecting  room  the  opening  uf  the 
tube  into  the  uterus,  and  have  usually  found  it  not  larger  than 
a  stout  horsehair,  and  have  had  some  difiiculty  in  passing  into  it 
a  probe  made  of  a  hairpin,  even  with  the  opening  in  full  view. 

•  Read  before  the  Washington  Obstetricarand  Gynecological  Society. 
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We  must  admit  that  in  some  cases  the  tubes  can  be  catheter- 
ized  or  sounded,  and  that  those  cases  are  rare. 

The  points  of  most  interest  to  me  in  this  connection  are,  first, 
the  determination  of  what  cases  are  suitable  for  the  operation ; 
secondly,  what,  if  any,  dangers  attend  it ;  and  thirdly,  what 
benefits  may  be  expected  from  it  in  such  cases. 

In  order  to  pass  a  sound  into  the  tube  it  is  self-evident  that 
the  tube  must  be  large  enough  to  admit  the  sound  without  the 
use  of  force;  and  no  sound  or  probe  less  than  one- eighth  of  an 
inch  in  diameter  at  the  point  should  under  any  circumstances 
be  used,  as  the  danger  of  passing  it  through  the  uterine  wall 
would  be  too  great.  I  have  seen  so  many  pockets  made  in  the 
male  urethra  by  sounds  even  much  larger  that  1  must  especially 
emphasize  this  point.  I  do  not  believe  the  most  delicate  touch 
could  distinguish  between  passing  a  small  instrument  into  a  tightly 
fitting  tube  and  passing  it  through  a  softened  and  inflamed  uterine 
wall  or  through  the  M'all  of  a  crooked  tube.  I  show  you  to-night 
a  perfectly  fresh  tube,  softened  by  disease,  convoluted  and  con- 
stricted in  places,  dilated  with  pus  in  other  places,  and,  as  you 
see,  it  is  easier  to  pass  a  small  i^robe  through  its  walls  than 
through  its  lumen  and  requires  less  force.  We  never  know  the 
condition  of  the  tube  we  are  operating  ujjon,  and,  unless  we  do 
the  operation  always  as  if  dealing  with  a  softened  and  convoluted 
tube,  it  is  too  dangerous  to  be  tolerated.  The  tube,  then,  must 
be  large  enough  to  admit  a  probe  at  least  one-eighth  of  an  inch 
in  diameter — a  thing  that  rarely  occurs  in  health.  Is  it  possible 
that  disease  may  enlarge  the  calibre  ?  If  so  it  is  contrary  to  the 
action  of  inflammation  in  other  canals  of  a  similar  nature. 

Gonorrhea  does  not  dilate  the  urethra,  and  does  not  dilate  the 
Fallopian  tube  except  by  filling  it  with  pus  after  closing  both 
ends  by  swelling  or  adhesions.  This  is  well  shown  in  the  collec- 
tion of  tubes  that  I  present  for  your  inspection. 

But  not  only  must  we  have  a  large,  patulous  tube  for  sounding, 
we  must  have  a  proper  curve  to  the  uterine  canal  so  that  a  curved 
sound  may  be  introduced.  If  the  uterine  canal  is  long  and 
straight,  an  instrument  so  curved  as  to  pass  to  the  right  or  left 
and  enter  the  tube  could  not  be  introduced  into  it ;  and  the  tube 
must  come  off  from  the  uterus  at  a  proper  angle  to  admit  the 
sound,  or  else  be  free  from  adhesions  so  as  to  accommodate  it- 
self to  the  curve  of  the  sound  as  it  enters.  Nine  times  out  of 
ten  we  know  that  the  inflamed  tube  is  fixed  by  adhesions  and 
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drops  downward  from  the  side  of  the  uterus,  so  that  a  sound  to 
enter  it  would  liave  to  be  bent  like  a  shepherd's  crook — a  shape 
rendering  it  impossible  of  introduction  into  the  uterus. 

We  must  have,  then,  a  combination  of  an  abnormally  large 
tube,  a  normally  curved  uterus,  and  a  normally  curved  or  free 
tube,  or  a  tube  distended  with  fluid  near  its  uterine  extremity, 
in  order  to  make  the  operation  possible  within  the  limit  of 
safety.  How  often  can  we  hope  to  find  these  conditions  ful- 
filled ?  Not  once  in  a  hundred  times,  assuredly.  Not  once  in 
five  hundred,  I  believe. 

In  chronic  disease  of  the  tubes  they  are  always  contorted  and 
adherent,  and  usually  contain  small  collections  of  pus  shut  off  by 
constriction  or  frequently  by  entire  obliteration  of  the  lumen  of 
the  tube.  We  must  look,  then,  to  acute  cases,  with  collections  of 
fluid  or  pus  in  the  uterine  end  of  a  tube  of  abnormally  large 
calibre,  and  held  there  by  recent  adhesions  or  some  soft  plug  of 
mucus  or  inspissated  pus,  as  the  only  suitable  ones  for  catheter- 
ization. 

Of  course  we  cannot  determine  beforehand  whether  all  these 
conditions  are  fulfilled  or  not ;  but  if  a  possible  case  presents 
itself  there  can  be  no  objection  to  trying  to  introduce  the  sound 
or  catheter  before  resorting  to  more  radical  methods,  provided 
it  1)6  jprojperly  done. 

This  brings  me  to  the  consideration  of  the  dangers  of  the  pro- 
cedure. 

There  is,  of  course,  the  danger  of  introducing  germs  into  the 
uterus  or  tube,  of  a  more  dangerous  kind  than  those  already 
present  ;  but  this  danger  need  not  be  feared  if  proper  antiseptic 
precautions  are  used. 

There  is  danger  of  perforating  the  tube  or  uterine  wall  if  a 
small  instrument  is  used  ;  but  with  a  proper  sized  sound  and 
avoidance  of  anything  like  force  this  could  not  occur. 

There  is  danger  of  rupturing  the  tube,  or  forcing  pus  out  of 
the  fimbriated  end  of  the  tube,  or  of  tearing  adhesions  and  caus- 
ing hemorrhage  if  the  uterus  is  dragged  down  to  facilitate  the 
operation  ;  but  dragging  on  the  uterus  is  entirely  unnecessary 
and  should  never  be  done. 

There  is  danger,  if  the  sound  be  passed  too  far,  of  forcing  pus 
through  the  free  end  of  the  tube  into  the  peritoneal  cavity,  and 
it  should  never  be  passed  more  than  an  inch  or  an  inch  and^a 
half  into  the  tube,  unless  it  enters  absolutely  without  resistance. 
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Done  as  follows,  the  operation  is  in  itself  devoid  of  danger : 

Tborouijlily  cleanse  the  vagina  with  a  bichloride  douche  and 
have  hands  and  instruments  asej)tic.  Introduce  the  speculum — 
either  Sims'  or  a  valve  speculum.  Sponge  the  vagina  and  cer- 
vix with  a  good  antiseptic  solution.  Introduce  the  sterilized 
sound,  not  less  than  an  eighth  of  an  inch  in  diameter  at  its  j)uint, 
and  curved  so  that  after  its  introduction  into  the  uterus  its  point 
may  be  turned  to  the  side,  when  the  natural  conformation  of  the 
uterine  cavity  will  guide  it  directly  to  the  opening  of  the  tube. 
This  must  be  done  with  great  care,  and  if  the  sound  fails  to 
enter  the  tube  without  the  use  of  force  the  attempt  must  be 
abandoned. 

JS^o  anesthetic  should  be  used,  and  if  the  pain  is  great  it  is 
probably  because  too  much  force  is  being  used. 

The  uterus  itself  under  such  circumstances  is  seldom  sen- 
sitive. 

No  traction  should  be  made  on  the  uterus,  but  the  cervix  may 
be  steadied  with  a  tenaculum. 

If  successful  the  pus  or  fluid  will  flow  through  the  catheter, 
or  escape  beside  the  sound  or  follow  its  removal.  We  are  told 
that  this  has  been  done  and  that  a  cure  has  resulted  in  several  in- 
stances. Ordinarily,  however,  we  must  expect  to  keep  the  tube 
open  by  repeated  soundings.  We  may  even  wash  out  the  pus 
cavity  gently  through  a  catheter  or  apply  medicaments  through 
it.  In  the  majority  of  cases  we  would  probably  have  a  condi- 
tion similar  to  that  resulting  from  the  opening  of  a  tubal  ab- 
scess through  the  vagina ;  and  that,  as  we  all  know,  is  far 
from  satisfactory.  Pus  will  continue  to  be  discharged,  even 
with  free  drainage,  for  months  and  sometimes  for  years,  and 
tliis  in  spite  of  antiseptic  irrigation,  gauze  packing,  and  free 
drainage. 

The  adhesions  are  left  and  are  likely  to  be  the  cause  of  great 
suffering. 

An  abscess  of  the  ovary  may  be  left  to  rupture  into  the  j>eri- 
toneal  cavit}-.  We  all  know  how  common  it  is  to  find  ovarian 
abscess  complicating  tubal  inflammation  ;  so  that  the  best  result 
to  be  looked  for,  as  a  constancy,  is  a  putting-off  of  the  operation 
for  removal  of  the  appendages  until  fever  and  acute  symptoms 
have  subsided.     Possibly  a  cure  may  result. 

But  after  removal  of  the  pus,  should  the  fever  and  acute 
symptoms  not  subside  promptly,  we  may  take  it  for  granted 
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that  there  is  also  pus  in  the  ovary  and  should  make  an  explora- 
tory incision  without  delay. 

Tubal  catheterization  should  never  be  attempted  by  any  one 
unfamiliar  with  the  pathological  anatomy  of  tubal  disease  as 
learned  from  post-mortems  and  operations. 

With  all  these  restrictions  and  limitations  we  can  hardly  pre- 
dict for  the  operation  a  brilliant  future  ;  and  yet  if,  once  or  twice 
in  a  lifetime  of  practice,  we  are  enabled  by  its  use  to  delay  an 
abdominal  operation  until  the  conditions  are  more  favorable,  or 
possibly  to  cure  a  patient  without  the  operation,  it  is  well  worth 
bearing  in  mind,  and  no  harm  can  come  from  making  the 
attempt,  previous  to  resorting  to  laparatomy,  in  eases  of  tubal 
abscess  or  hydrosalpingitis.  It  may  be  found  that  the  opera- 
tion or  procedure  can  be  done  successfully  oftener  than  we  now 
anticipate. 

1319  Thirteenth  street,  N.  W. 
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GEO.  BYRD  HARRISON,  M.D., 
Washington,  D.  C. 


We  shall  doubtless  be  criticised  for  retaining  the  words  here 
employed  to  cover  the  mental  aberrations  of  all  three  periods  of 
child-bearing.  But,  notwithstanding  all  that  has  been  said,  there 
would  seem  to  be  no  better  or  more  comprehensive  term  than 
"  puerperal  state  "  to  describe  at  once  gestation,  the  puerperium, 
and  lactation. 

Those  who  would  stickle  for  literal  etymological  sharpness  of 
definition  might  as  well  be  reminded  that  they  would  be  obliged, 
in  consistency,  to  limit  the '^jyueyipenufyi^^  to  ma^e  births,  as  the 
word  had  originally  that  meaning. 

It  would  be  impossible  for  my  colleague  and  myself  to  give  a 
comprehensive  and  systematic  picture  of  this  vast  subject  on  an 
occasion  like  this.  We  can  merely  hope  to  bring  forward  some 
of  the  salient  features  for  discussion,  and  that  most  effectively 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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by  partition  of  the  sul)ject.  I  will  therefore  confine  myself  to 
causation  and  symptoms,  leaving  prognosis  and  treatment  to  Dr. 
Sprigg. 

Unfortunately,  notwithstanding  the  well-known  descriptions 
by  medical  authors — from  Hippocrates  down  through  Galen, 
etc.,  until  Schultzius  in  1705,  Berger  in  1745  ;  then  Puzos,  Sau- 
vage,  Haslam,  and  Rush,  in  the  early  nineteenth  century;  Es- 
quirol,  Gooch,  Burrows,  Prichard,  Ideler,  Wiell,  Marce,  Tuke, 
Kipping,  etc.,  to  the  present  time — there  is  much  in  regard  to 
this  form  of  insanity  which  is  yet  obscure.  I  use  the  word/brm 
rather  than /b;'w.9,  because,  while  it  is  established  that  one  species 
of  alienation  occurs  oftenest  in  one  period  of  the  reproductive 
state  and  another  in  another,  yet  such  is  not  by  any  means  in- 
variably the  case.  Moreover,  there  often  seems  to  be  a  pro- 
gressive and  consecutive,  if  not  causative,  relation  between  the 
phenomena  of  one  division  and  those  of  another.  And  in  recur- 
rent cases  there  may  be  a  tendency  to  the  repetition  of  the  same 
sort  of  outbreak  in  the  several  periods,  indifferently,  as  if  the 
precise  variety  depended  more  upon  some  underlying,  precedent 
cause  than  upon  the  particular  stage  of  the  reproductive  move- 
ment. 

I  hope  to  be  able  to  illustrate  this  further  on. 

There  is  one  sort  of  puerperal  mania  which  is  not  to  be  con- 
sidered here — the  frenzy  of  Montgomery,  the  ephemeral  phe- 
nomenon which  occurs  sometimes  as  the  head  rests  in  the  vagina 
or  passes  the  os,  and  which  Ramsbotham  long  ago  differentiated 
from  the  true  insanity  of  the  puerperium. 

As  Milne  expresses  it,  this  is  "  a  very  brief  aberration,  due  to 
the  excitement  produced  by  intense  agony.  There  is  some  lit- 
tle wandering  of  the  mind  and  incoherence,  but  it  is  over  in  a 
few  minutes,  and  the  woman,  instead  of  being  oblivious  of  it, 
recollects  and  apologizes  for  any  impropriety  of  which  she  may 
have  been  guilty.'' 

Of  all  the  female  insane  admitted  to  institutions  for  treat- 
ment, about  one  in  thirteen — i.e.,  eight  per  cent — are  women 
whose  mental  ailments  are  allied  with  the  condition  of  child- 
bearing. 

For  the  sources  of  this  resume  I  refer  you  to  the  very  classical 
and  systematic  contribution  of  James  Hendrie  Lloyd  to  the 
'*  American  System  of  Obstetrics."  He  has  with  great  pains 
collated  the  testimony  of  a  number  of  careful  observers,  not 
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only  upon  this  point,  but  also  upon  the  relative  frequency  of 
insanity  to  the  number  of  births.  One  in  four  hundred  may  be 
taken  as  the  result  of  his  patient  analysis  of  records  here  and 
there.  For  details  this  admirable  essay  may  be  consulted  ;  but  1 
think  we  are  safe  in  accepting  the  conclusions  as  reasonably  and 
approximately  correct. 

The  alleged  causes  of  puerperal  insanity  may  be  profitably 
classified  under  four  heads,  viz. : 

1.  The  traditional  and  preposterous. 

2.  The  problematical. 

3.  Etiological  (in  part  at  least),  more  or  less  preventable. 

4.  Predisposiiig  and  unavoidable. 

At  the  first  list  I  think  it  will  he  profitable  to  give  only  a 
passing  glance.  It  includes  blood  in  the  breasts  (Hippocrates) ; 
milk  diverted  to  the  brain  (Puzos  and  Esquirol) ;  sex  of  child 
(Esquirol)  ;  mammary  and  other  abscesses  (as  causes  per  se) ; 
chloroform  and  other  anesthetics  used  in  labor  (Webster). 
These  we  can  certainly  throw  out  of  serious  consideration. 

In  the  second  class  of  causes — viz.,  the  problematical — may 
be  placed  prominently  albuminuria,  septicemia,  diminution  of 
body  sveight,  suppression  of  milk,  and  of  lochia  as  well,  dys- 
tocia, etc. 

As  to  the  etiological  importance  of  albuminuria  we  have  two 
opposite  views,  championed  on  the  one  hand  by  Sir  J.  Simpson 
and  Donkin,  and  on  the  other  by  Fordyce  Barker  and  Spitzka. 
The  latter  is  bold  enough  to  declare  that  he  "  has  been  able  to 
satisfy  himself  of  the  absence  of  an  even  approximately  constant 
relation  of  renal  and  mental  disorder  in  the  puerperal  state." 
A.  F.  A.  King  admits  it  as  a  probable  cause,  as  also  he  does 
in  the  case  of  septicemia,  but  uses  a  mark  of  interrogation  as  to 
both.  We  must  not  forget  how  easy  it  is  to  confound  the 
delirium  of  septicemia  with  true  mania,  and  to  attribute  the 
occasional  consequent  insanity  to  the  exciting  rather  than  the 
predisposing  cause. 

Suppression  of  milk  and  lochia  are  regarded  by  some  as  causes 
of  the  mental  disorder,  but  by  others  merely  as  effects.  Spitzka 
adopts  the  causal  idea  very  strongly. 

Dystocia  and  prolonged  labors  are  very  generally  believed  to 
conduce  to  insanity. 

Of  the  third  category — those  which  are  at  least  contributory, 
and  which  are  to  a  greater  or  less  degree  avoidable  or  removable 
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— undoubtedly  anemia  occupies  first  place.  Domestic  infelicity, 
especially  conjugal  neglect  and  ill-usage ;  household  worries 
coincident  with  the  physical  and  mental  wear  and  tear  insepa- 
rable from  the  puerperal  state ;  ineflficient  medical  attention  and 
neglect  of  hygienic  measures — in  short,  everything  which  tend& 
to  irritate  or  depress  the  nervous  condition  or  to  exhaust  the 
physical  powers  lends  a  helping  hand  to  the  dreadful  issue,  if 
heredit}'  or  other  predisj)osition  exists  especially. 

Of  the  fundamental,  predisposing,  and  unavoidable  causes 
there  can  be  no  doubt  that  hereditary  tendency  plays  the  first 
part.  It  is  actually  found  to  be  present  in  tliirty-five  per  cent 
of  cases  treated  in  institutions,  and  we  ail  know  the  difficulty  of 
ascertaining  the  existence  of  such  heritage. 

Not  only  does  false  shame  cover  up  true  history  in  these  cases, 
but  in  our  day  and  time,  when  life  insurance  is  desired  so  gene- 
rally, pecuniary  interest  steps  in  to  bar  our  researches.  Every- 
thing like  hereditary  predisposition  is  stoutly  denied.  An 
examiner  rarely  receives  admission  from  the  applicant  that  he  is 
liable  to  any  suspicion  of  family  taint. 

A  history  of  recurrence  of  the  disease  points  in  many  cases  to 
heredity,  though  not  of  necessity  always. 

Illegitimate  births  are  known  to  furnish  a  large  percentage  of 
puerperal  insanities,  the  proportion  diminishing  where  the  crime 
is  viewed  with  leniency  and  in  communities  in  which  the  evi- 
dences of  it  are  easily  removed  by  unlawful  means  and  measures. 

I  find  amongst  none  of  the  authors  any  reference  to  bad 
mental,  moral,  and  physical  training  of  girls  before  matrimony 
as  helping  to  swell  the  list  of  puerperal  insanities.  The  subject 
seems  to  me  to  be  one  well  worthy  of  study  and  of  statistical 
research,  and  withal  very  wide  in  its  scope  and  bearing. 

The  astounding  familiarity  of  refined  women  with  words  and 
objects  and  practices  of  obscene  and  filthy  character,  displayed 
in  the  ravings  of  puerperal  mania,  gives  a  fearful  suggestion  of 
impressions  which  must  have  been  made  upon  their  minds  at 
some  period  of  life.  It  is  merely  a  restoration  of  the  quondam 
tracing  upon  the  brain  parchment,  made  perhaps  in  tender 
years. 

Again,  we  know  how  far  petting  and  spoiling,  indulging  fool- 
ish whims  and  caprices,  encouraging  to  no  self-control,  foster- 
ing a  fondness  for  notice  and  comment,  and  aiding  and  abetting 
a  disregard  for  wholesome  life  regulation  go  toward  establishing 
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hysterical  conditions  which  are  often  recognized  precursors  of 
these  insane  states. 

I  have  recently  attended  a  very  interesting  case  of  puerperal 
insanity — nervous  to  an  exaggerated  extent  during  gestation, 
melancholic  at  the  close  of  the  puerperal  month,  and,  immedi- 
ately after,  maniacal  to  a  violent  degree,  with  positive  suicidal 
and  homicidal  tendencies. 

This  lady  has  been  twice  married — the  first  union  an  un- 
happy one,  but  dissolved  without  difficulty  or  harassment  (I 
have  inferred) ;  the  second  one,  rapidly  succeeding  the  separa- 
tion, most  happy  and  congenial.  A  daughter  by  the  first  mar- 
riage is  living  with  the  mother.  Three  children  have  resulted 
from  the  second.  The  first  two,  boys,  were  delivered  by  myself 
easily  and  with  no  sort  of  after-trouble.  The  last  birth,  that  of 
a  puny  girl,  occurred  in  November  last,  five  days  before  term. 
I  attended  the  case  before  leaving  the  city  in  July  last.  Then 
she  was  placed,  hy  my  advice,  in  the  hands  of  an  excellent 
suburban  physician.  Thei'e  was  a  threat  of  abortion,  through 
which  he  steered  her  successfully,  about  the  latter  part  of 
August.  No  albumin  in  the  urine  before  or  after  my  leaving 
the  city  or  during  her  illness  (examinations  frequently  made). 
Labor  was  easily  passed,  and  the  first  month  was  normal  until 
about  the  last  week  of  the  puerperium,  when  delusions  began. 
Her  friends  were  urged  to  place  her  under  special  care  and 
treatment ;  the  consequences  of  attempting  to  keep  her  at  home 
were  accurately  foretold  ;  but  not  until  about  March  1st,  when 
her  own  life  and  that  of  various  members  of  the  household  had 
been  and  were  distinctly  jeopardized,  did  they  take  the  necessary 
step.  She  resisted  with  great  violence,  but  was  committed  to  a 
private  asylum,  and  in  two  months  was  returned,  cured,  to  her 
home. 

The  events  are  too  recent  and  the  interested  parties  too  well 
known  for  me  to  offer  exact  notes.  In  this  case  nutrition 
was  poor,  notwithstanding  constant  efforts  during  gestation  to 
build  up  the  mother's  system.  There  were  indurations  of  the 
mammae,  easily  reduced,  however ;  pain  in  the  region  of  the 
right  ovary  ;  extreme  nervousness  and  anxiety  (introspection). 
The  offspring,  though  carried  to  term,  or  nearly  so,  was  small 
and  poorly  nourished.  It  has  thriven  since,  however,  though 
fed  artificially.  No  heredity  could  be  established.  Recurrence, 
I  learn  from  outside  sources — she  is  said  to  have  suffered  some- 
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what  in  the  same  way  dnriug  lier  first  married  state.  The  in- 
fluence of  injudicious  training  was  undoubtedly  a  factor.  I 
know,  too,  of  hysterical  attacks  during  the  interval  between  first 
and  second  married  terras.  I  omitted  to  state  that  lactation 
had  ceased  when  delusions  began. 

Through  the  courtesy  of  Drs.  "NVitmer  and  Godding,  and  the 
kind  assistance  of  my  associate,  Dr.  Glazebrook,  I  am  able  to 
present  a  few  cases  and  facts  taken  from  the  records  of  St. 
Elizabeth, 

To  the  first  case  I  ask  your  very  especial  attention. 

Case  I. — Emma  O.  L.,  admitted  August  23d,  1878  ;  set.  20 ; 
white  ;  married.  When  worried,  of  a  mild  temper  and  good 
disposition.  Moral  habits  temperate  ;  intellectual  habits  good  ; 
physiological  habits  good ;  industrious.  Married  at  18,  No 
miscarriages  or  abortions.  One  child  3  months  of  age;  natural 
labor.  No  previous  family  history  of  epilepsy  or  insanity.  Had 
never  had  a  previous  attack.  Duration  of  present  attack,  three 
months  to  birth  of  child.  Condition  on  admission,  exalted,  not 
depressed  ;  excited,  not  enfeebled.  Memory  good ;  coherence 
at  times;  answers  questions;  rather  dangerous;  very  noisy, 
destructive.      Health   good.     Still   nurses ;    milk   never   dried 

lip- 
Letter  concerning  previous  history:  Patient  married  Febru- 
ary, 1876.  Conceived  August,  1877  (date  of  last  menstruation). 
She  was  confined  May  26th,  1878  ;  labor  easy,  natural,  and  short. 
Irregular  menstruation  for  one  year  before  marriage.  No  nerv- 
ousness at  menstrual  periods  noticed.  Her  husband  noticed 
some  mental  disturbance  in  August  following  marriage.  At  this 
time  she  jumped  one  hundred  and  ten  times  with  a  rope  to 
bring  on  fiow,  and  did  so. 

Admission  2,  February  26th,  1887.  Acute  mania  (lactation) 
fifteen  days.     Discharged  August  4th,  1887. 

Admission  3,  January  23d,  1890.  Acute  mania  (lactation)  one 
month  before  admission.     Recovered  December  20th,  1890, 

Case  II, — Mrs.  K, ;  nativity,  District  of  Columbia;  age,  21 
years  ;  occupation,  domestic  ;  primipara.  Admitted  to  hospital 
September  27th,  1889,  with  very  meagre  history,  about  six  months 
after  first  symptoms  of  insanity  were  observed  and  when  her  first 
child  was  said  to  be  about  9  or  10  months  old.  She  had  spent  seve- 
ral months  in  a  hospital  for  the  insane,  and  was  discharged  before 
recovery  a  short  time  previous  to  coniing  under  our  observa- 


HARRISON  :    PUERPERAL    INSANITY.  ,635 

tion.  The  form  of  mental  disease  was  mild  subacute  mania. 
She  was  easily  controlled  and  took  medicine  and  nourishment 
freely.  She  went  home  for  a  visit  December  23d,  1889,  to  Janu- 
ary 2d,  1890,  and  was  discharged,  recovered,  February  2d,  1890. 
Readmitted  June  20th,  1891,  about  six  months  after  giving  birth 
to  second  child,  and  about  one  month  after  symptoms  of  melan- 
cholia were  observed  by  her  neighbors.  Her  hiieband  is  a  most 
trifling  fellow  and  was  unable  to  give  dates  and  particulars. 
The  general  physical  condition  was  poor,  there  being  a  large 
axillary  abscess  with  other  evidences  of  malnutrition.  The  men- 
tal depression  was  profound  and  the  confusion  marked,  but  she 
took  medicine  and  nourishment  well,  and  was  discharged,  re- 
covered, November  23d,  1891. 

Case  III. — Mrs.  G.  ;  nativity.  District  of  Columbia ;  age,  22 
years;  occupation,  housewife;  fourth  child.  Abandoned  by 
husband  after  procuring  her  admission  to  hospital.  May  5th, 
1890,  when  the  child  was  said  to  be  1  month  old  and  the 
insanity — melancholia — had  been  observed  for  three  months. 
General  health  was  much  impaired.  There  was  marked  mental 
depression,  and  she  was  oblivious  to  her  surroundings  and  the 
proprieties  of  life ;  had  to  be  fed  and  cared  for  like  an  infant 
for  more  than  a  year,  after  which  her  general  health  improved 
and  her  mental  faculties  were  less  clouded.  She  remains  under 
treatment,  much  improved  mentally  and  physically,  but  her  con- 
duct to  a  large  extent  is  controlled  by  delusional  ideas,  if  not  by 
active  delusions,  and  her  general  deportment  and  conversation 
are  such  as  to  remind  one  of  David  Copperfield's  ''  child  wife." 

Case  IY.  (Dr.  Fry's  case). — Mrs,  M. ;  nativity.  District  of 
Columbia  ;  age,  23  years  ;  occupation,  housewife  ;  second  child. 
Heredity  questionable,  and  it  is  claimed  that  the  patient  was 
mentally  peculiar  previous  to  her  marriage.  Her  domestic  rela- 
tions were  unhappy,  and  it  is  averred  that  she  was  badly  pro- 
vided for  during  pregnancy.  Symptoms  of  mental  disturbance 
— melancholia — -were  observed  shortly  after  birth  of  second  child 
at  full  term.  Was  admitted  to  hospital  April  7th,  1891.  The 
general  physical  health  was  much  impaired  and  the  mental  de- 
pression was  extreme.  A  marked  feature  of  the  mental  disturb- 
ance was  a  most  persistent  opposition  to  treatment  and  all 
means  adopted  for  her  relief  and  care.  All  medicine  and  nour- 
ishment was  administered  mechanically  (nasal  and  rectal  tubes) 
until  the  first  week  in  December,  1891,  when  she  suddenly  began 
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to  eat  ravenously,  when  her  physical  health  improved  slightly 
and  the  spirit  of  opposition  strengthened  with  her  strength. 
She  remains  under  treatment,  a  most  remarkable  case  of  mental 
perversion  rather  than  deterioration,  and  requires,  as  she  has  at 
all  times  during  observation  here,  the  personal  care  and  atten- 
tion of  a  most  obstinate  child,  and  yet  she  may  recover,  though 
the  prognosis  is  doubtful. 

Case  Y. — Mrs.  Mc. ;  nativity,  Ireland  :  age,  23  years;  occupa- 
tion, domestic  ;  primipara.  'No  history  of  heredity.  Hysteria 
previous  to  marriage.  Symptoms  of  insanity — mania — said  to 
have  been  manifest  within  thirty-six  hours  after  birth  of  child 
at  full  term.  Admitted  to  hospital  October  5th,  1892,  three 
weeks  after  accouchement,  in  a  typhoid  condition  due  to  pro- 
longed excitement  and  lack  of  nourishment.  Though  very 
turbulent,  patient  took  medicine  and  nourishment  well,  and  was 
discharged,  recovered,  November  20th,  1S92,  and  is  reported 
well  to  date. 

Sinnmary. — Percentage  of  cases  of  puerperal  insanity  treated 
in  the  Government  Hospital  for  the  Insane  from  the  opening 
of  the  hospital,  January,  1855,  to  June  30th,  1892: 

Total  number  of  females  admitted  to  June  30tli,  1892 1,708 

Number  of  cases  of  puerperal  insanity 52 

Percentage  of  puerperal  insanity 3.04 

Percentage  recovered  42 .  31 

Percentage  improved 17.31 

Percentage  unimproved 1 .92 

Percentage  died 28 .  (  8 

Percentage  remaining 15.38 

Total 100.00 

The  percentage  of  deaths  does  not  indicate  the  number  who 
died  during  the  puerperal  state,  but  those  who  never  recovered 
and  died  at  a  more  or  less  remote  period. 

Instance  :  A  lady  admitted  in  1886,  to  be  treated  for  puerpe- 
ral mania,  passed  into  dementia  and  died  of  carcinoma  a  short 
time  ago. 

Conclusion. — The  symptomatology  of  puerperal  insanity  is,  1 
think,  easily  disposed  of.  There  is,  in  fact,  none  per  se.  Of 
course,  with  the  aid  of  physical  examination  and  other  "  outside 
proof,"  we  may  differentiate  the  mania  and  melancholia  associ- 
ated ^vith  the  childbed  state  from  other  and  commoner  forms  of 
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the  same  diseases.  But  they  have  no  positive  characters  of 
their  own.  Even  the  "  consciousness  of  a  delusion,"  which  lias 
been  elaborately  dwelt  upon,  can  scarcely  be  accepted  as  a 
shibboleth.  Examination  of  the  patient  and  the  history  of  the 
case  can  alone  be  relied  upon  for  differential  diagnosis. 
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The  percentage  of  recoveries  in  puerperal  insanity  has  been 
variously  estimated  by  different  observers  as  from  50  to  75  per 
cent.  The  reason  for  this  great  difference  of  opinion  is  obvious, 
as  it  is  almost  impossible  to  collect  full  and  reliable  statistics 
upon  this  subject.  The  reports  from  large  maternity  hospitals 
and  asylums  from  which  these  statistics  are  compiled  contain 
usually  the  severest  types  of  this  disease,  these  patients  coming 
from  the  middle  and  lower  classes,  whose  sanitary  surroundings 
have  been  poor,  accompanied  with  insufficient  and  poor  food, 
and  subjected  to  abuses  through  ignorance.  There  is  no  doubt 
that  a  great  many  curable  cases  occurring  in  private  practice 
never  find  their  way  into  statistics.  Much  credit  is  due  to 
Gooch  and  Esquirol  for  their  classification  of  the  types  of  this 
disease,  for  until  their  observations  this  subject  had  received 
only  slight  special  attention.  An  early  observer  is  reported  by 
Gooch  as  saying:  "The  question  is  not  'Will  the  patient 
recover  ? '  but  '  "When  will  she  recover  ? '  "  This,  of  course,  is 
not  correct.  He,  however,  makes  use  of  the  following  state- 
ment, which  is  more  nearly  right :  "  Mania  is  more  dangerous 
to  life,  melancholia  to  reason."  Schmidt  gives  the  following 
table  of  results  obtained  in  this  class  of  insanity : 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society. 
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Pregnancy, 
Parturition 
Lactation  . . 


Cured. 


35  0  per  cent. 

53.0 

25.0 


Improved. 


27.4  per  cent. 
17.8       " 
19.4       " 


Unimproved. 


35  3  ner  cent. 

22.6 

45.6       " 


Died. 


2.0  per  cent. 
10.0       " 
6.3       " 


The  social  and  physical  conditions  of  these  cases  are  not  in- 
dicated, but  it  may  be  presumed  that  they  are  from  the  middle 
or  lower  classes.  According  to  the  above  table,  in  all  cases  the 
percentage  of  cured  would  be  37.7  per  cent;  improved,  21.6  per 
cent;  unimproved,  34.5  per  cent;  died,  6.2  per  cent.  The 
prognosis  is  more  favorable  than  the  above  figures  would  in- 
dicate. Dr.  Savage,  however,  says  that  puerperal  insanity  is  not 
so  curable  as  generally  supposed ;  that  5  per  cent  of  the  acute 
cases  died,  and  20  per  cent  remained  incurable,  going  into 
chronic  mania,  melancholia,  or  dementia;  and  that  of  the  5  per 
cent  of  fatal  cases  a  greater  number  depend  on  "  septic"  causes. 
The  prognosis  as  regards  life  is  probably  most  favorable  in  tliose 
cases  occurring  during  pregnancy,  less  favorable  during  lacta- 
tion, and  most  fatal  during  the  puerperium  when  accompanied 
with  acute  inflammatory  processes.  When  unaccompanied  by 
septic  inflammation  they  probably  constitute  the  most  curable 
class  of  cases,  and  those  occurring  during  lactation  the  least  cur- 
able. It  is,  however,  necessary,  in  making  a  prognosis,  to  take 
into  consideration  the  condition  under  which  insanity  occurs — 
whether  maniacal,  melancholic,  or  dementia ;  hereditary  ten- 
dencies; and  whether  accompanied  by  inflammatory  processes. 
It  is  also  necessary  to  examine  carefully  the  heart,  lungs,  and 
kidneys,  as  many  cases  die  of  diseases  of  these  organs.  If  there 
were  more  concise  data  as  to  the  pathology  and  morbid  anatomy 
of  the  brain  in  this  variety  of  insanity,  a  more  accurate  prognosis 
might  be  possible.  The  ideas  of  Hippocrates,  Galen,  and  many 
others  are  interesting  only  as  relics  of  antiquity.  The  intimate 
pathology  of  puerperal  insanity  is  a  large  field  for  careful  and 
accurate  investigation,  in  which  are  found  many  ditiiculties. 
The  condition  of  many  of  these  patients,  the  mania  and  melan- 
cholia, and  the  character  of  the  symptoms  surely  indicate  that 
the  function  of  the  brain  is  profoundly  affected.  A.  C.  Clark' 
reports  a  microscopical  study  of  the  brain  in  a  case  dying 
in  the  adynamic  state.  He  reports  extreme  vascularity,  with 
'  Journal  of  the  Medical  Sciences,  July,  1887. 
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tortuous  vessels,  in  the  pia  mater  and  gray  matter ;  dilatation 
of  the  perivascular  spaces,  with  perivascular  sheaths  loaded  with 
small  cells  ;  minute  extravasations  in  the  brain  substance,  and 
the  nuclei  of  the  neuroglia  exceedingly  numerous.  F.  W.  Mac- 
kenzie '  was  among'  the  first  to  demonstrate  that  the  condition 
of  anemia  plays  a  most  important  part  in  producing  puerperal 
insanity.  The  consensus  of  opinion  of  to-day  seems  to  bear  him 
out  in  his  belief.  Ilirsh,  Lloyd,  Osier,  and  others  have  been 
investigating  the  condition  of  the  blood  in  this  disease,  and  have 
found  that  the  number  of  red  blood  corpuscles  were  far  below, 
the  normal. 

The  treatment  of  these  cases  is  a  question  of  great  practical 
interest  to  the  general  practitioner.  If  it  can  be  established  as 
a  fact  that  anemic  women  are  especially  predisposed  to  puer- 
peral insanity,  then  it  must  follow  that  the  treatment  which 
should  first  occupy  our  attention  will  be  preventive,  and  when 
the  insanity  makes  its  appearance  our  efforts  must  be  directed 
to  a  cure.  As  these  patients  are  more  or  less  nervous,  excitable, 
and  very  susceptible  to  impressions,  it  is  of  great  importance 
to  guard  against  sudden  agitation,  emotion,  mental  alarm,  also 
against  gastric,  hepatic,  or  intestinal  irritation.  See  that  they 
are  in  good  sanitary  condition,  their  bodies  as  well  as  their 
d  wellings.  Improve  the  condition  of  the  blood  by  every  possible 
means,  and  during  and  subsequent  to  the  parturient  state  guard 
carefully  against  such  mental  and  physical  conditions  as  have  been 
known  to  precipitate  an  attack.  Should  it  be  proven  by  the 
microscope  that  there  is  always  a  great  diminution  in  the  red  cor- 
puscles, the  necessity  for  stringent  prophylactic  measures  will 
assume  a  place  of  great  importance.  The  treatment  of  these  cases 
after  mania  has  fully  developed  is  extremely  difficult  from  the 
very  nature  of  the  condition  to  be  fulfilled  ;  we  are  at  once  con- 
fronted by  the  question.  What  shall  be  done  ?  Shall  she  be  sent 
to  a  well-regulated  hospital  for  the  treatment  of  the  insane,  or  be 
treated  at  home  ?  If  the  case  is  one  of  acute  mania  developed 
during  the  puerperium,  especially  if  attended  with  any  inflam- 
matory process,  she  should  by  all  means  remain  at  home  for  a 
week  or  ten  days  under  most  careful  and  well-directed  treat- 
ment. If  it  be  due  to  sepsis  the  parturient  tract  should  be 
cleansed  of  its  septic  material  and  the  proper  treatment  insti- 
tuted for  that  condition.  If  it  be  caused  by  a  sudden  anemia  pro- 
'  London  Journal  of  Medicine,  1851,  vol.  iii. 
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diiced  by  the  loss  of  blood, then  the  easels  more  readily  amenable 
to  treatment.  If,  hovvev^er,  we  find  it  unwise  to  care  for  the 
patient  in  her  own  home,  then  it  becomes  necessary  to  send  her 
to  a  proper  hospital  for  such  diseases.  She  must  have  at  least 
one,  and  if  maniacal  two,  competent  nurses  to  watch  her  by  day 
and  night.  After  having  recovered  from  the  septic  inflamma- 
tory process  the  general  treatment  for  all  these  cases  is  about 
the  same  and  can  be  considered  collectively.  They  must  have 
a  generous,  nutritive,  easily  digested  diet.  The  feeding  con- 
stitutes the  most  important  part  of  the  treatment.  It  must  be 
seen  that  a  sufficient  quantity  of  food  is  taken,  even  to  stuffing 
the  patient.  If  they  will  not  eat-,  artificial  alimentation  be- 
comes necessary.  This  can  be  accomplished  by  either  the  stom- 
ach tube  or  the  nasal  feeding  tube.  The  nasal  tube  should 
always  be  used  by  a  physician,  for  in  the  hands  of  a  carelees 
nurse  it  would  be  an  easy  matter  to  introduce  food  into  the 
trachea — an  accident  which  would  be  most  distressing.  The 
tube  should  be  about  the  size  of  a  No.  12  French  catheter,  and 
long  enoug^i  to  reach  to  the  cardiac  end  of  the  stomach.  After 
oiling  the  tube  and  passing  it  back  through  the  nasal  cavity  to 
the  pharynx,  a  few  drops  of  the  feeding  fluid  may  be  allowed  to 
escape  in  the  pharynx,  which  will  stimulate  the  act  of  degluti- 
tion,  and  during  this  act  the  tube  can  be  passed  rapidly  down 
the  esophagus  to  the  stomach.  Mackenzie  in  his  paper  gives  the 
following  four  cardinal  points  requiring  attention  in  the  treat- 
ment of   this  disease  : 

1.  "  The  removal  of  any  exciting  cause  which  may  exist,  and 
of  any  bodily  derangements  which  may  be  instrumental  in  the 
causation  of  the  disease. 

2.  "The  subduction  of  cerebral  excitement  and  the  restoration 
of  tranquillity  to  the  nervous  system  generally. 

3.  "  Guarding  against  the  occurrence  of  congestion,  effusion, 
or  other  diseases  of  the  brain. 

4.  "  Supporting  the  constitutional  powers,  restoring  the  gene- 
ral health,  and  improving  the  general  condition  of  the  blood." 

The  early  routine  treatment  of  these  cases  by  blood-letting, 
purging,  blistering,  etc.,  is  interesting  only  as  a  relic  of  the  past, 
and  makes  you  wonder  that  so  many  patients  recovered  in  spite 
of  the  treatment.  The  breasts  usually  do  not  require  attention, 
as  Nature,  without  assistance,  shuts  off  the  supply  of  milk. 
Abscess  of  the  breast  in  this  condition  is  most  unusual. 
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Food  aud  the  iron  preparations  constitute  the  rational  treat- 
ment for  anemia,  together  with  a  number  of  adjuvants — good 
hygiene,  sunHght,  and  fresh  air  to  breathe.  Special  care  should 
be  taken  to  see  that  the  bowels  are  kept  open  daily.  If  the  iron 
preparations  fail  in  their  effect  Fowler's  solution  of  arsenic 
might  be  used,  as  advised  by  Osier,  who  believes  that  arsenic 
is  almost  a  specific  in  all  forms  of  anemia.  Sedatives  and  hyp- 
notics should  be  used  with  caution  ;  it  must  be  remembered  that 
it  is  a  sustaining,  not  a  depressing,  treatment  that  is  indicated. 
In  severe  eases  with  coated  tongue,  great  nervous  and  vascular 
depression,  neither  opium  nor  chloral  should  be  used.  Morphia 
hypodermically,  a  single  full  dose  at  bedtime,  will  usually  insure 
rest.  A  hot  bath,  followed  by  a  good  rubbing  and  a  glass  of 
hot  milk,  will  sometimes  have  a  very  quieting  effect  if  given  at 
bedtime.  Hydrobromate  of  hyoecine  has  been  used  hypodermi- 
cally with  good  results;  I  have  used  this  preparation  to  produce 
sleep  in  delirium  tremens  when  other  things  have  failed.  The 
bromide  salts  have  and  still  occupy  quite  a  prominent  place  in 
the  treatment.  Stimulants  should  be  given  when  the  pulse  is 
weak  and  nutrition  defective — and  given  for  its  physical  and 
not  for  its  mental  effect  on  the  patient.  Mental  diversion  or  en- 
tertainment should  occupy  an  important  place  in  treatment. 
The  bringing-on  of  premature  labor  has  been  done  for  the  cure 
of  the  insanity,  without  benefit  ;  itis  therefore  tobe  ccLdcnmed. 
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It  therefore  should  be  pleasant,  and  it  is  generally  profitable, 
to  occasionally  review  and  have  criticised  in  a  friendly  manner 
our  every-day  work,  that  we  may  be  able  to  bring  it  to  a  higher 
state  of  perfection  and  not  degenerate  into  careless  and  purely 
mechanical  methods. 

Actuated  by  these  ideas  I  have  chosen  the  tritest  of  trite  sub- 
jects for  this  evening's  paper,  "'The  Management  of  an  Ordinary 
Case  of  Labor  in  Hospital  and  in  Private  Practice." 

In  Hospital  Worh. — The  patient  should  be  admitted  two 
weeks  prior  to  her  confinement,  that  her  general  health  may  be 
cared  for  and  that  she  may  become  accustomed  to  her  surround- 
ings. 

She  should  first  be  gotten  thoroughly  clean,  special  attention 
being  given  to  her  hair  ;  her  clothes  should  be  disinfected  and 
put  away,  and  during  her  stay  in  the  hospital  she  should  be 
allowed  to  wear  some  loose  robes  which  can  be  boiled,  the  prop- 
erty of  the  institution  ;  a  vaginal  douche  of  bichloride  1  :  2000 
and  a  rectal  enema  of  soapsuds  administered,  after  which  she  can 
be  permitted  to  await  her  confinement  in  quarters  separated  from 
those  who  have  been  already  confined,  occupied  by  others  of 
her  class,  engaged  in  light  work,  and  an  intelligent  medical 
supervision  exercised  regarding  her  food,  cleanliness,  secretions, 
and  excretions. 

After  the  first  stage  of  labor  has  somewhat  advanced  she 
should  be  taken  into  a  well-appointed  operating  room  and  placed 
on  a  specially  constructed  table,  which  should  be  five  and  a  half 
feet  long,  twenty-seven  inches  broad,  and  thirty  inches  high, 
about  four-fifths  of  the  top  of  which  should  be  hinged  to  the 
remaining  one-fifth  and  capable  of  being  elevated,  so  that  the 
hips  and  lower  extremities  can  be  raised  in  case  of  sudden  hemor- 
rhage ;  this  should  be  covered  with  several  folds  of  a  blanket 
protected  by  waterproof  paper,  "  whicli  has  been  found  an  excel- 
lent substitute  for  the  ordinary  india-rubber  sheet"  which  is 
kept  clean  with  so  much  difficulty,  and  it  should  be  used  on  all 
of  the  beds  of  the  wards.  It  is  a  soft,  tough,  brown  paper,  very 
flexible,  covered  with  a  thin  coating  of  tar,  over  which  is  spread 
a  single  layer  of  gauze,  which  gives  it  the  appearance  and  feel 
of  cloth.  It  is  difficult  to  obtain  in  this  country,  being,  as  far 
as  I  know,  only  made  by  Messrs.  Heald  Brothers,  59  Knightrider 
street,  London,  and  costs  about  six  cents  a  yard  free  of  duty. 
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On  account  of  its  cheapness  it  can  be  removed  and  burned  wlien 
soiled. 

Over  tlie  tar  paper  sliould  be  pinned  a  clean  sheet.  The 
patient  should  then  have  her  bladder  emptied,  a  rectal  enema 
administered,  a  vaginal  douche  of  bichloride  1  :  2000,  and  the 
vulva  and  adjacent  parts  washed  with  a  bichloride  solution,  also 
of  1:2000.  The  operator,  having  disinfected  his  hands  with 
warm  water,  soap,  brush,  nail-cleaner,  alcohol,  and  soaked  them 
in  a  1 :  2000  bichloride  solution,  should  only  use  as  an  emollient 
some  aseptic  lubricant  kept  under  a  bichloride  solution. 

Chloroform  may  be  used  in  the  first  stage  of  labor  if  indicated, 
and  should  always  be  carried  to  the  obstetrical  degree  in  the 
latter  part  of  the  second  stage,  if  the  uterine  contractions  will 
permit  it. 

The  perineum  should  be  supported  with  the  palm  of  the  right 
hand  and  the  child's  head  carried  toward  the  symphysis,  the 
dilatation  of  the  vulva  being  assisted  with  the  fingers ;  too  rapid 
dilatation  being  prevented  by  chloroform  and  manual  resistance. 

As  soon  as  the  head  is  born  we  should  bring  down  the  anterior 
arm,  and,  supporting  the  perineum  with  the  right  hand,  the 
child's  head  is  seized  with  the  left  and  carried  up  toward  the 
symphysis,  and  in  this  way  the  posterior  shoulder  prevented 
from  ploughing  through  the  perineum. 

The  placenta  can  be  expressed  by  Crede's  method  after  the 
uterus  has  rested  about  fifteen  minutes,  when  the  vagina  should 
be  thoroughly  washed  out  with  a  1 :  5000  bichloride  solution  at 
a  temperature  of  116°  F.,  which  acts  not  only  in  removing  all 
clots,  but  as  a  most  valuable  stimulant  to  uterine  contractions, 
possessing  no  unpleasant  after-effects.  The  attendant  should  see 
that  these  firm  contractions  are  maintained  for  one  hour. 

Any  lacerations  should  now  be  sutured  with  silkworm  gut, 
some  such  binder  as  I  present  for  your  examination  and  an 
ordinary  aseptic  pad  applied,  and  the  now  happy  mother  allowed 
to  exchange  her  bed  of  misery  for  one  of  sweet  sleep. 

The  writer  does  not  approve  of  the  routine  administration  of 
ergot  after  the  placenta  has  been  delivered,  or  of  promoting  the 
process  of  involution  by  the  daily  display  of  ergot,  digitalis,  and 
quinine,  as  is  suggested  and  practised  in  some  institutions,  but 
believes  that  the  object  desired  to  be  attained  by  these  can  best 
be  secured  by  hot  carbolic  douches  twice  daily,  which,  with 
a  daily  1 :  2000  bichloride  bath  externally,  will  keep  her  abso- 
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Intelj  clean.  For  the  first  few  days  the  mother  should  have 
nutritious  and  easily  digested  food,  principally  milk,  in  such 
quantities  as  she  can  readily  assimilate  ;  and  if  her  bowels  have 
not  been  thoroughly  opened,  much  comfort  and  some  good  will 
be  afforded  by  the  traditional  third-day  purgative.  After-pains 
can  be  controlled,  when  insufferable,  by  small  doses  of  some 
form  of  opium. 

As  soon  as  the  mouth  shall  have  passed  the  tense  edges  of  the 
vulva  the  mucus  should  be  removed  by  a  piece  of  lint  on  the 
finger,  and  a  drop  of  a  two-per-cent  solution  of  silver  nitrate 
dropped  into  each  eye.  The  cord  should  not  be  tied  nntil  res- 
piration has  been  well  established,  thus  securing  the  three  ounces 
of  blood  needed  to  fill  the  lungs,  the  physiological  necessity  for 
which  has  been  established  by  breathing ;  then  the  stump  should 
be  dressed  with  powdered  boric  acid  and  absorbent  cotton,  and 
the  child  anointed,  wrapped  in  a  warm  blanket,  placed  in  a  crib, 
surrounded  by  hot  bottles,  and  not  bathed  for  twenty-four  or 
forty-eight  hours,  after  which  it  should  have  a  daily  hot  bath  of 
98°  F.  in  a  warm  room  at  a  temperature  of  90°  F.,  the  bath  to 
be  followed  by  a  generous  use  of  vaseline.  If  this  course 
should  be  pursued  we  would  probably  see  less  jaundice,  derma- 
titis, and  catarrhs  in  the  new-born. 

As  regards  the  management  of  the  breast,  the  following  is 
taken  from  Dr.  McLane's  report  of  one  thousand  cases,  and 
heartily  indorsed  :  "  As  there  has  occurred  no  case  of  mastitis 
or  mammary  abscess,  it  may  be  of  interest  to  describe  the  man- 
agement of  lactation,  since  the  freedom  of  patients  from  in- 
flammation of  the  breasts  is  believed  to  be  due  to  the  method  of 
treatment.  The  breast  binder  is  used  on  all  patients ;  it  holds 
the  breasts  well  up  on  the  front  of  the  chest,  and  exerts  compres- 
sion if  there  is  over-distention.  It  is  made  of  unbleached  mus- 
lin and  pinned  from  below  upward.  The  child  is  allowed  to 
nurse  not  over  twenty  minutes  once  in  two  hours  during  the 
day,  and  once  in  three  hours  during  the  night.  The  nipples 
are  washed  with  a  saturated  solution  of  boric  acid  before 
nursing,  and  again  after  the  removal  of  the  child  ;  they  are  then 
rubbed  with  a  few  drops  of  fifty-per-cent  alcohol  and  thickly 
covered  with  a  powder  composed  of  equal  parts  of  bismuth  sub- 
nitrate  and  salicylic  acid,  and  covered  with  a  piece  of  lint.  The 
mouth  of  the  infant  is  thoroughly  washed  with  a  saturated  solu- 
tion of  boracic  acid  before  and  after  each  suckling.     Fissured 
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nipples  are  touched  witli  a  solution  of  silver  nitrate  (cocaine 
anesthesia  being  employed),  forty  grains  to  one  ounce,  and  if 
eroded  they  are  protected  by  the  use  during  nursing  of  a  nipple 
shield." 

In  Private  Practice  the  preliminary  cleansing  is  not  necessary, 
and  we  can  confine  our  immediate  preparations  to  emptying  the 
bladder  and  rectum,  and  to  the  vaginal  douche  and  external  bath 
of  1 :  2000  bichloride,  substituting  a  firm  bed  for  the  obstetrical 
table,  and  being  careful  to  use  a  fresh  bottle  of  vaseline  for  each 
case.  I  believe  this  little  point  is  of  greater  value  than  is 
usually  supposed,  since  it  is  so  often  forgotten.  The  silver 
nitrate  for  the  eyes  should  be  omitted.  In  all  other  respects 
we  sliould  manage  our  private  case  as  we  did  our  hospital  pa- 
tient, and,  as  obstetricians,  do  all  that  we  scientifically  can,  by 
attention  to  details,  to  deprive  the  gynecologist  of  his  avocation. 
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SECTION  ON   OBSTETRICS   AND   GYNECOLOGY, 


Stated  Meeting^  April  %Uh,  1894. 
Malcolm  McLean,  M.D.,  Chairman. 

SARCOMA    OF   THE    CERVIX    AND    FIBROID    OF    THE    BODY    OF    THE 
UTERUS,    WITH    DOUBLE   TUBO-OVARIAN    CYST. 

Dr.  Paul  F.  Munde  presented  a  specimen  of  this  nature, 
removed  the  previous  day  from  a  patient  referred  to  liim  by 
Dr.  Philip  Malleson,  who  had  made  the  diagnosis  of  malignant 
disease  of  the  cervix  uteri,  which  was  filled  with  a  rough,  foul 
mass ;  there  was  also  a  fibroid  enlargement  of  the  body  of  the 
uterus,  and  behind  it  an  elastic,  oblong  mass  supposed  to  be  the 
enlarged  tube.  Before  opening  the  abdomen  Dr.  Munde  closed 
the  external  os  with  sutures,  in  order  to  prevent  contamination, 
and  made  a  circular  incision  around  the  cervix  ;  but  the  latter 
step  he  now  considered  inadvisable,  since  it  led  to  hemorrhage 
and  undue  separation  of  tissues  during  the  further  steps  of  the 
operation.  On  opening  the  abdomen,  the  patient  being  in  the 
Trendelenburg  position,  he  found  the  mass  on  the  left  side, 
which  had  been  felt  previously,  to  be  an  adherent  tuboovarian 
abscess,  the  abscess  cavities  communicating  with  each  other.  A 
similar  tuba-ovarian  cyst,  which  had  not  undergone  suppuration, 
35 
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was  also  found  on  the  right  side,  hut  the  sac  was  not  adherent 
and  was  therefore  easily  removed.  After  tying  off  the  hroad 
ligaments  step  by  step  the  uterus  and  tumors  were  removed 
entire.  The  pelvic  lioor  was  clothed  by  interru])ted  silk  sutures, 
only  a  small  opening  into  the  vagina  being  left  for  drainage. 
The  vagina  was  loosely  packed  with  iodoform  gauze.  The 
sj)ecimen  was  rare  in  three  respects  :  (1)  round-celled  sarcoma 
of  the  cervix  (sarcoma  usually  occurs  in  the  body  of  the  uterus) ; 
(2)  coexistence  of  fibroid  of  the  l)ody  ;  and  (8)  double  tubo- 
ovarian  cysts,  which  is  in  itself  a  very  rare  pathological  forma- 
tion. The  infundibulum  of  the  tube  is  seen  to  open  directly 
into  the  free  cavity  of  the  ovarian  cyst.  Such  a  communication 
can  be  explained  only  by  assuming  that  the  infundibulum  of  the 
tube  became  adherent  to  the  surface  of  the  ovary  exactly  over  a 
distended  Graafian  follicle,  which  eventually,  as  it  became  still 
more  distended,  ruptured  into  the  tube. 

Da.  Wells  remarked  that  the  growth  at  first  had  been  sup- 
posed to  be  a  submucous  fibroid,  but  microscopical  examination 
of  a  portion  of  the  protruding  mass  showed  that  it  was  a  large 
round-celled  sarcoma  with  a  small  amount  of  connective  tissue. 
He  had  been  ai)le  to  find  but  few  cases  of  tubo-ovarian  cyst  on 
record,  and  they  had  usually  been  attributed  to  previous  gonor- 
rheal infection.  This  patient  had  had  gonorrhea  about  eighteen 
years  ago,  since  when  she  had  suffered  from  pelvic  pains. 

Dr.  a.  p.  Dudley  recalled  two  cases  of  fibroids  of  the  uterus 
in  conjunction  with  cancer,  and  it  was  his  opiniou  that  if  cases 
of  fibroids  were  kept  under  observation  it  would  l)e  found  that 
they  not  infrequently  led  to  cancer. 

DISEASED    OVARIES. 

Dr.  Ralph  Waldo  presented  three  sets  of  ovaries  represent- 
ing pathological  changes  of  different  degrees.  The  first  pair 
were  from  a  girl,  19  years  of  age,  who  had  been  in  hospitals  and 
under  treatment  by  competent  gynecologists  over  two  years  and 
was  fast  becoming  a  "  hospital  patient."  The  ovaries  were  not 
much  enlarged  and  showed  slight  macroscopic  change.  The 
patient  had  been  so  far  entirely  relieved,  but  it  was  too  soon  to 
speak  of  the  permanency  of  the  result.  Tlie  second  pair  of 
ovaries  were  from  a  woman  35  years  of  age,  were  not  very  large, 
but  contained  cysts  and  otherwise  were  evidently  diseased.  The 
third  pair  contained  cysts  as  large  as  an  orange ;  one  had  been 
bound  down  in  a  shape  to  be  mistaken  before  operation  for 
uterine  fibroid,  the  other  lay  above  the  uterus. 

Dr.  Mdnde.  in  commenting  upon  Dr.  Waldo's  first  case,  did 
not  wish  to  question  the  propriety  of  removing  the  appendages 
in  this  particular  instance,  but  he  thought  that  where  there  was 
little  or  no  apparent  pathological  change  in  the  ovaries  one 
should  be  very  slow  to  remove  them  for  pain    and  other  symp- 
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toms  which  girls  miglit  complain  of  and  beheve  to  arise  from 
these  organs,  lie  had  to  confess  that  in  the  past  he  had 
operated  nnder  tliose  circumstances  on  several  occasions,  and, 
while  the  results  had  hapi)ened  in  nearly  all  instances  to  justify 
the  interference,  yet  he  thought  we  could  not  be  too  careful 
about  removing  so  important  organs  as  were  the  ovaries  to 
young  women.  He  referred  to  the  case  of  a  girl,  17  years  of 
age,  whose  ovaries  he  had  been  persuaded  by  the  urgency  of  the 
patient  and  her  mother  to  remove  about  a  year  ago  on  account 
of  almost  constant  vomiting  dating  from  puberty.  Although 
the  ovaries  were  healthy,  the  vomiting  had  ceased  since  their 
removal. 

Dr.  Waldo  said  he  quite  agreed  with  Dr.  Munde,  and  gave 
the  reasons  which  made  this  an  exceptional  case  which  justilied 
removal  of  the  ovaries. 

Dr.  Dodley  thought  that  in  cases  like  those  under  discussion 
the  pain  and  other  symptoms  were  due  to  passive  congestion 
and  disordered  state  of  the  sympathetic  system,  and  that  by 
relieving  the  faulty  circulation  the  symptoms  would  disappear 
without  sacrifice  of  the  ovaries.  Moreover,  where  in  cases  of 
disease  a  portion  of  the  appendages  were  healthy  he  saved  as 
much  of  the  organs  as  possible,  in  order  not  tounsex  the  woman 
and  to  avoid  the  liot  flashes  and  melancholia  which  sometimes 
followed  complete  removal. 

Dr.  a.  F.  Currier  concurred  in  the  remarks  of  the  pi-evious 
speakers.  The  fact  that  an  ovary  was  simply  somewhat  larger 
or  smaller  than  what  we  conceived  to  be  the  normal  or  average 
size  did  not  constitute  suflBcient  reason  for  removing  it  in  neu- 
rotic or  hysterical  girls.  Testicles  varied  in  size  without  being 
diseased  ;  why  not  ovaries'? 

NEW    CHLOROFORM    BOTTLE. 

Dr.  E.  a.  Tuckkr,  in  presenting  a  new  chloroform  bottle, 
pointed  out  its  advantages  as  compared  with  others.  The 
stopper  contained  a  small  opening  through  which  to  pour  out 
the  chloroform,  and  when  not  in  use  was  covered  over  by  a  glass 
cap,  as  in  an  alcohol  lamp. 

NEW    PELVIMETER. 

Dr.  Harris,  of  Paterson,  presented  a  pelvimeter  and  pointed 
out  some  of  its  advantages.  It  was  elongated,  the  indicator  or 
scale  was  interior  at  the  hinge,  the  shanks  terminated  in  button 
shape. 

Dr.  Brooks  H.  Wells  read  a  paper  on 

THE   TREATMENT    OF    ABORTION. 

After  some  introductory  remarks  he  said  :  Tlie  symptoms 
vary  wirh  the  time  at  which  the  abortion  occurs.     If  within  the 
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first  six  weeks,  the  woman  may  complain  only  of  a  moderate 
am(nint  of  liimhar  pain,  dull  and  heavy  or  cram])-like,  or  there 
may  be  no  pain  and  an  amount  of  hemorrliage  which  she  may 
consider  as  simply  an  excessive  menstruation.  Very  often  she 
does  not  recognize  the  passage  of  any  slyeds  of  tissue  or  clots, 
and  the  abortion  passes  unnoticed.  At  other  times  portions  of 
chorion  remain  behind  and  she  comes  to  the  physician  com- 
plaining of  the  prolonged  spotting  or  flow.  Later,  and  up  to 
the  time  when  the  phicenta  is  fully  developed,  the  himbar  pains 
are  more  marked,  the  cramps  more  severe  and  rhytiimical,  and 
the  hemorrhage  much  greater  in  amount.  If  the  abortion  be 
the  result  of  natural  causes  and  the  death  of  the  ovum  has 
occurred  several  days  before  its  expulsion,  it  usually  comes  away 
entire.  If  the  ovum  is  alive,  or  if  the  abortion  be  induced  by 
mechanical  means,  the  fetus  usually  escapes,  leaving  the  whole 
or  a  part  of  the  chorion  behind. 

Bimanual  examination  shows  the  uterus  enlarged,  soft  except 
during  a  contraction,  the  cervix  softened  and  more  or  less 
dilated,  and  often  with  a  portion  of  the  ovum  plugging  the  os. 
After  the  expulsion  of  the  entire  ovum  the  pains  and  bleeding 
cease  and  the  uterus  contracts.  If  a  portion  of  chorion  or 
placental  tissue  be  retained  the  bleeding,  pain,  and  dilatation 
may  continue  until  it  is  expelled,  or  the  cervix  may  contract, 
the  pains  become  slight  or  cease,  the  bleeding  stop,  and  the  mass 
be  retained,  either  to  disintegrate  and  come  away  in  the  dis- 
charge, to  become  septic,  or,  exceptionally,  to  develop  into  a 
fleshy  mole.  Rarely  there  may  be  death  and  infection  of  the 
ovum  without  producing  either  pain,  hemorrliage,  dilatation,  or 
foul  discharge,  the  only  symptoms  being  cessation  of  uterine 
growth,  followed  by  irregular,  slight  chills  and  septic  fever. 

After  the  third  month  the  symptoms  approach  more  nearly  to 
those  of  a  premature  labor.  We  have  the  rhythmic  pains,  the 
hemorrhage,  which  is  apt  to  be  more  profuse,  the  dilatation  of 
the  OS,  and,  more  often,  the  spontaneous  evacuation  of  the  entire 
contents  of  the  uterus. 

Abortion  may  be  considered  inevitable  when  the  result  of  a 
cause  that  cannot  be  removed,  when  the  pains  are  severe  or 
rhythmical,  the  hemorrhage  profuse,  the  os  widely  dilated,  or 
when  any  portion  of  the  ovum  has  been  expelled. 

Threatened  al)ortion  may  sometimes  be  averted  when  the 
cause  is  a  remediable  one  and  the  pains,  bleeding,  and  dilata- 
tion are  only  moderate.  When  abortion  becomes  inevitable 
one  of  two  things  happens  :  either  the  uterus  empties  itself 
entirely  or  a  portion  of  the  ovum  is  retained.  In  the  first  case 
the  uterus  contracts,  the  pain  and  hemorrhage  cease,  there  is  a 
pinkish  flow  for  a  few  days,  involution  proceeds  normally,  and 
the  condition  remains  practically  the  same  as  before  conception, 
[f,  however,  portions  of  the  placenta  or  chorion  remain  in  the 
uterus  the  clinical  picture  is  changed.     The  symptoms  noted 
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diminish  at  first,  but  do  not  entirely  disappear  ;  the  pain  may 
cease  for  a  time  and  then  reappear  and  the  fragments  be 
expelled,  or  the  os  may  contract  and  the  fragment  be  retained 
nntil  it  gradually  breaks  down  and  passes  away  with  the  dis- 
charges. In  this  latter  case  the  bleeding  continues  as  a  persistent 
leakage,  often  for  from  three  to  six  weeks,  and  may  reduce  the 
patient  to  an  extreme  degree  of  anemia,  though  it  in  itself 
rarely  kills.  Very  often,  and  almost  certainly  if  tins  incomplete 
abortion  be  the  result  of  criminal  interference  with  the  ovum, 
the  retained  tissues  become  infected,  and  we  have  a  septic 
process  begun  which  may  induce  serious  and  persistent  pelvic 
disease  or  directly  destroy  life.  Sepsis  is  the  condition  most  to 
be  dreaded,  the  condition  to  be  most  carefully  watched  for,  the 
condition  to  be  most  vigorously  fought  against.  We  must 
always  be  on  the  watch  for  its  first  symptom,  and  when  we 
recognize  it,  whether  it  be  as  an  elevation  of  temperature,  a 
chill,  or  a  fetid  discharge,  we  must  remember  its  probable 
source  and  explore  the  cavity  of  the  uterus.  Septic  material 
may  be  there,  even  though  the  cervix  be  perfectly  contracted 
and  hard,  though  there  be  no  hemorrhage,  no  discharge,  and 
possibly  no  other  local  symptom.  But  the  sepsis  is  nut  usually 
of  a  virulent  type  ;  the  case  runs  on,  the  woman  recovers  from 
the  immediate  danger,  but  the  fever,  the  hemorrhage,  tlie  infec- 
tion have  interfered  with  involution  ;  the  uterus  remains  large, 
heavy,  and  soft,  and  is  apt  to  become  retrodisplaced  ;  the 
infected  mucosa,  thickened,  soft,  and  friable,  becomes  the  seat 
of  a  chronic  endometritis  which  may  at  any  time  lead  to  tubal 
and  ovarian  trouble,  and  the  woman  suffers  indefinitely  from 
the  metrorrhagias,  the  pelvic  pains,  and  the  systemic  deprecia- 
tion which  accompany  these  conditions. 

A  local  examination  is  always  imperatively  necessary  when 
any  of  the  signs  of  impending  abortion  appear.  Then,  if  the 
symptoms  are  not  marked,  if  the  pains  are  slight  and  irregular, 
tiie  bleeding  moderate,  the  os  not  much  dilated,  and  the  cause 
one  that  can  he  remedied,  as,  for  instance,  retroversion,  we  may 
hope  by  absolute  rest  in  the  recumbent  position,  by  the  ad- 
ministration of  full  doses  of  opium  and  viburnum  by  suppository, 
or  morphia  hypodermically,  and  by  the  reposition  of  the  dis- 
placed uterus,  to  carry  the  patient  through  her  period  of  danger 
and  allow  the  gestation  to  continue.  If  the  cramps  are  regular 
and  well  marked,  the  hemorrhage  considerable,  and  particularly 
if  the  OS  be  dilated,  these  hopes  will  not  be  realized  ;  the  loss  of 
the  ovum  becomes  inevitable,  and  it  is  our  duty  to  hasten  its 
expulsion.  As  the  method  of  procedure  now  varies  according 
to  the  period  of  gestation,  we  may  draw  a  line  of  division  at  the 
end  of  the  third  month  and  consider  the  case  as  either  "  abor- 
tion "  or  "  miscarriage." 

Abortion. — As  the  uterus  before  the  end  of  the  third  month 
is  still  comparatively  small  and  will  not  allow  the  accumulation 
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of  any  considerable  amount  of  bloofl  in  its  cavity,  the  nse  of  the 
tampon  is  sometimes  permissible  before  the  expulsion  of  the 
fetus,  not  80  much  to  check  bleeding  as  to  excite  more  vigorous 
expulsive  contractions.  When  it  is  to  be  employed  the  patient 
is  put  in  the  dorsal  position  on  a  Kelly  pad,  the  vagina  and 
cervix  thoroughly  cleansed  by  a  douche  of  hot  soapsuds  ru])l)ed 
into  all  folds  and  crevices  by  the  lingers,  and  followed  by  irriga- 
tion with  1  :  4000  warm  bichloride  solution.  Then  a  strij)  of 
sterile  iodoform  gauze  is  carefully  packed  into  the  cervix  and 
the  vagina  tamponed.  This  packing  is  removed  in  from  eiglit 
to  twelve  hours,  and  afterward  the  ovum  will  be  found  loose  in 
the  vagina  or  in  the  dilated  os.  If  at  this  time  no  portion  of  the 
ovum  be  expelled — that  is,  if  its  envelopes  be  still  intact — the 
packing  may  be  carefully  repeated.  If  any  portion  of  the  ovum 
has  been  ex])elled,  the  remainder  should  be  removed  at  once, 
either  with  the  tlnger — which  can  seldom  be  used  at  this  early 
period — with  the  ovum  forceps,  or  with  the  dull  curette. 

If  there  be  reason  to  believe  that  the  abortion  has  resulted 
from  criminal  interference,  if  the  case  has  been  allowed  to  run 
on  for  many  days,  if  there  be  endometritis  or  any  form  of  sepsis, 
the  OS  should  be  dilated,  preferably  after  the  administration  of 
an  anesthetic,  the  fragments  of  the  ovum  removed,  and  the 
whole  interior  of  the  uterus  scraped  carefully  and  thoroughly 
with  the  sharp  curette,  washed  clean  with  a  strong  watery  solu- 
tion of  iodine,  and  ])acked  with  a  strip  of  sterile  iodoform  gauze. 
This  gauze  should  be  removed  in  twenty-four  hours  and  the 
vagina  irrigated.  If  septic  symptoms  continue  the  uterine 
cavity  may  be  again  irrigated  with  the  iodine  solution  and  a 
fresh  strip  of  gauze  carried  to  the  fundus. 

Mhcarriage. — After  the  third  month  the  use  of  the  tampon 
for  hemostatic  or  other  purposes  is  reprehensible,  as  the  uterus 
is  then  larger  and  dilatable,  so  that  a  dangerously  large  amount 
of  blood  may  accumulate  in  its  cavity.  If  the  hemorrhage  from 
a  miscarriage  is  moderate,  the  treatment  may  be  expectant  for  a 
limited  time  until  the  entire  ovum  or  the  fetus  be  expelled.  If 
the  fetus  alone  be  discharged,  the  remaining  portions  of  the 
ovum  should  be  immediately  removed  with  the  finger,  aided,  if 
necessary,  by  the  ovum  forceps  or  large  curette.  If  the  hemor- 
rhage be  profuse  there  should  be  no  delay,  the  os  should  be 
dilated,  and  the  uterus  cleared  out  at  once.  Where  there  is 
sepsis  the  indication  is  for  the  use  of  the  sharp  curette,  irrigation, 
and  packing  as  already  described. 

When  we  have  legitimate  reason  for  inducing  abortion  it  is 
best  done  by  immediate  clearing  out  of  the  uterus  after  anes- 
thesia and  rapid  dilatation,  the  uterus  being  washed  clean  and  a 
strip  of  gauze  introduced  for  drainage.  When  miscarriage  be- 
comes necessary  the  |)reliminary  dilatation  is  usually  best  secured 
by  the  employment  of  an  aseptic  tupelo  tent  of  the  largest  size 
that  can  be  inserted  into  the  os;  then,  if  the  ovum  be  not  spon- 
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taneonsly  and  completely  expelled,  it  is  removed  digitally  or 
with  instrumental  aid. 

In  conclusion  Wells  defines  his  position  briefly  as  follows : 
Recognizing  that  any  interference  with  the  uterine  cavity 
must  be  looked  upon  as  a  possible  source  of  infection,  and  must 
be  made  aseptically  and  with  antiseptic  precautions  to  be  free 
from  danger,  he  strongly  urges  that,  in  every  case  where  abortion 
or  miscarriage  begins  acutely  and  from  natural  causes,  the  ovum 
be  removed  by  the  finger,  ovum  forceps,  or  curette  within 
twenty-four  hours  after  the  abortion  be  considered  inevitable,  if 
the  entire  ovum  be  not  then  already  expelled,  complete  expul- 
sion being  indicated  usually  by  cessation  of  pain  and  hemorrhage. 
In  cases  where  a  portion  has  been  expelled,  where  we  find  serious 
hemorrhage,  wiiere  the  ovum  is  dead,  where  we  have  reason  to 
suspect  criminal  interference,  where  there  has  been  continual 
spotting,  foul  discharge,  or  fever,  the  uterus  should  be  explored 
and  emptied  at  once,  as  any  delay  greatly  increases  the  risk  of 
sepsis.  The  sharp  irrigating  curette,  followed  by  gauze  drain- 
age, should  always  be  used  where  there  is  septic  material  present 
or  where  tlie  endometrium  is  diseased  ;  in  other  conditions  the 
finger  or  a  dull  instrument  is  sufficient. 

Dr.  Pall  F.  Mcjnde  said  he  had  wondered,  when  the  title  of 
the  paper  was  announced,  what  could  be  said  new  upon  the  sub- 
ject of  the  treatment  of  abortion.  Dr.  Wells  had  certainly 
handled  the  subject  in  a  very  satisfactory  and  instructive  man- 
ner. In  a  paper  entitled  "  The  Immediate  Removal  of  the 
Secundines  after  Abortion,"  published  in  the  Jouknal  of  Ob- 
stetrics in  February,  1883,  referred  to  by  the  reader,  which 
was  based  on  about  sixty  cases  whicli  he  had  seen  in  consulta- 
tion, he  had  advocated  very  strenuously  the  immediate  empty- 
ing of  the  uterine  cavity  after  an  incomplete  abortion,  and  had 
laid  down  the  principle  that  a  woman  was  always  in  danger  of 
hemorrhage  or  septicemia  so  long  as  the  uterus  was  not  entirely 
empty.  Many  opposed  that  view  at  the  time,  particularly  in 
the  West,  on  the  ground  that  it  would  be  too  dangerous  to  put 
the  curette  into  the  hands  of  the  general  practitioner. 

Regarding  the  diagnosis,  the  author  had  not  indicated  how 
this  could  be  made  in  a  class  of  cases  which  had  given  him  con- 
siderable trouble.  He  had  seen  several  cases  where  there  had 
been  more  or  less  constant  bleeding  for  two  or  three  months  ; 
no  suspicion  of  pregnancy  ;  on  examination  the  uterus  would 
be  found  enlarged  and  os  slightly  gaping ;  no  pain.  On  dilat- 
ing with  a  tupelo  tent,  for  purposes  of  diagnosis,  an  ovum  would 
be  expelled,  which  would  usually  indicate  fibroids.  When  a 
woman  gave  such  a  history  one  should  always  think  of  the  pos- 
sibility of  pregnancy. 

A  physician  who  would  give  ergot  either  to  attempt  to  arrest 
or  to  bring  on  abortion  was  not  fit  to  practise  medicine.  When 
abortion  had  become  inevitable,  dilate  with  the  fingers,  forceps. 
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or  tupelo  tent.  These  cases,  and  those  of  submucous  fibroids 
trying  to  force  their  way  out,  are  the  only  ones  in  which  he 
would  use  a  tent,  and  then  only  the  tupelo.  As  soon  as  the 
linger  can  be  introduced  into  the  uterine  cavity  the  latter  should 
be  explored  and  carefully  but  thoioughly  emptied. 

Dk.  Waf.do  supposed  every  physician  in  the  city  must  come 
across  badly  treated  cases  of  abortion.  Kegarding  ergot,  it 
should  never  be  given  as  long  as  the  products  of  conception  or 
any  portion  of  them  were  within  the  uterus.  He  would  Dot  use 
the  tent  for  dilatation.  A  tampon  could  sometimes  be  used  to 
stop  hemorrhage;  to  be  effectual  the  cotton  should  not  be  intro- 
duced dry,  but  wrung  out  of  water.  He  would  like  to  know 
how  one  was  to  tell  when  abortion  was  inevitable.  There  were 
cases  on  record  in  which  portions  of  placental  tissue  bad  come 
away,  yet  the  woman  went  on  to  carry  the  child.  Some  one  had 
advocated  that  curettement  should  be  performed  in  every  case 
of  abortion,  on  the  principle  that  there  was  at  least  an  endome- 
tritis which  called  for  it.  Dr.  Waldo  thought  that  was  going 
to  the  extreme,  but  he  did  not  think  the  curette  should  be 
limited  to  septic  cases. 

Dr.  Collyer  said  he  had  found  it  useless  to  wait  after  hemor- 
rhage had  occurred.  He  would  dilate  the  cervix  and  curette 
with  the  sharp  instrument ;  the  dull  one  would  not  bring  away 
the  secundines.  It  would  save  the  woman  serious  hemorrhage 
and  other  symptonis  if  one  en)ptied  the  uterus  immediately 
upon  being  called.  One  could  not  be  assured  that  the  uterus 
had  emptied  itself  unless  he  introduced  an  instrument. 

Dr.  Dudley  cautioned  against  dragging  upon  the  uterus 
when  inserting  an  instrument  in  cases  where  abortion  had  been 
going  on  several  days  and  therefore  was  probably  complicated 
by  salpingitis.  As  to  tents,  he  preferred  the  laminaria  to  the 
tupelo.  Before  inserting  it  he  dipped  it  into  pure  carbolic  acid, 
then  into  vaseline.  The  period  of  delay  in  the  treatment  of 
abortion  had  passed. 

Dr.  R.  a.  Murray  had  practised  the  principle  of  completely 
emptying  the  uterus  in  cases  of  abortion  the  past  twenty  years. 
Hemorrhage  and  some  enlargement  of  the  uterus  almost  always 
meant  al)ortion,  and  therefore  one  should  approach  such  cases 
with  proper  care.  The  woman  should  be  kept  quiet  until  there 
was  evidence  of  inevitable  abortion  or  signs  of  sepsis,  then  the 
uterus  be  emptied.  He  advocated  dilatation  with  the  tent  under 
antiseptic  precautions  in  preference  to  rapid  dilatation :  it 
caused  no  hemorrhage,  no  injury  to  the  uterus,  no  sepsis,  Mas 
likely  to  lead  to  the  expulsion  of  the  uterine  contents,  and 
caused  such  dilatation  as  to  enable  one  to  introduce  the  finger 
while  curetting.  Without  the  aid  of  the  finger  one  was  liable 
to  mistake  uterine  tissue  for  placental  and  do  injury  during 
curettement.     After  being  emptied  nothing  should  be  put  into 
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the  uterus  except  hot  water  or  i)iire  carbolic  acid.     If  tliere  was 
relaxation  in  a  neglected  case  give  ergot. 

Dr.  A.-F.  Currikr  thought'tlie  fact  that  there  had  been  im- 
provement in  the  management  of  cases  of  ahortioTi  was  shown 
by  the  success,  of  recent  years,  of  professional  al)ortionists.  It 
was  not  necessarily  the  case  that  when  abortion  had  begun  it 
must  go  on.  lie  thought  the  importaut  points  in  the  treatnicnt  re- 
lated to  the  intrauterine  tampon  and  the  curette  under  antisep- 
tic precautions.     He  woidd  exclude  the  use  of  the  tent  absolntely. 

Dr.  Jones  said  the  only  cases  in  which  he  had  had  difficulty  in 
treating  abortion  were  those  in  wiiich  infection  had  extended  to 
the  tubes. 

Dr.  IIumiston,  of  Cleveland,  expressed  surprise  that  any 
doctor  should  still  adhere  to  the  tent  in  dilating  the  uterus. 
He  employed  hard-rubber  dilators,  injecring  cocaine  into  the  os 
at  four  places  to  prevent  pain.  He  used  a  sharp  curette,  unices 
it  was  a  case  of  long  standing  and  infection  had  probably  ex- 
tended to  the  uterus. 

Dr.  Wells  closed  the  discussion.  He  considered  abortion 
inevitable  when  the  pains  had  become  strong  and  rhythmical  and 
the  dilatation  sufficient  to  admit  the  end  of  the  linger.  If  the 
pains  were  light,  or  there  were  only  slight  hemorrhage  without 
dilatation  of  the  cervix,  he  would  do  all  he  could  to  prevent  fur- 
ther progress  of  the  al;ortion.  One  was  sometimes  successful 
even  after  there  had  been  pretty  severe  hemorrhage. 

He  had  expected  the  propriety  of  using  the  tent  for  dilatation 
to  be  disputed.  But  the  point  which  he  had  wished  to  make 
was  that  there  were  cases  of  pregnancy,  with  or  without  threat- 
ened miscarriage,  between  the  fourth  and  sixth  months,  in  which, 
owing  to  some  constitutional  condition,  it  might  be  desirable  to 
empty  the  uterus  with  as  little  shock  as  possible.  Eapid  dila- 
tation, followed  by  the  instrumental  removal  of  the  fetus  and 
its  envelopes,  could  not  be  performed  without  considerable  trau- 
matism and  loss  of  blood.  By  the  use  of  the  aseptic  tupelo  or 
laminaria  tent  one  could  initiate  cervical  dilatation,  bring  on 
rhythmical  contractions,  avoid  puncturing  the  meml)ranes,  and 
allow  the  uterus  to  empty  itself  naturally  with  the  minimum  of 
hemorrhage  and  shock. 

Dr.  Wells  did  not  believe  it  possible  for  pregnancy  to  con- 
tinue after  the  removal  of  a  portion  of  the  placenta,  as  men- 
tioned by  Dr.  Waldo.  He  had  seen  a  case  some  years  before  in 
which  a  placenta  and  fetus  were  scraped  out  of  the  uterus  l)y  a 
surgeon,  and  a  week  later  the  patient  expelled  a  second  and  in- 
tact ovum.  Dr.  Waldo's  case  might  also  have  been  a  twin  preg- 
nancy in  which  the  second  ovum  liad  been  more  fortunate. 

As  to  the  curette,  a  first  experience  with  it  was  dangerous 
and  uncertain,  but  after  a  time  one  could  learn  to  feel  with  it 
almost  as  well  as  with  the  finger  and  could  tell  with  certainty 
whether  any  placental  tissue  had  been  left.     As  to  the  danger 
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of  pnncturino:  the  uterus,  this  might  occur,  in  the  hands  of  an 
unskilled  operator,  with  the  dull  curette  as  well  as  with  the 
sharp  one.  Gauze  was  put  in  partly  for  drainage  and  partly  to 
stimulate  the  uterus  to  contraction.  He  used  it  more  especially 
in  cases  where  the  uterus  was  Habby  and  had  a  tendency  to  bend 
upon  itself  in  a  way  to  prevent  escape  of  secretions  or  blood. 
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Stated  Meeting^  Friday,  June  \Qth,  1893. 
President  pro  tempore  George  N.  Acker,  M.D.,  in  the  Chair. 

DISCUSSION   OF    PUERPERAL   INSANITY 

by  George  Byrd  IIarrison,  M.D.,'  referee,  and  William   M. 
Sprigg,  M.D.,'  co-referee. 

Dr.  W.  p.  Carr  said  that  it  had  occurred  to  him  that  anemia 
of  the  brain  would  cause  insanity.  In  the  puerperal  condition 
blood  accumulated  in  the  abdomen,  as  it  did  after  surgical  ope- 
rations for  the  removal  of  large  abdominal  tumors.  He  thought 
that  anemia  thus  produced  was  a  cause  of  the  insanity  which 
came  and  continued  several  days  after  delivery.  He  thought 
that  applying  the  binder  tightly  after  delivery  in  those  cases 
where  there  was  much  distention  of  the  abdomen  from  a  large 
quantitv  of  amniotic  fluid  or  other  cause,  might  be  preventive. 

Dr.  J.  F.  Scott  said  he  would  have  to  take  Dr.  Harrison  to 
task  as  to  the  derivation  of  the  term  puerperal.  Specifically, 
puer  meant  boy,  but  used  generically  it  meant  boy  or  girl.  He 
thought  it  not  a  proper  classification  to  call  insanity  occurring 
during  pregnancy  puerperal. 

Dr.  Harrison  said  he  had  Spitzka  and  others  behind  him  to 
sustain  him  in  the  use  of  the  term  puerperal  insanity. 

Dr.  E.  L.  ToMPKijfs  said  he  had  seen  several  cases  of  puerpe- 
ral insanity.  In  one  of  them  there  was  a  second  attack.  The 
patient  was  in  good  health  at  other  times.  In  the  insanity  oc- 
curring during  gestation  there  was  a  condition  of  despondency, 
while  in  puerperal  insanity  the  woman  was  violent.  The  prog- 
nosis was  generally  good. 

Dr.  L.  W.  Glazebrook  said  he  had  been  much  interested  in 
observing  tsvoof  the  cases  seen  at  St.  Elizabeth  Hospital.  They 
were  strikingly  similar  to  the  case  reported  by  Dr.  Harrison. 
Both  were  markedly  anemic  ;  Ijoth  were  taken  to  the  asylum  one 
and  a  half  or  two  months  after  delivery.     They  were  maniacal 

'  See  original  article,  p.  529.  *  See  original  article,  p.  537. 
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and  forced  feeding  had  to  be  resorted  to.  One  of  the  cases  took 
no  note  of  what  occurred. 

Dr.  George  N.  Acker  said  he  had  recently  had  a  case  in 
which  the  abdomen  was  much  distended  b}  a  large  acciimu- 
latioii  of  amniotic  fluid.  There  was  no  marked  change  in  the 
pulse  after  delivery,  nor  did  lie  note  any  symptom  indicating 
anemia  of  the  brain,  as  Dr.  Carr  had  suggested  might  occur. 
AVe  frequently  had  cases  of  anemia  of  the  brain  without  any 
manifestation  of  insanity. 

Dr.  E.  L.  Tompkins  said  that  anemia  of  the  brain  could  not 
produce  these  cases,  as  the  bromides  relieverl  them. 

Dr.  W.  p.  Carr  said  that  many  of  these  cases  were  due  to 
hyperemia  and  actual  inflammation  of  the  brain.  He  also  said 
that  patients  had  died  from  anemia  of  the  brain  following  the 
removal  of  large  abdominal  tumors. 

Dr.  George  Byrd  Harrison  said  he  was  much  interested  in 
the  suggestion  of  Dr.  Carr  and  thought  it  a  reasonable  one. 
As  to  Dr.  Sprigg's  reference  to  '•  opening  the  closet  in  which 
there  was  a  skeleton,"  he  thought  that  as  patients  had  the  best 
chance  of  recovery  in  a  special  institution,  all  objection  to  them 
should  be  overcome. 

Dr.  William  M.  Sprigg  said  that  patients  should  not  be  sent 
to  an  asylum  at  once,  as  some  cases  recovered  in  a  few  days ; 
but  when  acute  mania  occurred  it  was  necessary.  He  thought 
Dr.  Carr's  suggestion  an  interesting  one. 


Stated  Meeting^  Friday,  November  Sd,  1893. 
Vice-President  S.  S.  Adams,  M.D.,  in  the  Chair. 
Dr.  a,  F.  a.  King  read  a  paper  entitled 

STRAY  THOUGHTS  ON  THE  MECHANISM  OF  LABOR.' 

Dr.  Thomas  C.  Smith,  in  opening  the  discussion,  said  he 
agreed  with  much  that  Dr.  King  had  said.  He  wished,  how- 
ever, that  the  doctor  had  defined  what  he  meant  by  "  normal 
mechanism  "  of  labor.  As  Dr.  Smith  understood  it,  it  implied 
several  factors,  all  of  which  were  essential  to  complete  that  act. 
We  have  an  elliptical  body — fetus — contained  within  a  muscular 
sac,  and  it  was  the  function  of  this  normal  mechanism  to  get 
this  body  out  of  its  place  of  abode  without  injury  to  the  parts 
involved.  Therefore  it  was  necessary  to  have  sufficient  power  to 
overcome  the  resistance  of  the  soft  parts  and  to  mould  the  fetal 
head  so  tliat  it  migiit  pass,  without  unnecessary  delay,  through 
the  bony  pelvis.  Having  a  fetus  of  normal  size,  the  uterus 
healthy  and  prepared  to  dilate  as  its  musculature  ct)ntracted.  the 
soft  parts  dihitable  and  the  pelvis  of  normal  dimensions,  we  then 
have  the  following  essential  phenomena  as  a  result:  The  uterus 
*  See  original  article,  p.  494. 
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contracts,  and  in  doing  so  tends  to  draw  o])en  the  os;  when  tliis 
is  fully  dilated,  the  contractions  continuing  and  the  ciiild  j)re- 
senting  in  the  position  which  conduces  to  the  speediest  delivery, 
it  is  slowly  forced  through  the  parturient  canal.  As  the  head  be- 
gins to  impinge  on  the  attachments  of  the  perineal  tissues,  and 
before  it  has  reached  the  perineum,  we  find  the  vaginal  orifice, 
which  a  short  time  previous  would  scarcely  admit  tlie  index  lin- 
ger, now  open,  gaping,  and  readily  admitting  two  lingers.  Jn 
due  time  the  child  is  extruded  uninjured,  the  mother's  parts 
likewise  have  escaped  harm,  and  the  result  demonstrates  that  a 
"normal  mechanism  "  has  accomplished  normal  ends. 

In  justo-major  and  minor  pelves  the  mechanism  cannot  be 
"  normal."  In  the  former  the  child  passes  too  rapidly  and  does 
not  undergo  the  necessary  changes  in  position  implied  in  the 
term  '"normal  mechanism."  The  rapidity  of  exit  may  result 
disastrously  to  the  soft  parts,  or  no  harm  may  be  done.  In  the 
latter  form  of  pelvis  the  labor  is  retarded  or  perhaps  obstructed 
by  the  abnormally  diminished  diameters  of  the  pelvis,  and  there 
can,  therefore,  be  no  "normal  mechanism."  Dr.  King's  refe- 
rence to  ''humps  and  hollows"  is  purely  imaginative.  During 
labor  Dr.  Smith  does  not  believe  there  are  such  things  as  live 
protuberances  on  the  head  of  the  child.  The  head,  being  more 
or  less  plastic,  is  moulded  to  suit  the  channel  through  which  it 
has  to  pass,  and  the  protuberances  found  post-natal  have  no  ex- 
istence until  the  normal  resiliency  of  the  child's  head  restores  it 
to  the  normal  shape,  of  which  it  has  been  deprived  in  its  journey 
through  the  maternal  passages. 

Dr.  F.  S.  Nash  said  Dr.  King's  paper  opened  a  field  for 
wider  thought  upon  the  mechanism  of  labor.  We  are  accus- 
tomed to  accept  the  statements  of  the  text  books  in  regard  to  the 
forces  controlling  the  mechanism. 

Dr.  a.  F.  a.  King,  in  closing,  thanked  Dr.  Smith  for  his  re- 
marks. He  was  like  the  others  in  being  unable  to  define  a  nor- 
mal mechanism.  He  explained  the  central  position  of  the 
occiput  in  uniformly  contracted  |>elves. 


Stated  Meeting,  Friday,  Decemher  15th,  1893. 

The  President,  H.  D.  Fry,  M.D.,  in  the  Chair. 

Dr.    Llewellyn  Eliot  '    as   referee,    and    Dr.  William   P. 
Carr  ^  as  co-referee,  discussed 

CATHETERIZATION    OF   THE    FALLOPIAN   TUBES. 

Dr.  Joseph  Taber  Johnson  said  Dr.  Carr  had  "  damned  with 

faint  praise"  catheterization   of  the  Fallopian  tubes.     At  best, 

if  the  operation   was  successful,  it  was  but  a  lucky  hit,  for  the 

uterus  must  be  in  a  favorable  position  and  the  tube  sufficiently 

'  See  original  article,  p..  521.  '^  See  original  article,  p.  525. 
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large,  as  stated  by  Dr.  Carr.  All  the  conditions  necessary  for 
success  could  hardly  be  exi)ected.  The  drawing  shown  by  Dr. 
Carr  was  a  more  favorable  representation  than  actually  existed. 
Intlanunatory  processes  brought  about  unfavorable  conditions. 
Catheterization  meant  to  draw  out  fluid.  Attempts  to  catheter- 
ize  the  Fallopian  tubes  were  worse  than  puncture  through  the 
vagina.  He  believed  that  the  sound  passed  into  the  wall  of  the 
uterus  rather  than  through  the  tube.  It  was  an  error  to  sup- 
pose that  the  sound  could  pass  into  the  tube,  which  Dr.  Eliot 
said  authorities  agreed  would  only  admit  a  bristle.  The  distor- 
tions of  disease  would  be  unfavorable  to,  rather  than  facilitate, 
catheterization.  It  was  difficult,  dangerous,  and  unnecessary. 
The  delays  and  manipulations  subjected  the  woman  to  too  many 
dangers,  as  rupture  of  the  sac,  etc.  It  would  be  better  to  open 
the  abdomen  and  remove  the  tube  and  ovary  and  do  whatever 
else  was  necessary.  As  there  was  scarcely  any  modern  book 
which  recommended  catheterization  of  the  tubes,  he  thought  it 
could  not  be  wise.  He  had  no  doubt  Dr.  Eliot  thought  he  had 
good  ground  for  his  suggestion,  but  he  could  not  favor  it. 

Dfir  A.  F.  A.  KixG  inquired  as  to  the  results  iu  Dr.  Murray's 
cases  where  he  packed  the  uterus  for  disease  of  the  tubes. 

The  President,  Dk.  H.  D.  Fky,  said  that  Dr.  Murray,  of  Phil- 
adelphia, curetted  and  packed  the  uterus,  forcing  the  gauze  well 
up  into  the  cornua.     The  woman  afterward  had  children. 

Dk.  Joseph  Taber  Johnson  said  the  recommendation  of  Polk 
was  to  curette,  wash,  and  drain  the  uterus  for  tubal  disease.  He 
was  not  certain  there  was  tubal  disease,  and  was  disposed  to 
doubt  the  diagnosis  in  the  cases  referred  to  ;  but  this  method 
should  be  practised  where  there  was  endometritis,  for  some 
cases  from  which  the  ovaries  and  tubes  were  removed  canie  back 
to  plague.  Baldy  removed  the  uterus  along  with  the  appen- 
dages where  there  was  endometritis. 

Dr.  T.  C.  Smith  said  that,  since  catheterization  of  the  Fallo- 
pian tubes  was  seriously  proposed,  it  might  be  that  the  operation 
had  been  successfully  performed,  but  it  had  not  been  demon- 
strated. Dr.  Carr  disarmed  criticism  by  admitting  the  many 
difficulties.  Inflammatory  exudations  caused  obstructions, 
twisted  the  tubes,  and  produced  diverticula  which  were  insur- 
mountable difficulties  to  the  operation.  lie  had  iioped  that 
some  definite  method  and  instruments  would  have  been  pre- 
sented. If  the  tube  would  admit  the  catheter,  fluid  would  drain 
away  without  it.  He  could  not  see  how  the  catheter  could  be 
directed.  He  would  say  that  after  the  catheter  was  supposed 
to  be  in  the  tube  it  would  be  necessary  to  perform  laparatomy 
in  order  to  determine  the  matter.  In  the  first  place,  you  would 
have  to  put  the  patient  under  ether,  then  in  Trendelenburg's 
position,  draw  down  the  uterus,  and  with  Kelly's  mirror  and 
cervical  speculum  search  for  the  opening,  and  then  you  could 
not  introduce  the  catheter.     It  was  a  most  dangerous  experi- 
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meiit,  and  was  so  serious  that  it  should  seldom  be  undertaken. 
It  was  better  to  try  and  cure  the  endometritis  by  curetting  and 
drainage. 

Dk.  a.  F.  a.  King  said  that  catheterization  of  the  tubes  liad 
enoraged  tlie  attention  of  non-oj^erators  for  a  long  time.  He 
had  no  doubt  that  had  not  laparatoniy  been  so  perfected  the  in- 
genuity of  tlie  modern  man  would  have  discovered  some  way 
for  its  performance,  and  he  believed  lie  would  yet  succeed.  Dr. 
Carr  had  destroyed  his  idea  of  drawing  the  uterus  down  to  the 
vulva  by  saying  that  the  procedure  was  too  dangerous.  A  small 
instrument,  like  a  filiform  bougie,  might  be  introduced,  and 
leaving  it  there  it  miglit  accomplish  something.  Packing  the 
cornua  with  gauze  might  stretch  the  canal.  He  desired  to  com- 
mend the  painstaking  study  of  Dr.  Carr. 

Dr.  J.  Foster  Scott  said  something  might  be  accomplished 
by  applying  a  hollow  instrument  tiaring  somewhat  at  the  end 
and  supplied  with  a  soft-rubber  tip.  To  this  an  exhausting 
apparatus  might  be  attached  and  by  suction  the  fluid  might  be 
removed. 

Dk.  Llewellyn  Eliot  said  that  some  of  the  objections  raised 
were  good  from  a  theoretical  point.  He  never  used  as  large  a 
sound  as  the  one  shown.  He  dilated  the  uterus  and  drew  it 
down.  With  the  sound  carefully  introduced  it  would  follow  in 
the  furrows  of  the  mucoiis  membrane,  and  with  patience  suc- 
cess would  come.  All  cases  were  not  suitable.  He  referred  to 
some  cases  he  had  reported  in  another  paper.  He  said  Dr. 
Smith  was  nearer  right  than  he  thought  he  was.  He  believed 
that  we  would  be  able  to  draw  the  uterus  down  and  with  the 
reflected  light  see  the  opening  to  the  tube. 

Dr.  "William  P.  Carr  said  a  good  many  collections  of  fluid 
were  kept  in  the  tube  by  the  plugging-up  of  its  mouth,  which 
curetting  and  packing  sometimes  relieved.  He  advocated  most 
warmly  that  method.  In  cases  where  there  was  hypertrophy  of 
the  mouth  of  the  tube  the  catheter  might  be  introduced,  but 
success  would  hardly  be  attained  once  in  five  hundred  cases. 
The  cervical  speculum  would  be  in  the  way  of  passing  the  cath- 
eter. He  would  try  it  in  suitable  cases.  The  objections  urged 
were  theoretical  and  practically  might  not  hold  good. 


Stated  Meeting^  Friday^  January  hth,  1894:. 
The  President,  Henry  D.  Fry,  M.D.,  in  the  Chair. 
Dr.  F.  S.  Nash  read  a  paper  entitled 

THE    MANAGEMENT    OF    AN    ORDINARY    CASE    OF    LABOR    IN    HOSPITAL 
AND    IN    PRIVATE    PRACTICE.' 

Dr.  J.  T.  "Winter  said  he  had  had  no  experience  with  labor 
cases  in  hospitals.     He  did  not  recommend  the  use  of  vaginal 

'  See  original  article,  p.  541. 
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douches  before  delivery  in  private  practice,  unless  specially  indi- 
cated. He  said  tliat  Dr.  ^asli  had  omitted  to  mention  that  the 
head  sometimes  descended  in  advance  of  the  bag  of  waters,  thus 
simulating  a  dry  labor.  In  such  cases  he  was  in  the  habit  of 
raising  the  head  with  the  finger  several  times  and  thus  allowing 
the  waters  to  come  down.  Nothing  had  been  said  about  the 
diagnosis  of  position.  He  had  sometimes  been  embarrassed  as 
to  the  position  in  the  early  stages.  For  a  long  time  he  was  in 
the  habit  of  supporting  the  perineum.  Recently  he  had  aban- 
doned that  and  supported  the  head  instead.  He  seldom  had  a 
lacerated  perineum. 

Dk.  G.  N.  Acker  inquired  how  he  supported  the  head. 

Dr.  "Winter. — By  placing  his  hand  on  the  head  and  delaying 
expulsion.  He  used  his  fingers  to  aid  in  the  dilatation  ot  the 
cervix.  After  complete  dilatation  he  ruptured  the  membranes. 
For  a  binder  he  found  nothing  to  answer  so  well  as  a  towel  ; 
with  ,this  he  enveloped  the  abdomen  and  hips,  and  it  could  be 
changed  daily.  As  to  nursing  the  baby,  he  recommended  that 
it  be  not  nursed  oftener  than  every  two  hours  during  the  day, 
and  not  at  all  at  night  after  bedtime.  Mothers  who  had  before 
been  in  the  habit  of  nursing  their  babies  at  all  hours  of  the 
night  thanked  him  for  that  advice,  and  said  that  they  found  it 
necessary  to  nurse  them  only  ouce,  at  about  4  or  5  o'clock  in  the 
morning.  He  did  not  resort  to  vaginal  douches  after  delivery, 
unless  there  was  odor.     He  kept  the  external  parts  clean. 

Dr.  a.  F.  a.  King  said  the  paper  covered  a  large  field.  The 
binder,  nursing,  and  douching,  each  might  occupy  the  attention 
of  the  Society  for  a  whole  evening.  He  agreed  with  Dr.  Win- 
ter that  nursing  should  be  restricted  during  the  night,  especially 
that  the  mother  might  get  sufficient  rest.  He  had  not  tried  the 
bandage  which  included  the  breasts,  recommended  by  Dr.  Nash. 
He  had  used  the  Boston  bandage  in  both  private  and  hospital 
practice,  but  nurses  objected  to  it  as  being  too  troublesome. 
Nurses  preferred  the  bandage  encircling  the  whole  thorax.  He 
said  that  the  savage  woman  got  up  after  the  birth  of  her  child 
and  continued  on  her  feet,  thus  allowing  the  clots,  etc..  to  escape 
from  the  vagina;  she  might  not  require  douching.  But  the 
civilized  woman  lies  upon  her  back,  the  discharges  accunjulat- 
ing  in  the  vagina.  Under  such  conditions  antiseptic  douches 
would  be  indicated,  and  he  used  them  in  Columbia  Hospital. 
It  would  be  futile  to  question  their  utility,  though  eonntry  phy- 
sicians reported  series  of  several  hundreds  of  cases  using  no 
antiseptics,  yet  losing  no  cases.  This  seemed  almost  incredible. 
He  considered  it  important  to  empty  the  bladder,  and  did  not 
object  to  the  woman  getting  up  for  that  purpose,  as  that  facili- 
tated the  discharge  of  clots  from  the  vagina.  Nature  had  pro- 
vided that  as  soon  as  the  mother  hears  the  child  cry  she  in- 
stinctively puts  it  to  the  breast.  Its  sucking  and  squirming 
upon  the  mother's   abdomen  cause  contraction  of  the  uterus. 


50)0  TRANSACTIONS    OF    THE    WASHINGTON 

He  retarded  the  rapidity  of  delivery  by  raising  the  head,  and 
with  the  linger  in  the  rectum  pushed  the  perineum  toward  the 
symphysis  and  at  the  same  time  pulled  down  the  chin,  closing 
the  child's  mouth.  As  to  the  nipples,  it  was  too  troublesome 
to  expect  mothers  to  carry  out  the  methods  suggested  iti  the 
essay.  Boracic  acid  applications  were  excellent.  Fissured  nij)ples 
could  l)e  cured  l)y  forbidding  nursing  for  twenty -four  hours  and 
applying  a  solution  of  nitrate  of  silver  and  afterward  ushig  a 
shield.  The  habit  of  putting  the  child  to  the  breast  whenever 
it  cried  was  reprehensible.  The  child  will  cry  from  various 
causes ;  acrid  discharges  from  the  bowels  was  a  cause.  He 
recommended  that  when  the  child  cried  much  it  be  stripped  and 
examined  all  over  for  some  source  of  irritation. 

Dr.  S.  S.  Adams  said  he  was  glad  to  hear  a  paper  like  the 
one  presented  by  Dr.  Nash.  He  had  never  seen  a  case  of  labor 
in  hospital  practice,  and  in  private  had  encountered  none  but 
head  presentation.  He  had  adopted  the  rule  of  non-inter- 
ference because  it  commended  itself  to  his  judgment.  He  was 
careful  as  to  preliminary  cleanliness.  Should  the  nurse  make 
vaginal  examinations  to  determine  the  progress  of  labor  ?  This 
had  been  done  and  had  saved  the  physician  from  long  detention 
and  much  loss  of  time.  But  it  had  been  severely  criticised  by 
some.  It  would  be  well  for  a  society  like  this  to  thoroughly 
discuss  the  point.  He  inquired.  How  long  shall  we  wait  before 
aiding  delivery  when  the  head  was  down  on  the  perineum? 
The  application  of  the  forceps  would  relieve  in  a  short  time. 
Should  it  be  used  at  once,  or  should  we  wait  for  the  slower 
processes  of  Nature  i!  In  two  primiparous  cases  he  had  waited 
several  hours  without  much  progress  occurring  ;  the  forceps 
was  used,  and  delivery  was  accomplished  within  fifteen  minutes 
without  injury  to  either.  He  was  in  the  habit  of  lifting  the 
head  forward  instead  of  supporting  the  perineum.  For  some 
years  he  had  used  vaginal  douches  and  ergot  as  a  routine  prac- 
tice, and  had  good  results,  but  had  abandoned  them  latterly. 
He  agreed  with  Dr.  King  that  the  patient  should  be  allowed  to 
get  up  and  use  the  commode.  The  use  of  a  two-per-cent  solu- 
tion of  nitrate  of  silver  in  the  eyes  of  the  child  gave  the  nurse 
something  to  do  and  the  doctor  also.  He  did  not  subscribe  to 
Dr.  Nash's  management  of  the  infant.  The  unwashed  child 
wrapped  up  in  raw  cotton  and  a  blanket  would  certainly  have  a 
dermatitis.  He  would  say  that  the  child  should  be  washed,  but 
he  did  not  believe  in  the  use  of  highly  scented  soaps.  He  ob- 
jected to  the  use  of  powders  as  being  unnatural  ;  they  close  up 
the  pores  and  cause  dryness  of  the  skin.  He  seldom  had  inter- 
trigo or  eczema.  Dry  dressing  of  the  cord  met  with  his  ap- 
proval. 

Dr.  T.  C.  Smith  asked  Dr.  Nash  if  he  applied  his  methods  to 
private  as  well  as  hospital  practice.  He  said  he  agreed  with 
Dr.  .\dams  that  cleanliness  for  the  child  was  necessary.     He 
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said  that  Tie  tried  to  protect  tlie  ))eriiiciini  by  instructing  the 
woman  to  keep  her  mouth  open  and  thus  prevented  her  Ijearing 
down.  He  said  that  Dr.  Nash  and  Dr.  Adams  did  not  go  hack 
far  enougli  to  j)revent  opththahnia  neonatorum,  ila  thought 
the  fathers  shouhJ  have  been  treated.  The  dropping  of  a  solu- 
tion of  nitrate  of  silver,  ten  grains  to  the  ounce,  in  a  child's  eyes 
was  barbarous.  A  man  who  has  gonorrhea  should  keep  away 
from  his  wife.  It  would  be  better  to  use  the  nitrate  on  him. 
Recently  he  had  had  a  case  of  ophthalmia  neonatorum  which  he 
thought  might  have  been  prevented  by  douching  the  vagina  of 
the  mother  for  several  days  before  labor.  Price  said  if  you  keep 
the  mother  clean  there  will  be  no  danger  to  the  child.  Con- 
cerning the  nse  of  forceps  in  cases  like  those  described  by  Dr. 
Adams,  he  did  not  think  there  could  be  two  opinions.  He 
used  them  unhesitatingly.  He  did  not  approve  of  putting  the 
fingers  in  the  rectum  to  retard  the  head  ;  considered  it  a  dirty 
practice. 

Dr.  William  M.  Speigg  said  that  he  wonld  criticise  the  use  of 
vaseline,  for  wlien  smeared  over  the  child  it  formed  an  imper- 
vions  dressing,  which  was  objectionable.  He  commended  the 
major  part  of  the  paper,  and  agreed  with  the  essayist  in  con- 
demning the  use  of  ergot.  It  was  responsible  for  imperfect 
involution. 

The  President,  Dr.  H.  D.  Fry,  said  there  were  some  points 
brought  up  by  Dr.  Adams  that  deserved  consideration.  He  was 
sorry  to  know  that  any  one  favored  nurses  making  vaginal 
examinations;  had  seen  a  case  of  fever  conveyed  by  a  nurse 
in  that  way.  He  asked  Dr.  Nash  why  he  would  douche  the 
vagina  after  labor,  if  the  woman  was  aseptic  before. 

Dr.  F.  S.  Nash  said,  as  to  antiseptic  douches,  they  were  a 
source  of  comfort  and  cleanliness.  He  said  Dr.  AVinter's  point 
about  the  bag  of  waters  was  a  good  one,  and  he  thanked  liim  for 
the  suggestion.  lie  said  he  thought  it  was  well  understood  that 
L.  O.  A.  was  the  normal  position.  The  binder,  as  he  proposed, 
should  extend  below  the  hips,  including  the  thighs.  As  to  Dr. 
Adams'  idea  of  non-interference,  he  would  say  that  that  was  of 
the  past.  If  the  woman  is  made  aseptic,  and  with  the  hand  in 
the  same  condition,  you  might  examine  as  much  as  you  pleased. 
He  claimed  that  he  did  cleanse  the  skin  of  the  child  with 
vaseline.  Dr.  Smith  had  argued  against  the  use  of  nitrate  of 
silver;  he  would  remind  him  tiiat  the  suggestion  of  its  use  gave 
great  reputation  to  the  proposer. 
36 
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Abstract  op  the  Proceedings  of  the  Seventh  Annual  Meeting, 

HELD  AT  Toronto,  Ontario,  September  19tii, 

20Tn,  AND  21ST,  1894. 


First  Day — Morning  Session. 

The  Association  convened  in  the  Council  Chamber  of  the 
Colleoje  of  Physicians  and  Surgeons,  and  was  called  to  order  at 
LO  AM.  by  the  Second  Vice-President,  Dr.  Geo,  F.  Hulbert,  of 
St.  Louis,  Mo. 

The  xlssociation  was  welcomed  to  the  city  of  Toronto,  on  be- 
half of  the  local  profession,  hy  Dr.  James  Thorlmrn.  The 
response  was  made  bv  Dr.  Hulbert. 

The  reading  of  papers  was  then  proceeded  with,  and  Dk.  J. 
Henry  Carstkns,  of  Detroit,  read  a  paper  entitled 

TEIE    INOrSIOX    IN    ABDOMINAL    SURGERY:    METHODS    AND    RESULTS* 

Dr.  Willis  G.  Macdonald,  of  Albany,  said  he  hardly  expected 
to  open  the  discussion  on  Dr.  Carstens'  paper,  yet  there  were  so 
many  things  in  it  that  interested  him,  and  still  others  that  he 
could  not  agree  with,  tliat  he  felt  impelled  to  speak.  In  his 
introductory  remarks  the  essayist  spoke  of  the  fact  of  ventral 
heruiie  following  operations  for  appendicitis.  Dr.  Macdonald 
said  he  could  conceive  very  readily,  in  cases  of  relapsing  appen- 
dicitis where  we  have  not  an  active  suppurative  process,  where 
the  demand  for  drainage  is  not  great,  that  we  may  close  the 
wound  in  the  way  the  essayist  had  described  ;  but  there  were 
other  conditions,  in  which  we  have  localized  abscess,  in  which 
we  open  the  peritoneum,  where  we  have  to  drain  not  only  with 
gauze  but  with  ru])l)er.  Sometimes  we  have  to  introduce  into 
the  wound  a  hxrge  iodoform  tampon  in  cases  of  this  sort.  He 
would  not  say  that  we  could  employ  this  method  of  procedure 
by  stages.  It  is  in  those  cases  that  ventral  herni^E  occur  and 
in  wliich  trusses  must  be  fitted.  His  experience  in  abdominal 
surgery  is  that  by  far  the  greater  number  of  hernias  have  oc- 
curred in  such  cases  as  these,  and  he  expects  them   to  occur ; 

'  See  original  article,  p.  503. 


ASSOCIATION    OK   OBSTETRICIANS    AND    GYNECOLOGISTS.         563 

he  does  not  know  of  any  way  to  avoid  them.  We  have  to 
tampon,  to  pack  carefully,  if  we  have  a  cavity  to  drain,  to 
prevent  pocketing^.  In  Albany  it  was  not  the  custom  to  close 
wounds  by  stages ;  surgeons  tliere  had  been  satisfied  with  the 
through-and-through  suture.  In  coming  to  the  meeting  with 
Dr.  Yander  Veer,  and  in  going  over  his  (Vander  Veer's)  table 
of  cases  for  some  years  back,  he  finds  Dr.  Vander  Veer  has 
about  five  per  cent  of  hernige  following  his  operative  work. 
This,  he  took  it,  was  a  relatively  small  per  cent.  The  introduc- 
tion of  animal  sutures  in  general  surgery  was  not  always  so 
successful  as  it  would  seem.  He  had  employed  kangaroo  ten- 
don and  the  catgut  suture  in  operations  for  the  radical  cure  of 
hernia,  and  had  seen  a  return  of  the  hernia.  It  was  not  at 
all  certain.  So  far  as  the  buried  silkworm-gut  suture  was  con- 
cerned, his  experience  had  been  equally  unsuccessful. 

De.  C.  a.  L.  Reed,  of  Cincinnati,  had  listened  with  a  great 
-deal  of  interest  to  the  paper,  but  the  method  of  closing  the 
wound  as  outlined  by  the  essayist  was  far  from  being  a  perfect 
one  in  his  opinion.  There  were  some  features  of  the  paper 
which  impressed  him  as  rather  confirmatory  of  the  view  which 
he  would  advance.  For  instance,  the  author  had  stated  that  he 
used  the  buried  animal  suture  by  layers  in  his  general  run  of 
abdominal  cases,  and  yet  in  his  cases  of  hernia  in  young  subjects, 
in  which  the  wound  is  subjected  to  intra-abdominal  pressure,  he 
deems  it  inexpedient  to  use  it  and  fortifies  his  work  with  the 
interrupted  en  masse  suture.  He  wished  Dr.  Carstens  would 
state  by  what  warrant  he  assumes,  by  virtue  of  the  retching 
which  follows  anesthesia,  that  his  cases  are  not  going  to  be  sub- 
jected to  precisely  the  same  pressure,  and,  further,  why  he  sub- 
jects his  patients  to  the  risk  of  a  suture  which  he  finds  it 
necessary  to  fortify.  It  occurred  to  the  speaker  that  there 
were  strange  inconsistencies  in  the  method.  The  paper  itself 
did  not  enumerate,  except  by  the  slightest  inference,  what  oc- 
curred to  him  to  be  the  greatest  danger — the  most  unsatisfactory 
result  of  the  buried  animal  suture.  The  implication  was  not 
involved  in  the  statement  that  the  wound  seems  to  be  firmer  ; 
it  is  thicker,  it  is  denser.  Dr.  Eeed  believed  that  the  thickened 
cicatrix  means  not  only  a  deposit  of  inflammatory  exudate,  hut 
the  presence  of  an  unabsorbed  suture;  and  if  he  had  contem- 
plated participating  in  the  debate  he  should  have  presented 
specimens  of  cicatrices,  painful  in  character,  which  he  had  been 
called  upon  to  dissect  out  to  afford  relief. 

Dr.  E.  W.  Gushing,  of  Boston,  had  long  observed  that  there 
was  a  tendency  for  certain  processes  to  come  up  and  be  used, 
fall  into  ''innocuous  desuetude,"  and  then  reappear.  In  regard 
to  the  matter  of  suturing  by  layers,  he  believed  it  was  resorted 
to  by  Thomas  as  long  ago  as  1887.  Tliere  were  two  stitches  put 
through  everything^  in  order  to  bring  the  wound  together  and 
prevent  pocketing.     The  rest  was  done  with  the  animal  suture 
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and  catgut.  He  thought  the  use  of  tlie  running  suture  con- 
stricted and  strangulated  the  tissue  in  a  way  that  the  inter- 
rupted suture  did  not.  lie  helieved  that  it  is  difficult  to  ap])ly 
a  running  suture  in  such  a  way  that  it  is  not  liable  to  cut  oft'  the 
circulation  from  certain  parts  of  tissue  and  cause  them  to  ne- 
crose. In  two  or  three  weeks  the  surgeon  may  have  to  reopen 
the  wound.  Wounds  subjected  to  this  suture,  according  to  his 
experience,  did  not  do  so  well  as  under  the  old-fashioned  method 
of  interrupted  sutures. 

Dr.  C.  C.  Frederick,  of  Buffalo,  took  positive  grounds  against 
the  use  of  buried  animal  sutures  or  the  buried  silkworm-gut 
suture.  He  had  just  operated  on  a  patient  a  week  since  for  ven- 
tral hernia  upon  whom  he  had  operated  last  November,  it  being 
one  of  a  series  of  twenty -five  cases  in  which  he  had  used  the 
buried  suture  in  uniting  the  peritoneum,  fascia,  and  muscle. 
His  experience  had  been  that  at  least  Hfty  per  cent  of  the  cases 
have  sizeable  collections  of  pus  along  the  incision,  with  abscesses 
that  he  had  to  drain  and  wash  out  for  a  period  of  one,  two, 
three,  or  four  weeks.  As  extra  support  he  had  used  silkworm 
gut,  in  order  not  to  bring  too  much  pressure  on  the  buried 
sutures.  The  less  the  tissues  are  bruised  the  less  necrosis  there 
will  be,  and  the  better  the  union  the  better  the  results  of  the 
surgeon  will  be.  All  his  hernia?  so  far  had  occurred  in  those 
cases  where  he  had  used  the  buried  animal  suture. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  he  read  a  paper  be- 
fore the  Association  on  a  similar  subject  last  year  at  Detroit. 
He  thought  the  last  speaker  made  an  admission  which  accounted 
for  his  bad  results  in  the  use  of  the  buried  suture.  In  the  use 
of  this  suture  one  of  the  prime  objects  was  to  prevent  infection 
after  it  had  been  inserted.  In  the  first  place,  the  wound  and 
the  suture  must  be  aseptic,  and  then  the  wound  must  be  kept  so, 
and  this  could  not  be  done  by  reinforcing  the  buried  suture  with 
an  en  masse  suture.  Dr.  Carstens  and  the  speaker  had  been 
working  together  in  the  Harper  Hospital  with  the  buried  ani- 
mal suture  for  years,  and  their  results  were  not  at  tirst  jjerfect ; 
but  their  experimental  work  with  it  since  then  had  shown  that 
when  it  is  properly  buried  and  sealed,  without  the  application  of 
any  extra  sutures  whatever,  the  results  were  better,  and  this  was 
the  only  way  to  get  good  results. 

Dr.  Reed. — What  are  the  relative  results  in  cases  of  hernia 
in  which  Dr.  Carstens  fortifies  the  buried  animal  suture  with 
the  interrupted  suture? 

Dr.  Longyear. — Dr.  Carstens  did  not  say  anything  about 
fortifying  the  buried  animal  suture  with  the  interrupted  suture. 
You  must  have  misunderstood  him.  He  does  not  do  it,  to  my 
knowledge.  He  said  he  used  the  silkworm-gut  suture  buried. 
He  fortiiies  the  buried  suture  by  the  insertion  of  a  buried  silk- 
worm-gut suture,  and  seals  the  wound  with  collodion  just  the 
same  afterward. 
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Dr.  Macdonald. — How  do  you  prepare  your  kangaroo  ten- 
don ? 

Dr.  Longyear. — I  do  not  prepare  it  myself;  I  ^et  it  from 
Dr.  Marcy,  of  Boston. 

Dr.  Donald  Maclean,  of  Detroit,  had  listened  with  great 
interest  to  the  divergent  opinions  expressed  with  reference  to 
the  treatment  of  the  abdominal  incision,  he  having  had  conside- 
rable personal  experience.  He  believed  that,  after  all,  what  is 
most  essential  are  carefulness  and  cleanliness  of  method.  He 
did  not  believe  that  there  is  such  a  fundamental  difference  be- 
tween the  two  sides  in  the  debate  as  theie  seems  to  be.  It  does 
not  matter  very  nnich  which  way  or  how  the  incision  is  closed, 
so  long  as  the  operation  is  done  carefully,  thoroughly,  and  skil- 
fully, and  the  wound  closed  in  a  careful  and  skilful  manner  and 
kept  clean.  For  a  long  time  in  his  operative  work  he  never 
thought  of  closing  the  wound  in  layers,  as  is  frequently  done 
now,  but  by  using  the  en  masse  suture.  He  had  seen  it  used 
very  extensively  on  both  sides  of  the  Atlantic,  and,  so  far  as  he 
was  able  to  judge,  just  as  good  results  were  obtained  in  that  way 
as  l)y  the  other  method,  although  the  other  method  seemed  to 
possess  the  characteristic  of  precision,  and  perhaps  there  was 
some  anatomical  argument  in  its  favor — viz.,  of  bringing  and  fit- 
ting accurately  together  all  like  tissues,  tendon  to  tendon,  fascia 
to  fascia,  etc. 

Dr.  E.  T.  Tappey.  of  Detroit,  preferred  the  tier  method  of 
suturing.  It  impressed  him  as  being  a  very  much  more  exact 
and  thorough  method  of  closing  the  abdominal  incision,  and  he 
hail  practised  it  for  a  number  of  years.  He  was  not  prepared 
to  say  that  he  had  never  had  an  abscess  following  its  use.  He 
had  sometimes  been  disappointed  in  the  use  of  kangaroo  tendon, 
for  he  had  found  the  wound  had  become  infected  by  the  ma- 
terial, or  at  least  he  supposed  so.  We  cannot  be  too  careful  in 
the  use  of  it.  It  must  be  kept  absolutely  clean.  Of  late  he 
had  been  immersing  his  suture  material  in  ether  or  alcohol  and 
afterward  in  a  bichloride  solution.  However,  it  (kangaroo  ten- 
don) was  perhaps  the  most  useful  material  we  have,  if  we  are 
only  sure  of  its  being  aseptic  and  in  a  proper  condition  to  use,  for 
in  the  manipulation  of  the  material  it  was  certainly  very  much 
easier  than  catgut.  You  tie  it,  the  knot  does  not  slip,  and  it  is 
not  the  stiff  and  irritating  material  that  the  silkworm  gut  is. 

Dr.  Carstwns,  in  closing  the  discussion,  began  by  making 
diagrammatic  sketches  of  his  method  of  suturing.  He  said  if 
there  was  any  lial>ility  of  a  woman  becoming  pregnant  he  did 
not  use  the  buried  silkworm-gut  suture,  and  that  lie  only  used 
it  in  exceptional  cases.  It  was  exceedingly  difficult  to  keep  all 
wound'^  aseptic  ;  still  the  surgeon  should  strive  to  do  so,  and  suc- 
cess in  abdominal  and  pelvic  surgery  resolved  itself  largely  into 
the  question  of  asepsis, 

Dk.  Josbph  Price,  of  Philadelphia,  Pa.,  read  a  paper  on 
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PLASTIC    SURGERY    IN    GYNECOLOGY. 

The  practice  of  surgery  in  all  its  branches  re(|uires  a  inechan, 
ical  trend  and  an  ability  to  devise  means  to  accomplish  a  given 
end.  All  surgery  is  a  species  of  civil  engineering.  It  is  a  means 
of  overcoming  deficiencies  or  derelictions  in  the  animal  mechan- 
ical economy.  If  Nature  has  been  faulty  in  her  distribution  of 
the  raw  material,  surgery  comes  to  her  assistance  and  adjusts  the 
mechanical  balance  of  affairs,  as  in  clubfoot,  hypospadias,  cleft 
palate,  or  wry  neck.  If  there  has  been  an  accident  to  the  econ- 
omy, surgery  steps  in  with  the  engineering  problem  to  i)e  solved, 
what  is  to  be  removed  and  what  is  to  be  repaired,  or  what  new 
means  is  to  be  found  to  regain  a  lost  function  or  repair  a  dam- 
aged one.  Now,  in  all  this  it  is  evident  that  the  mechanics  of 
the  part  affected  must  be  thoroughly  understood  before  its  re- 
pair can  be  accomplished  or  intelligently  undertaken.  Once 
understood  a  function  may  be  imitated  mechanically.  Artificial 
legs  can  run  a  bicycle  or  a  foot  race,  and  artificial  hands  accom- 
plish many  of  the  nicest  maneuvres.  "Without  such  understand- 
ing all  surgery,  or  indeed  any  mechanical  process,  is  merely 
experimental  and  its  results  but  tentative.  Herein  lies  the  fault 
and  the  failure  of  many  of  the  mechanical  and  operative  de- 
vices in  the  so-called  improved  methods  of  operation. 

It  requires  no  surgical  genius  to  stitch  a  testicle  in  the  ingui- 
nal canal  in  order  to  cure  a  hernia,  or  to  perform  some  similar 
flighty  trick  that  is  novel  and  idiotic.  But  this  is  not  surgerj'. 
The  argument  may  be  followed  out  indefinitely. 

To  do  efficient  plastic  work  in  gynecology  a  carefnl  study  of 
the  anatom}'  and  physiology  of  the  parts  injured  and  to  be  dealt 
with  is  necessary.  Just  as  the  scientific  understanding  of  the 
mechanism  of  normal  delivery  has  developed  the  scientific  ob- 
stetrical forceps  under  the  name  of  "  axis  traction,"  with  the 
consequent  diminution  of  the  accidents  of  labor  hitherto  ob- 
served, so  the  study  of  the  function  of  the  parts  often  unavoid- 
ably damaged  renders  their  repair  a  matter  of  exact  science 
modified  only  hy  the  skill  of  the  operator.  The  mechanism  of 
perineal  resistance  and  fracture  is  not  a  matter  of  chance,  and 
the  parts  to  be  restored  to  function  must  be  replaced  in  as 
nearly  their  physiological  condition  as  possible.  A  heaving-up 
of  tissue  here  or  a  splitting  there,  although  simulating  a  relay  of 
opposing  structure,  does  not  necessarily  need  strength,  and  it 
often  happens  that  the  advantage  gained  is  apparent,  not  real. 

Let  me,  then,  insist  that  in  order  to  mend  a  perineum  intelli- 
gently the  mechanism  of  labor  must  be  understood  and  the  lines 
of  fracture  appreciated.  The  perineum  does  not  hreak  hap- 
hazard, but  always  in  well-defined  lines,  save  under  instrumen- 
tal violence ;  and  when  tears  are  due  to  this  cause  they  must  be 
dealt  with  as  lacerated  wounds  anywhere  else.     The  anatomical 
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fractures  due  simply  to  obstetric  force  and  resistance  must  be 
mended  in  the  lines  in  which  they  occur. 

In  cases  of  serious  pelvic  invasion  with  accompanjing  lace- 
rated cervix  it  is  often  better  or  imperative  first  to  do  the  pel- 
vic operation  and  to  follow  this  at  another  time  with  the  cervi- 
cal repair.  I  unhesitatingl}'  condemn  the  plan  advised  by  some 
to  perform  internal  and  external  operations  at  one  sittini>^.  Sur- 
gery has  not  for  its  object  the  experimental  determination  of 
how  much  endurance  the  surgeon  may  possess  nor  of  how  long 
the  sulferer  can  stand  anesthesia  without  collapse.  That 
"  enough  is  as  good  as  a  feast "  is  nowhere  truer  than  in  the 
surgery  of  gynecolog}'.  There  is  enough  discomfort  incident  to 
the  surgery  of  any  one  or  two  of  the  simpler  procedures  with- 
out heaping  upon  this  the  pain  and  danger  of  an  abdominal  ope- 
ration. 

Apart  from  the  growing  discomforts  of  neglected  ]ierinealand 
cervical  lacerations,  it  must  be  remembered  that  the  existence 
of  a  damaged  and  defective  perineal  structure  conduces  to  fu- 
ture difficult  and  sometimes  dangerous  labor  by  predisposing  to 
failure  of  rotation  of  the  head. 

In  reference  to  injuries  of  the  cervix,  it  is  always  to  be  re- 
membered that  serious  laceration  of  this  structure  is  frequently 
a  cause  of  after-coming  malignant  disease,  or  subinvolution,  ster- 
ility, congestion,  and  the  like,  often  putting  the  patient  in  a 
condition  of  chronic  invalidism  from  pain,  nienori-hagia,  dys- 
menorrhea, displacement,  and  mechanical  derangements  exhib- 
ited in  relation  with  the  bladder  and  rectum. 

We  have  reminded  you  that  perineal  tears  always  occur  at  cer- 
tain parts  of  the  perineal  structure.  Without  going  into  the 
anatomy  of  the  parts  or  into  a  discussion  for  the  reason  of  this 
fact,  it  is  sufficient  to  remember,  as  each  one  of  us  with  a  prac- 
tical experience  must,  that  these  tears  are  either  lateral,  under 
the  ramus  of  the  pubes,  or  central,  extending  from  vagina 
toward  the  rectum.  The  tears  toward  the  rectum  tend  to  run 
around  it  rather  than  through  it,  owing  to  the  differentiation  of 
structure  in  these  two  tubes.  Now,  it  is  to  be  remembered  that 
the  tears  of  the  vagina  are  always  from  within  outward,  from 
above  downward,  and  that  therefore  the  external  or  skin  opera- 
tions for  perineal  lacerations  are  essentially  non-scientific  pro- 
cedures. All  operations  for  the  restoring  of  the  integrity  of 
these  parts  should  be  done  in  the  lines  of  their  destruction,  and 
therefore  from  vxithhi  outward  and  from  above  downward. 
AVhen  the  skin  of  the  perineum  is  involved  mending  of  this  is 
m3rely  a  cosmetic  procedure.  The  cosmetic  element  too  often 
predominates  in  many  of  the  so-called  perineal  devices. 

In  examining  a  perineum  to  determine  whether  it  has  been 
ruptured  or  not  a  mere  ocular  inspection  will  not  answer.  A 
central  tear  is  almost  always  visil)le.  Not  so  a  lateral  sub- 
ramie  laceration.     To  detect  this  the  Hnger  should  be  introduced 
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into  the  vai^ina,  when  the  laceration  will  be  detected  by  the 
lissure  caused  by  the  t-e])aration  of  tissue  on  one  or  both  sides. 
The  early,  prompt,  and  if  possible  the  immediate  repair  of 
these  tears  is  to  be  performed  under  surijical  rules  applicable 
elsewhere  in  the  body.  If  the  patient  happens  to  be  too  ill  or 
too  weak  to  endure  surtjical  interference,  operation  is  not  to  be 
insisted  upon.  Discretion  is  to  be  used  here  as  elsewhere  in 
deciding  cases. 

The  silkworm  gut  with  shot  is  by  far  tlie  most  preferable 
material  to  be  used  for  sutures.  As  little  tissue  as  possible  is 
to  be  included  within  the  ligature,  and  strangulation  is  to  be 
avoided.  Early  operation  precludes  the  necessity  for  clipping 
away  even  the  minutest  bit  of  tissue,  and  the  parts  are  usually 
very  ])rompt  to  heal.  "When  the  s])hincter  ani  has  been  involved 
care  must  be  taken  to  bring  the  ends  of  the  muscle  into  apposi- 
tion. To  accomplish  this  a  special  stitch  is  necessary.  So  far 
as  the  method  is  concerned,  it  is  evident  that  the  one  suggested 
is  that  of  Emmet.  His  procedure  stands  pre-eminent  among 
the  scientific  suggestions  and  methods  of  modern  gynecology. 
Its  logic  is  unassailable  and  its  results  cannot  be  fairly  chal- 
lenged. Ilis  work  is  as  delicatel}'  true  and  accurate asan  Italian 
mosaic,  while  his  technique  is  so  simple  that  to  follow  it  needs 
only  commonplace  attention.  His  demonstration  of  the  scien- 
tific value  of  his  method  is  as  accurate  as  that  of  any  mathema- 
tical proposition,  and  criticism  of  the  ends  obtained  or  of  the 
method  pursued  arises  either  from  ignorance  or  misunderstand- 
ing. 

In  old  tears  the  method  and  lines  of  denudation,  as  indicated 
in  Emmet's  own  book,  are  unfortunately  obscure.  This  fact 
Dr.  Price  believed  in  a  measure  explains  the  reason  of  the  ope- 
rations having  so  long  been  questioned,  criticised,  and  misun- 
derstood. 


First  Day — Afternoon  Session. 

Dr.  "William  B.  Dewees,  of  Salina,  Kansas,  read  a  paper 
entitled 

THE    CARE   OF   PREGNANT   WOMEN. 

After  carefully  studying  the  ground  we  may  very  naturally 
and  wisely  conclude  that  it  is  unnatural  for  civilized  woman  to 
suffer  so  universally  as  she  does  to-day,  and  that  civilization,  in 
disobedience  to  the  law  of  Nature,  is  the  true  source  of  her 
present  suffering  during  gestation  and  childbearing.  Through 
unwholesome  civilization — in  ignorance  as  well  as  carelessness — 
have  come  fixed  habits  of  excesses;  and,  if  excesses  must  be 
indulged,  evil  consequences  will  follow  and  must  be  endured, 
ft»r  Nature's  law  would  have  to  be  changed  before  they  could  be 
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either  prevented  or  hanished  by  any  method  of  treatment.  It 
follows,  then,  as  a  natural  consequence,  that  j)revintion  of  these 
snti'eriniys  will  depend  not  so  much  on  treatment  l)y  apj)lication 
or  administration  of  therapeutic  atjjents,  as  on  the  successful 
education  and  traininoj  of  these  women,  so  that  they  will  learn 
to  know  how  to  and  will  actually  cultivate  the  self-discipline 
requisite  to  enable  them  to  prevent  the  continuous  irritation 
from  excesses  in  their  modes  and  habits  of  life.  If  the  writer's 
observations  have  been  correct  and  unprejudiced,  it  seems  that  a 
revival  of  learning  in  obstetric  science  must  needs  be  instituted 
among  us,  destined  to  find  the  true  cause  or  causes  of  tlie  un- 
natural and  needless  suffering  of  civilized  women.  The  progress 
of  obstetrics  in  the  immediate  future  must  be  made  through  the 
knowledge  that  will  l)e  wi-ought  out  l)y  the  devotees  of  l)iology. 
Thus  we  shall  find  our  way  on  positive  ground,  back  through 
the  morphology  of  organs,  tissues,  cells,  and  blood,  to  a  clear 
comprehension  of  the  origin  of  vital  activity  in  protoplasm  and 
the  ]iabulum  which  sustains  it.  Tiiis  is  the  only  way  open  for 
us  into  the  primitive  arcana  of  Nature,  if  we  would  have  the 
wisdom  essential  to  intelligently  inculcate  that  regimen  which 
will  successfully  prevent  the  needless  sufferings  of  pregnant  and 
parturient  women.  The  future  distinction  of  obstetric  science 
can  obtain  only  by  an  advanced  study  of  human  biology.  AVhen 
this  truth  is  propounded  there  opens  before  the  thinking 
mind  a  vista  so  transcending  all  ordinary  limitations  of  ob- 
stetrical knowledge,  that  requires  such  genius  and  expansion  of 
the  mental  eye  in  order  to  embrace  it  in  its  simplicity,  as  scarce 
yet  obtains.  It  remains,  then,  for  our  guild  to  endeavor,  by 
rigid  scientific  investigation  through  advanced  biologic  studies, 
to  make  patent  the  causes  of  the  sufferings  of  pregnant  and  par- 
turient women,  and  to  determine  exact  measures  for  emasculat- 
ing these  causes,  or  for  neutralizing  their  effects  whenever  they 
have  eluded  detection  or  escaped  emasculation. 

He  verily  believed  that  the  next  coming  great  advance  in  this 
our  special  branch  of  medical  science  will  be  in  bringing  home 
to  the  general  practitioner  the  fact  that  the  diseases  peculiar  to 
women  during  pregnancy  and  parturition  are  very  largely  pre- 
ventable; to  make  him  feel  his  responsibility,  both  as  to  their 
production  after  the  present  generally  prevailing  methods  of 
practice,  and  also  as  to  the  possibilities  of  their  prevention  after 
improved  methods.  The  family  physician  must  be  fully  aroused 
to  the  conscious  realization  of  the  fact  that  it  lies  within  his 
power  very  largely  to  prevent  many  of  the  diseases  among  the 
women  of  the  families  entrusted  to  his  care  When  this  obtains 
his  moral  obligation  will  im])el  him  to  promptly  do  his  full 
duty  by  giving  adequate  instructions  concerning  the  ill  effects 
of  improper  posture,  dress,  food,  drink,  and  erroneous  habits  of 
living,  including  the  non-forbearance  of  indiscriminate,  ex- 
cessive, and  impure  sensual  indulgences.     When  that  day  comes, 
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then,  and  not  until  then,  may  we  hope  to  find  that  the  prevalence 
of  diseases  ainoni;  civilized  women  will  cease  to  be  a  reproach 
to  preventive  medicine. 

But  as  yet  we  are  compelled  to  nnet  the  situation  as  we  find 
it.  The  condition  of  the  sufferings  of  civilized  women  of  the 
present  generation,  however  grossly  unnaturally  it  has  been  cul- 
tivated, must  needs  have  our  most  careful  attention  and  require 
our  wisest  judgment,  lest  we  fail  to  institute  proper  treatment 
for  their  relief.  For  the  convenience  of  our  consideration  the 
paramount  duties  of  the  obstetrician  in  the  study  and  care  of 
pregnant  women  may  be  classified  as  follows: 

1.  To  discover  if  the  patient  be  actually  pregnant. 

2.  To  determine  positively  if  the  impregnation  be  uterine  or 
normal  as  contradistinguished  from  tubal,  abdominal,  or  ab- 
normal j)regnancy. 

3.  To  carefully  note  the  pregnant  woman's  history,  includ- 
ing her  age.  primiparity  or  multiparity,  environments,  station  in 
life,  general  condition  of  health,  period  of  gestation,  as  well 
as  Ker  dress,  food,  drink,  and  habits  of  life.  To  make  repeated 
examinations  of  the  urine  and  to  ascertain  the  temperature  from 
the  time  pregnancy  is  established  to  the  termination  of  ges- 
tation. 

4.  To  make  a  physical  examination  for  the  pur])ose  of  accn- 
ratelj'  determining  the  diameters  of  the  pelvic  straits;  the  sym- 
metry and  size  of  the  bony  outlet;  the  integrity,  condition,  and 
position  of  the  vagina,  uterus,  and  other  intrapelvic  viscera, 
and  adjacent  structures;  the  state  of  the  abdominal  muscles; 
the  presence  or  absence  of  hernia,  vancose  veins,  tumors,  etc. ; 
the  shape,  size,  and  condition  of  the  breasts  and  nipples ;  the 
condition  of  the  heart,  lungs,  mind,  stomach,  bowels,  etc. 

5.  To  observe  the  state  of  the  fetus,  its  strength  and  viabil- 
ity, as  well  as  the  implantation  of  the  placenta. 

With  regard  to  the  first,  all  experienced  observers  have  found 
that  psychological  phenomena  often  call  for  an  intimate  study 
and  wise  differentiation  of  every  form  of  hallucination,  delusion, 
illusion,  as  well  as  the  delirium  of  cerebral  hyperemia  or  the 
frenzy  of  the  maniac,  from  toxemia  and  eccentric  irrital)ilities ; 
and  that  such  abnormal  conditions  frequently  exist  unrecognized, 
and  so  continue  until  they  eventually  establish  their  peculiar 
fixed  impress  upon  the  mind  and  nervous  system.  Thus,  when 
the  paranoiac  woman  simulated  pregnancy,  and  even  parturition, 
she  deceived  the  better  judgment  of  some  of  the  most  skilled 
obstetricians.  Pseudocyesis  and  pseudotocia  are  recognized  ab- 
normal conditions  which  so  closeh'  resemble  the  normal  condition 
of  pregnancy  and  the  beginning  of  parturition  as  to  demand  our 
highest  discriminative  faculties  in  arriving  at  an  intelligently 
correct  diagnosis. 

As  to  the  second,  it  remains  a  simple  self-evident  fact  that  it 
should  always  be  positively  determined  whether  the  impregna- 
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tion  be  uterine  or  extrauterine.  Whenever  extrauterine  fetation 
is  fiiscovered,  either  before  or  after  rupture  of  the  cyst,  the 
question  of  treatment  is  a  very  grave  one.  But  experience 
teaches  that  this  truly  marvellous  anil  murderous  condition  ad- 
mits uf  only  one  line  of  action  to  be  followed  with  any  degree 
of  ultimate  safety  to  the  life  of  the  pregnant  woman.  Section 
must  be  done.  No  other  line  of  treatment  that  has  been  ad- 
vanced is  so  rational  and  certain  in  the  ultimate  saving  of  life. 
The  perfected  technique,  as  we  have  it  to-day,  makes  it  a  safe 
procedure.  We  must,  however,  bear  well  in  mind  what  expe- 
rience also  teaches  us,  namely,  that  when  the  placenta  is  found 
still  in  the  tubal  sac  it  is  best  to  enucleate  and  remove  all — the 
tubal  sac  and  ovary  ;  but  that  whenever  the  placenta  is  found 
partially  or  wholly  out  of  the  tubal  sac  and  adherent  to  the  peri- 
toneum, bowel,  etc.,  and  still  alive,  the  very  best  that  can  be 
done  is  to  let  it  alone — to  leave  hands  off.  In  these  cases  the 
ultimate  safety  of  the  patient  lies  in  the  removal  of  tlie  fetus, 
cleaning  out  of  the  peritoneum  of  blood  clots  and  all  other 
debris,  ligating  the  bleeding  vessels,  packing  with  iodoform 
gauze,  and  treating  as  an  open  wound,  thus  allowing  the  placenta 
to  come  away  in  due  course  of  time  by  suppuration.  Joseph 
Price,  than  whose  experience  in  these  cases  there  is  none  more 
extended  and  successful,  and  who  consequently  deserves  to  be  ac- 
cepted as  reliable  authority,  says:  "  All  other  lines  of  treatment 
that  have  been  advocated  fall  into  insignificance  with  this  man- 
ner of  managing  these  cases."  He  also  claims  this  a  summer 
disease  or  accident,  being  in  his  experieuce  almost  always  found 
only  during  the  summer  months ;  when  May  comes  he  looks  for 
extra  uterine-pregnancy  cases. 

The  third  brings  us  to  thoughtfully  consider  the  influences  of 
those  conditions  which  have  been  hitherto  so  grossly  neglected, 
but  which  demand  decided  and  determined  prophylaxis.  The 
unprecedented  rapid  progress  of  civilization  in  disobedience  to 
the  law  of  Nature,  as  evidenced  by  the  accumulation  of  wealth 
on  the  one  hand  and  extreme  poverty  on  the  other;  the  forcing 
or  cramming  system  of  intellectual  education  with  lack  of  requi- 
site physical  training;  custom  of  unwholesome  food  and  drink; 
deteriorating  fashions  of  dress  and  habits  of  society;  unbridled 
sensual  indulgences;  and  the  woful  endeavor  to  equalize  the 
duties  of  women  with  those  of  men,  have  within  the  last  gene- 
ration very  much  deteriorated  the  childbearing  capacity  of 
civilized  women.  True,  the  standard  of  female  beauty  is  in- 
creasing, and  decided  intellectual  growth  manifested  by  woman 
in  all  departments  of  science  and  art;  but  in  the  same  ratio  do 
we  find  the  remote  dangers  as  well  as  the  immediate  accidents  of 
gestation  and  childbirth  have  increased.  Hence  we  find  that 
flaccidity  of  the  abdominal,  spinal,  and  pelvic  supports,  shattered 
nervous  systems,  abnormal  state  of  the  ovaries,  subinvolution  of 
the  uterus,  etc.,  have  marvellously  increased  in  late  years,  not- 
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withstandiui";  the  inucli-vaunted  so-called  hygienic  advances  in 
improved  hal)its  of  living  and  reft)rin  in  dress. 

Tiio  tlioiii^litfnl  obstetrician  will  advise  his  patient  as  to  the 
re(|nisite  7'i'gime.  The  consciousness  of  hi.s  full  duty  will  im- 
pel him  to  insist  upon  : 

1.  Absolute,  regular  hours  and  wholesome  environments. 

2.  Plain  but  nutritions  and  wholesome  food  and  drink,  being 
princij^ally  composed  of  fresh  lean  meats,  fresh  fruits,  pure  milk, 
and  distilled  \vater. 

8.  A  ])roper  amount  of  exercise  by  walking  or  light  lal)or  on 
foot,  and  maintaining  the  correct  erect  posture.  Whenever 
infirmity  forbids  such  exercise,  recourse  should  be  had  to  mas- 
sage, and  as  much  time  passed  in  the  open  air  as  is  advisable 
under  such  unfortunate  circumstances;  rest  in  the  recumbent 
postui-e  after  meals  and  fatiguing  efforts,  with  not  less  than  ten 
hours'  sleep  out  of  every  twenty-four. 

4.  An  open  condition  of  the  ])owels  and  skin,  which  is  to  be 
chieriy  maintained  by  proper  diet,  exercise  and  bathing,  the 
wearing  of  llanuels,  warm  low-heeled  shoes,  and  loose  garments, 
and  in  rare  cases  the  proper  use  of  laxatives  and  hot-water 
enemata. 

Urinalysis  and  thermometry  are  especiallj'  commended  at  fre- 
quent intervals  from  the  time  that  pregnancy  is  established 
until  the  beginning  of  parturition.  They  are  simple  in  detail, 
jet  how  prolific  of  averting  the  culmination  of  conditions  very 
hazardous  to  both  mother  and  child — conditions  which  other- 
wise ar3  frequently  discovered  only  by  the  appearance  of  ana- 
sars.i  of  the  inferior  extremities,  edema  of  the  face  and  lungs, 
or  a  seizure  of  eclampsia,  after  which  attention  is  given  to  these 
searching  steps,  but  often  too  late  to  be  of  any  value  in  devising 
a  prophylaxis.  This  very  naturally  raises  the  question.  Is  there 
a  prophylaxis  for  the  aforesaid  conditions?  The  experience  of 
an  earnest,  rational  endeavor  in  a  limited  number  of  cases  war- 
rants the  opinion  that  very  much  may  be  done  in  this  direction. 
In  proof  of  this  it  is  needless  to  confine  reference  to  personal 
experience  in  private  practice,  for  in  addition  we  find  that  the 
maternities  likewise  furnish  abundant  evidence  in  support  of  this 
declaration.  Here  we  may  cite  as  the  most  striking  example 
the  indefatigable  labors  of  Joseph  Price  in  his  connection  with 
the  Preston  Retreat  at  Philadelphia,  whereby  both  that  institu- 
tion and  himself  have  become  renowned  in  establishing  the 
fact  beyond  all  doubt  or  cavil  that  these  complications  can  be 
prevented. 

A  word  with  regard  to  the  term  puerperal  fever,  which  is  mis- 
leaiing  and  fails  to  express  the  condition  it  is  intended  to  imply. 
It  shouM  therefore  be  expunged  from  our  literature  and  be  re- 
placed by  the  prop3r  term,  parturial  sepsis.  Parturial  sepsis  is 
a  surgical  sepsis,  arising  from  the  conditions  in  which  women 
are  found  during  the  extrusion  of  the  uterine  contents,  similar 
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to  those  duriiifif  surgical  procedures.  The  same  classes  of  septic 
infection  and  septic  poisoning  occur  in  the  non-pregnant  state 
during  opei'ations  upon  tlie  pelvic  viscera  done  without  due 
regard  to  absolute  cleanliness,  and  in  hospitals  where  patients 
are  crowded  together  with  want  of  proper  sanitation. 

Under  the  fourth  liead  of  the  subdivision  of  this  subject  it 
may  be  remarked  that  pelvimetry  is  an  equally  essential  requisite 
with  urinalysis  and  thermometry.  Deviations  from  the  normal 
symmetrical  pelvis,  the  diameters  of  the  pelvic  straits,  and  the 
inclination  of  the  bony  excavation  exercise  marked  inHuence  in 
proportion  to  the  degree  that  they  exist. 

In  an  abnormally  broad,  capacious  pelvis,  with  obliquity  les- 
sened and  supports  relaxed,  we  tind  that  in  the  earlier  period  of 
gestation  the  tendency  is  to  misplacement  of  the  gravid  uterus. 
These  abnormal  uterine  positions  are  usually  manifested  earlier 
by  bladder  or  rectal  difficulties,  with  bearing  down  or  pressure 
in  the  pelvis,  and  a  dragging  sensation  from  the  lumbosacial 
region,  etc.  It  is  a  noteworthy  fact  that  in  these  cases  there  is 
almost  invariably  f t»und  to  be  a  want  of  the  correct  ei'ect  posture. 
The  woman  herself  unconsciously  increases  the  aforesaid  diffi- 
culties by  assuming  a  more  or  less  stooping  posture  in  her 
endeavor  to  make  herself  comfortable  from  the  dragging  sen- 
sation below.  Thus  we  find  the  abdominal  and  spinal  muscles 
relaxed,  the  lumbo-sacral  spine  receding  behind  its  normal  axis 
(perpendicular  with  ear,  shoulder,  hip,  and  ankle),  the  weight  of 
the  superior  trunk  gravitating  back  of  this  normal  axis  and 
falling  perpendicularly  behind  the  heads  of  the  femurs,  whereby 
the  pelvis  is  swung  upon  the  femur  heads  from  an  oblique  to 
a  more  or  less  transverse  position,  while  the  superincumbent 
weight  of  the  abdominal  and  thoracic  viscera,  instead  of  being 
directed  forward  by  the  normally  advancing  lumbo-sacral  spine 
and  supported  upon  the  pubes  and  lower  portion  of  the  abdom- 
inal muscles,  now  falls  directly  within  the  basin  of  the  pelvis, 
exerting  its  injurious  effect  upon  the  contents  thereof.  The 
real  causes  of  these  conditions  being  thus  clearly  revealed,  the 
treatment  becomes  very  simple.  This  consists  in  first  re-estab- 
lishing and  maintaining  the  correct  erect  posture,  thereby  secur- 
ing the  normal  obliquity  of  the  pelvis  by  advancing  the  lumbo- 
sacral spine  in  its  normal  axis  of  the  body.  Experience  has 
established  the  fact  that  the  correct  erect  posture  in  these  cases  is 
secured  and  maintained  the  more  effectually  by  virtue  of  proper 
external  support.  The  external  support  which  fulfils  this  pur- 
pose the  better  and  easier  is  one  designed  by  the  writer.  The 
normal  equipoising  of  the  superior  trunk  upon  the  lumbo-sacral 
spinal  axis  having  been  restored,  there  remains  but  attention  to 
be  given  to  the  insignificant  weight  of  the  misplaced  pregnant 
womb  itself.  This  is  usually  easily  corrected,  when  free  from  ad- 
hesions, by  proper  posturing,  and  afterward  maintained  by  proper 
internal  support  with  some  pessary  suitably  fitted  to  the  case. 
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When,  on  the  other  liand,  the  pelvis  is  abnormally  distorted 
or  contracted,  the  (juestion  of  procedure  has  been  even  a  more 
unendinp;  source  of  discussion  than  the  preceding  condition. 
Here  pelvimetry  furnishes  us  the  chief  guidance.  In  the  pre- 
sent light  of  science  premature  delivery  and  embryulcia  have  no 
place  in  the  obstetric  art  in  connection  with  a  viable  fetus. 
Thev  simply  deserve  to  be  mentioned  that  they  may  be  the 
more  effectually  relegated  to  the  past.  This  leaves  us  to  choose 
principally  between  but  two  procedures  whenever  we  find  the 
pelvis  so  distorted  or  contracted  that  it  precludes  all  probability 
of  delivering  the  living  child — namely,  symphysiotomy  and  Cesa- 
rean section.  At  term  symphysiotomy  is  available  only  in  cases 
where  the  conjugate  measures  over  sixty-seven  millimetres,  while 
if  the  conjugate  is  found  to  be  sixty-seven  millimetres  or  under 
the  only  recourse  is  Cesarean  section. 

The  destruction  of  the  embryo  is,  however,  not  only  warranted 
but  becomes  a  requisite  under  certain  circumstances  or  condi- 
tions, such  as  the  presence  of  large  fibroids  in  the  body  of  the 
uterus  or  large  tumors  involving  both  the  ovary  and  uterus,  also 
cancer  of  the  uterus,  and  in  certain  cases  of  placenta  previa. 
Placenta  previa  is  another  abnormal  condition  deserving  atten- 
tion. It  properly  belongs  to  that  class  of  appalling  accidents 
in  the  lying-in  room,  as  eclampsia,  post-partum  hemorrhage, 
rupture  of  the  womb  in  uterine  pregnancy  or  of  the  cyst  in 
tubal  pregnancy,  etc.,  which  allow  short  time  for  action.  Expe- 
rience teaches  tliat  the  proper  use  of  the  forceps  in  these  cases 
is  to  be  preferred  to  the  hand,  the  chief  reason  being  that  a  nar- 
row-bladed  forceps  can  be  introduced  much  earlier  than  the 
hand — requiring  a  dilatation  of  only  about  one  inch  as  compared 
with  two  and  three-quarter  inches  for  the  hand — and,  by  grasp- 
ing the  head  and  bringing  it  down,  tampon  the  placenta  at  once, 
wlien  time  may  be  given  sufiBcient  to  obtain  full  dilatation  and 
delivery  with  the  greatest  possible  safety  to  both  mother  and 
child.  In  these  cases  we  may  very  properly  follow  the  one  line 
of  action.  As  soon  as  the  diagnosis  of  placenta  previa  is  estab- 
lished our  action  must  be  prompt  in  evacuating  the  uterine  con- 
tents. Hemorrhage  is  the  danger  signal.  When  this  signal  is 
given  early,  say  prior  to  the  sixth  month,  and  the  diagnosis  es- 
tablished, we  should  proceed  without  any  regard  for  the  life  of 
the  child.  When,  however,  this  signal  is  given  later  we  should 
proceed  as  promptly  but  with  all  possible  endeavor  to  save  the 
life  of  both  mother  and  child.  Whenever  hemorrhage  takes 
place  in  these  cases  it  is  Nature's  signal  to  us  that  there  is  great 
danger  ahead,  that  the  condition  is  so  serious  as  to  endanger  if 
not  to  take  the  life  of  the  mother  at  any  moment.  We  cannot 
accept  the  situation  only  as  serious,  and  must  act  promptly  and 
efficiently.  The  proper  antiseptic  precautions  being  observed, 
with  special  reference  to  the  vagina  and  the  accoucheur's  hand, 
the  patient  being  placed  under  anesthesia,  introduce  first  the 
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index  linger  into  the  cervix,  dilating  gradually  until  two  tingers 
are  successfully  introduced,  and,  when  sutiiciently  dilated  to 
admit  the  forceps,  pass  the  fingers  tlirough  tlie  body  of  the  pla- 
centa, rupturing  the  membranes,  and  place  the  forceps  on  the 
head,  bringing  it  down,  and  tampon  the  placenta  at  once. 
When,  as  sometimes  happens,  the  dilatation  is  greater  and  the 
presentation  abnormal  or  less  favorable,  the  accoucheur  had 
better  resort  to  the  passing  of  his  hand  and  turning  by  Braxton 
Hicks'  method  and  drawing  the  child  into  the  cervix,  and  thus 
arrest  the  hemorrhage.  The  hemorrhage  once  checked  the  sub- 
sequent delivery  will  be  fully  under  control. 

Discussion. 

Dr.  J,  IIenky  Carstens,  of  Detroit. — I  desire  to  make  a  few 
remarks  on  the  paper  just  read.  It  seems  to  me  the  women  who 
have  the  easiest  confinements,  who  have  the  least  trouble,  do 
not  follow  out  the  hygienic  rules  laid  down  and  emphasized  by 
the  essayist.  The  poor  German  or  Polish  woman  in  Detroit 
does  not  drink  any  distilled  water,  but  she  eats  and  drinks  what 
she  gets,  works  around  the  liouse,  and  when  confinement  comes 
she  has  no  trouble.  It  is  the  higher  class  of  women  that  have 
trouble.  I  think  we  can  do  a  few  things.  We  should  impress 
upon  these  women  the  importance  of  stopping  coition  ;  for  if  we 
do  not  we  will  probably  havetroul)le  and  a  good  deal  more  work 
for  the  abdominal  surgeon  in  cleaning  out  gonorrheal  pus  tubes 
than  we  have  nosv.  If  we  do  anycliing,  let  us  educate  these 
women  what  to  do.  Have  them  understand  that  as  soon  as  they 
are  pregnant  or  suspect  pregnancy  they  should  call  in  a  doctor, 
so  that  he  can  watch  them  during  the  course  of  pregnancy, 
examine  their  urine  and  pelvis,  and  take  the  necessary  precau- 
tions to  prepare  them  for  labor.  Another  point :  we  should  try  to 
educate  the  general  practitioners  in  regard  to  aseptic  midwifery. 

Dk.  Joseph  Hoffman,  of  Philadelphia. — It  is  all  well  enough 
for  those  who  are  connected  with  medical  colleges  to  measure  a 
woman's  pelvis,  but  if  the  ordinary  general  practitioner  were  to 
go  about  with  a  pelvimeter  in  his  pocket  and  measure  the  pelvis 
of  every  woman  who  engages  him,  he  would  have  to  do  it  in  a 
life-preserver.  The  question  of  delivery  does  not  depend  so 
much  upon  the  size  of  the  pelvis  itself  as  upon  the  size  of  the 
child's  head.     This  is  an  important  point. 

With  regard  to  douching,  etc.,  it  is  my  opinion  that  infection 
often  takes  place  through  the  introduction  of  the  dirty  fingers 
of  the  doctor  rather  than  by  autoinfection.  Take  the  history  of 
many  cases  of  confinement  that  have  not  the  advantage  of  a 
clean  I)asin,  and  sometimes  not  even  a  piece  of  soap,  in  which 
women  deliver  themselves;  no  matter  how  squalid  the  circum- 
stances, they  come  out  all  right.  It  is  the  dirty  midwife  or 
dirty  doctor  that  causes  the  trouble. 
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Dr.  II.  W.  LoNGYEAR,  of  Detroit. — One  point  I  wish  to  touch 
upon  in  the  authors  paper  is  the  subject  ofall)unnnuria  of  preg- 
nancy. It  is  a  subject  I  have  been  greatly  interested  in,  as  I 
believe  that  the  ordinary  treatment  of  the  concJition  is  inade- 
(juate.  The  essayist  spoke  of  prophyhixis,  but  did  not  say  very 
much  about  the  prevention  of  all)uminnria  of  pregnancy.  Pro- 
j)hyhi.\is  does  not  seem  to  amount  to  much  in  all)uminuria  of 
pregnancy  when  it  is  present,  and  I  know  of  nothing  that  will 
do  much  good  except  emptying  the  uterus.  Purging  may  be 
resorted  to,  but  a  woman  cannot  be  purged  for  two  or  three 
months,  and  so  the  treatment  is  narrowed  down  to  the  one  thing: 
Shall  we  resort  to  premature  delivery  in  these  cases  ?  The  recom- 
mendation the  author  gave  for  examining  the  urine  systemati- 
cally in  all  cases  of  pregnancy  is  exceedingly  valuable.  Every 
pregnant  woman  should  have  her  urine  examined  two  or  three 
times  a  montli  until  the  end  of  gestation.  The  more  I  have 
seen  of  the  fatal  results  of  albuminuria  of  pregnancy,  the  more  I 
am  convinced  that  the  only  safety  to  the  mother  is  to  give  her 
the  l)enetit  of  the  doubt.  That  I  do  in  its  widest  sense,  and  de- 
liver her  just  as  soon  as  I  tind  allMiminuria  present.  I  believe 
this  to  be  justifiable  practice.  My  plan  is  to  watch  the  woman, 
examine  her  urine  from  time  to  time,  and  when  the  system 
seems  to  be  surcharged  with  urea,  as  evidenced  by  certain  symp- 
toms, then  deliver.  I  follow  that  rule.  I  think  I  have  saved 
some  lives  by  it.  I  have  found  in  a  good  many  instances  I  have 
been  too  late  when  I  have  done  this.  We  know  that  the  consid- 
eration of  the  life  of  the  child  is  the  main  thing  that  prevents 
us  from  doing  it  early.  When  we  consider  that  many  children 
are  born  dead  when  there  has  been  albuminuria  present,  or  at 
least  die  soon  after  birth,  I  think  the  life  of  the  mother  should 
be  the  first  consideration,  and  in  these  cases  wc  should  induce 
premature  labor  as  soon  as  we  find  all)umin,  while  the  mother  is 
in  good  condition.  She  will  undoubtedly  recover  promptly 
from  the  operation.  I  do  not  care  whether  the  cliild  is  viable  or 
not.  Of  course  there  are  some  religious  reasons  why  it  should 
not  be  done,  but  as  the  child  is  in  danger  of  dying  from  the 
storms  of  eclampsia  and  uremia  during  two  or  three  months  I  do 
not  believe  the  religious  factor  should  preclude  the  induction  of 
labor. 

Dr.  C.  a.  L.  Reed,  of  Cincinnati. — I  entirely  agree  with  the 
view  advanced  that  these  cases  should  be  placed  under  obser- 
vation and  frequent  urinalyses  made  with  the  object  of  early 
detecting  albuminuria ;  and  if  it  be  true  that  this  condition  is 
not  a  remediable  one.  then  the  position  which  Dr.  Longyear 
assumes  would  be  tenable.  But  these  cases  are  curable,  and  I 
can  see  no  reason  for  entering  upon  a  nmrderous  line  of  tactics 
simply  because  the  baby  is  little.  The  albuminuria  can  be 
eliminated  from  these  cases,  and  the  woman  can  be  safely  deliv- 
ered by  the  resources  of  our  art — perhaps  not  always.     When 
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the  fact  is  deiiionstrated  that  the  case  is  not  cural)le,  then  the 
proposition  relative  to  the  induction  of  premature  ]ah(jr  can  be 
taken  under  consideration  ;  but  the  idea  that  we  should  at  once 
bring  on  delivery  the  moment  a  diagnosis  of  albuminuria  has 
been  made,  as  has  been  suggested,  is  one  I  cannot  permit  to  go 
from  this  presence  without  a  ciiallcnge.  A  much  more  con- 
servative plan  is  in  accordance  with  the  spirit  of  our  profession 
and  of  our  science. 

Dr.  J.  M.  Duff,  of  Pittsburg. — The  paper  to  which  we  have 
listened  covers  a  large  Held,  and  there  are  many  ])oints  I  would 
like  to  touch  upon  if  time  permitted.  I  congratulate  the  author 
on  the  erudition  he  has  shown  with  regard  to  the  subject  of 
pelvitnetry  and  pelvimeters.  I  do  not  think  any  rational  obstet- 
rician carries  a  pelvimeter  around  in  his  pocket  daily.  It  is 
not  necessary  in  the  vast  majority  of  cases  that  a  pelvimeter 
should  be  used.  The  man  w4io  attends  his  cases  and  carefully 
and  properly  examines  them  during  pregnancy  will  be  able  to 
-detect  any  deformity  of  the  pelvis  which  may  exist,  and  deter- 
mine by  that  examination  whether  a  pelvimeter  will  be  neces- 
sary afterward. 

With  regard  to  the  question  of  albuminuria,  if  I  understood 
Dr.  Longyear  correctly,  I  regret  very  much  to  hear  him  say 
that  in  every  case  in  which  we  detect  albuminuria  we  should 
bring  on  labor.  About  twenty  per  cent  of  pregnant  women 
have  more  or  less  albuminuria,  and  there  are  not  more  than  two 
per  cent  of  pregnant  women  with  albuminuria  who  have 
eclampsia.  It  is  very  seldom  indeed  that  we  have  death  from 
albumitiuria  where  there  is  not  eclampsia.  I  wish  to  be  quoted, 
further,  as  saying  that  it  has  not  been  discovered  how  the  dif- 
ferent poisons  are  eliminated  from  the  kidneys,  and  it  has  not 
been  positively  demonstrated  that  it  is  the  albuminuria  per  se 
or  uremic  poisoning  that  kills  women. 

Dr.  Joseph  Price,  of  Philadelphia. — If  Dr.  Longyear  were 
to  write  to  twenty  of  the  most  prominent  active  practitioners  in 
the  rural  districts  or  in  the  mountains,  and  ask  them  the  num- 
ber of  cases  of  eclampsia  occurring  in  their  practice  out  of  from 
one  thousand  to  five  thousand  labors,  he  would  find  that  it  would 
be  less  than  two  per  cent.  But  the  country  practitioner  has  not 
the  time  to  make  such  researches.  Some  of  the  old  physicians 
in  the  Virginia  mountains  have  had  as  many  as  three  thousand 
women  to  deliver,  and  it  would  be  impossible  for  them,  without 
several  clerks,  to  make  correct  analyses. 

I  was  pleased  with  the  interesting  and  scholarly  paper,  but 
am  sorry  the  author  omitted  the  idiosyncrasies  of  old  women. 
One  of  the  most  serious  complications  of  gestation  is  the  gossip 
of  the  old  women  about  maternal  impressions.  I  find  perhaps 
nothing  that  annoys  and  distresses  the  young  prospective  mother 
so  much  as  this.  They  offer  suggestions  which  create  all  sorts 
of  vicious  impressions. 
87 
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In  regard  to  practical  obstetrics,  the  practice  of  cleanliness  was- 
alluded  to,  as  well  as  early  investigations  with  the  pelvimeter 
and  sounding  of  the  uterus.  A  distinguished  physician,  Alljert 
H.  Smith,  insisted  upon  early  examiuations  with  the  pelvimeter 
and  advocated  ])alpation  and  auscultation,  and  it  was  not  long- 
before  his  students  were  sounding  every  uterus  in  town.  It 
seems  to  me  old-fashioned  obstetrics  lias  gune  out  of  date. 

In  regard  to  cleanliness,  I  agree  with  Dr.  Hoffman  that  the  same- 
class  of  old  cuuntry  practitioners  1  have  alluded  to  are  exception- 
ally clean.  In  the  treatment  of  their  cases  they  rarely  have  child- 
bed fever  or  post-puerperal  fever.     The  other  class  are  filthy. 

Dr.  E.  W.  Cusuixg,  of  Boston. — 1  think  there  is  one  point  in 
the  paper  to  which  exception  can  be  taken.  I  understood  the 
essayist  to  refer  to  t^exual  immorality  as  being  an  increasing: 
factor  of  our  civilization,  and  that  difficult  labors  were  largely 
results  of  it.  A  hundred  years  ago  there  was  more  sexual  im- 
morality than  there  is  now.  I  do  not  think  the  statement  should 
go  out  from  this  Association  that  where  a  woman  has  a  difficult 
lahoi  it  is  probably  owing  to  previous  sexual  immorality.  It  is 
the  woman  who  has  difficulty  in  labor  who  is  too  mucli  civilized,, 
so  to  speak,  where  the  sexual  development  has  been  stunted,  and 
she  gets  a  narrow,  long  cervix  which  splits,  an  antefiexed  uterus- 
which  does  not  properly  take  care  of  itself.  It  seems  to  me  our 
women  are  reforming  themselves  in  their  mode  of  living,  but 
that  the  profession  is  not  keeping  up  with  them  in  regard  to- 
taking  care  of  them. 

Dr.  William  B.  Jones,  of  Kochester,  N.  Y.,  wished  to  object 
to  considering  a  pregnant  woman  as  being  in  a  pathological  state, 
and  to  what  he  understood  was  the  true  idea,  that  a  woman  hav- 
ing become  pregnant  should  frequently  thereafter  seek  advice 
and  an  examination.  The  examination  of  the  urine  was  alt 
I'iglit,  but  unless  there  was  hemorrhage,  albuminuria,  or  some- 
thing else  to  indicate  a  pathological  condition,  he  believed  a 
great  deal  of  harm  would  be  done  if  the  woman  were  not  let  alone. 
If  the  physician  upsets  her  he  does  worse  than  the  old  womeD 
referred  to  by  Dr.  Price,  because  the  doctor  has  more  influence 
upon  his  patient.  He  was  still  engaged  in  general  practice,  and 
if  all  those  women  who  came  to  him  to  engage  his  services  in 
labor  were  required  to  submit  to  an  occasional  examination,  he 
was  afraid  he  would  have  calls  from  their  husbands. 

Dr.  Longyeak. — I  will  say  that  the  majority  of  deaths  I  have 
seen  from  albuminuria  incidental  to  labor  have  not  been  attended 
with  eclampsia.  We  look  for  eclampsia,  but  they  do  not  always 
die  from  it.  They  oftener  die  from  uremic  poisoning  without  con- 
vulsions.   In  some  cases  there  has  not  been  a  sign  of  convnlsion. 

Dr.  Dewees,  in  closing,  desired  it  to  be  understood  that  in 
his  paper  he  stated  that  the  beauty  of  our  women  was  on  the 
increase  rather  than  decreasing. 

(To  be  continued.) 
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A  Text  Book  of  Abdominal  Surgery.  A  Clinical  Manual  for 
Practitioners  and  Students.  By  Skene  Keith,  F.Il.C.S.Ed., 
assisted  by  George  E.  Keith,  M.B.,  CM.  With  34  illustra- 
tions. Pp.  500.  Philadelphia:  J.  13.  Lippincott  Co.,  1894. 
The  first  section  of  this  work  includes  the  surgery  of  the  ab- 
domen in  general,  and  tlie  second  the  surgery  of  the  abdomen 
peculiar  to  women.  Beginning  with  well- written  chapters  on 
the  examination  of  the  abdomen,  tapping,  aspiration,  examina- 
tion of  fluids,  and  exploratory  incision,  it  goes  on  to  describe  the 
preparations  for  an  abdominal  operation  and  the  general  details 
of  its  technique  and  the  after-treatment.  Then  the  special  sur- 
gery of  the  various  organs  is  described,  beginning  with  the  peri- 
toneum and  running  on  through  the  stomach,  intestine,  appen- 
dix, liver,  kidney,  and  spleen.  The  second  section  begins  with 
a  description  of  tumors  of  the  ovary,  then  discusses  ovariotomy, 
diseases  of  the  ovaries  and  Fallopian  tubes,  fibroid  tumors  of 
the  uterus,  and  malignant  disease  of  the  uterus.  Under  the  lat- 
ter heading  are  included  also  hysteropexy,  Cesarean  section, 
symphysiotomy,  rupture  of  the  uterus,  extrauterine  pregnancy, 
heart  clot,  pelvic  abscess,  etc. 

The  work  is  a  scholarly  exposition  of  the  methods  employed 
with  such  good  success  by  the  authors  and  by  the  elder  Keith, 
is  conservative  and  practical,  but  can  hardly  be  said  to  give  a 
detailed  or  typical  picture  of  the  most  recent  practice  of  abdomi- 
nal surgery  as  it  exists  in  America.  While  it  deserves  much 
praise,  the  work  does  not  seem  to  us  to  be  the  best  to  put  into 
the  hands  of  a  student.  It  will  be  of  the  most  value  to  one  who 
is  already  a  somewhat  skilled  surgeon  and  who  has  attained  a 
good  working  knowledge  of  the  theory  and  practice  of  aseptic 
technique. 

Aseptic  Surgical  Technique,  with  Especial  Peference  to 
Gynecological  Operations,  together  with  Notes  on  the 
Techniquk  employed  in  certain  Supplementary  Proce- 
dures. By  Hunter  Robb,  M.D.,  Associate  in  Gynecology, 
Johns  Hopkins  University;  Professor  of  Gynecology,  Western 
Reserve  University,  Cleveland,  O.  With  15  plates  and  47 
other  illustrations.  Pp.  264.  Philadelphia:  J,  B.  Lippin- 
cott Co.,  1894. 

The  essential  of  success  in  the  surgery  of  the  present  is  the 
maintenance  of  an  aseptic  wound,  and  this  can  only  be  secured 
by  the  practical  scientific  application  of  an  aseptic  and  anti- 
septic technique  thoroughly  carried    out   to  the  most   minute 
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detail.  To  appreciate  these  details,  to  understand  what  absolute 
surgical  cleanliness  means,  the  surgeon  of  to-day  must  have  a 
clear  knowledge  of  the  ele;neats  of  bacteriology  and  be  conver- 
sant with  the  conditions  which  underlie  suppuration  in  wounds 
and  septic  processes  generally. 

The  pus  which  was  "laudable"  to  the  fathers  has  become  a 
niortitication  to  tlie  sons.  We  have  grown,  in  less  than  a  gene- 
ration, out  of  an  antisepsis  of  toxic  drugs  into  the  simpler  and 
more  perfect  one  of  moist  heat  aided  by  the  scrnbl)ing  brush 
and  soap.  Throughout  these  great  changes  in  surgical  meth- 
ods Dr.  Robb  lias  been  a  careful  observer  and  an  active  partici- 
pant. A.S  the  associate  of  Kelly  at  the  Johns  Hopkins  Hospi- 
tal his  work  and  ideas  have  aided  in  advancing  their  technique 
to  its  present  pre  eminent  position.  It  was  Robb's  work  in 
relation  to  disinfection  by  permanganate  of  potash  and  oxalic 
acid  that  first  established  on  a  scientific  basis  the  reliability  of 
this  method  when  applied  to  the  hands.  His  studies  regarding 
infection  of  the  drainage-tube  tract  are  also  noteworthy.  It  is 
therefore  on  account  of  his  labors  in  the  bacteriological  labora- 
tory, while  keeping  himself  at  the  same  time  in  close  relation  to 
the  practical  surgical  questions  of  the  day  during  ten  years  of 
unprecedented  progress,  that  he  is  eminently  qualified  to  com- 
mand our  interested  attention  when  he  writes  on  aseptic  surgi- 
cal technique.  Beginning  with  a  consideration  of  sepsis  and 
wound  infection,  he  then  discusses  the  principles  of  sterilization 
and  their  practical  application,  the  preparation  of  the  surgeon 
and  his  assistants,  the  preparation  of  the  patient,  the  means  em- 
ployed to  obtain  an  aseptic  field,  the  preparation  of  instruments, 
sutures,  ligatures,  and  dressings,  the  gynecological  operating 
room,  the  organization  of  operations,  post-operative  care,  opera- 
tions in  private  houses,  anesthesia,  bacteriological,  pathological, 
and  clinical  examinations,  and  the  examination  of  the  female 
bladder  and  ureters.  He  has  done  a  graceful  thing  in  dedicating 
to  his  friend  and  associate,  Howard  Kelly,  a  book  which  will  be 
of  permanent  value  both  to  the  practical  surgeon  and  to  the 
student. 
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1.  Webster,  J.  C:  Observations  regarding  Chronic  Heart 
DisRASK  Complicating  Pregnancy  and  Labor  {The  Hospital^ 
June  9th  and  16th). — When  a  patient  suffering  from  a  chronic 
cardiac  valvular  affection  becomes  pregnant  what  is  likel}'  to  be 
the  course  of  her  history?  The  chief  normal  changes  in  the 
circulatory  system  during  pregnancy  are  as  follows :  The  vascu- 
lar area  is  increased  owing  to  the  enormous  development  of  ves- 
.s3ls  in  the  uterus  and  to  the  dilatation  which  occurs  in  the  pel- 
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vie  vessels,  especially  in  the  veins  of  the  connective  tissue — e.g., 
parametric,  paravaginal,  and  paravesical  (this  is  well  shown 
in  sections  of  the  pregnant  woman).  The  total  (piantity  of  blood 
in  the  maternal  system  is  increased,  there  being  in  early  preg- 
nancy relative  increase  of  the  water  and  diminution  of  the  red 
corpuscles,  hemoglobin,  and  albumin,  while  in  the  late  months, 
according  to  Schroder,  Fehling,  and  others,  an  augmentation  of 
these  latter  elements  occurs.  The  increased  work  demanded  of 
the  heart  is  met  by  hy])ertrophy,  mainly  of  the  left  ventricle. 
There  is  still  a  dispute  as  to  how  much  of  the  organ  hypertro- 
phies and  as  to  whether  some  dilatation  occurs  as  well.  An- 
gus Macdonald's  opinion  is  probably  correct,  viz.,  that  all  the 
chambers  of  the  heart  during  the  "latter  months  of  pregnancy 
become  somewhat  dilated.  Undoubtedly  increased  work  is  de- 
manded of  the  right  as  well  as  of  the  left  side  of  the  heart, 
because,  as  Charpentier  so  strongly  insists,  there  is  increased 
engorgement  and  tension  in  the  pulmonary  as  well  as  in  the 
systemic  vascular  system.  There  is  also  some  increase  in  the 
frequency  of  the  cardiac  contractions  during  pregnancy.  There 
is  still  a  dispute  regarding  the  interference  with  the  thorax 
caused  by  the  uterine  swelling.  According  to  Wintrich,  Fa- 
bius,  and  others  the  vital  capacity  of  the  lungs  is  constant 
throughout  pregnancy  ;  according  to  Dohrn  it  is  diminished. 
According  to  frozen  sections  there  are  found  in  late  pregnancy 
increased  breadth  and  diminished  depth  in  the  thorax,  but  the 
vital  capacity  of  the  lungs  is  probably  not  much  altered. 

What  new  conditions  are  introduced  when  a  valve  of  the 
heart  is  diseased  ?  Great  variations  are  found,  depending  upon 
such  factors  as  the  situation  and  extent  of  the  lesion,  the  amount 
of  compensation  existing  at  the  beginning  of  pregnancy,  the 
general  health  of  the  patient,  her  habits,  duties,  etc.  The  de- 
terioration of  blood  resulting  from  the  pregnancy  interferes 
somewhat  with  the  cardiac  nutrition.  When  the  disease  is  re- 
cent there  is  always  a  danger  of  increase  in  the  valvular  vegeta- 
tions that  may  be  present  owing  to  the  increased  fibrin-forming 
tendency  in  the  blood.  The  main  element  of  danger,  however, 
is  the  increased  work  required  from  the  heart  as  a  result  of  the 
increased  vascular  area  in  the  pregnant  condition.  The  dis- 
turbances are  so  great  that  efifects  may  be  brought  about  which 
in  the  non-pregnant  state  might  not  be  met  with  until  after  a 
course  of  years.  The  patient  with  heart  disease,  ceteris  pari- 
hus,  has  a  shorter  life  expectation  if  she  become  pregnant,  and 
her  dangers  increase  with  succeeding  pregnancies. 

In  some  cases,  owing  to  the  perfect  response  of  the  heart  to 
its  twofold  requirements,  the  patient  may  jtass  through  her  period 
of  pregnancy  with  no  more  discomfort  than  may  be  found  in 
normal  cases.  When,  however,  the  cardiac  compensation  is  not 
sutficient,  one  or  more  of  the  well-known  symptoms— 6.^.,  pul- 
monary congestion  and  edema,  dyspnea,  cough,  etc. — make  their 


582  ABSTRACTS. 

appearance.  In  aortic  disease  disturbances  are  much  less  coni- 
niou  and  less  severe  than  in  the  case  of  mitral  disease,  and  they 
appear  in  most  cases  durini;-  tlie  late  months  of  ])regnancy.  The 
svmi)t()ms  are  mainly  palpitation  and  dyspnea.  In  bad  cases 
premature  emptying  of  the  uterus  may  resnlt.  It  is  in  mitral 
disease  that  the  most  intense  symptoms  occur,  and  they  may 
develop  in  the  early  as  well  as  in  the  late  months,  and  uterine 
action  is  apt  to  be  set  uj>,  leading  to  the  exj)ulsion  of  the  fetus. 
The  health  of  the  fetus  tends  to  be  impaired,  both  from  the  im- 
perfectly oxygenated  condition  of  the  maternal  blood  as  well  as 
from  the  destruction  of  portions  of  the  placenta  by  hemorrhages 
into  it  from  the  maternal  vessels.  The  increased  risk  in  mitral 
cases,  especially  where  stenosis  exists,  is  the  pulmonary  conges- 
tion and  dilatation  and  weakening  of  the  right  side  of  the  heart. 
Sometimes  the  pregnant  woman  may  die  from  the  heart  disease 
without  emptying  of  the  uterus  occurring,  but  most  cases  of 
death  before  full  time  has  been  reached  occur  in  connection  with 
or  after  a  premature  delivery.  Most  cases  which  go  on  to  full 
time  become  worse  during  the  last  few  weeks.  This  is  apt  to  be 
markedly  tlie  case  if  there  is  much  dyspepsia,  the  flatulence 
combined  with  the  increased  size  of  the  uterus  exercising  nnchie 
pressure  on  the  diaphragm.  Besides,  patients  often  become 
despondent  and  nervous,  lose  their  a))petite,  and  suffer  from 
sleeplessness  at  this  time.  When  labor  sets  in  the  symptoms 
vary  greatly  in  different  cases  in  regard  to  time  of  onset  and 
intensity.  Sometimes  the  labor  may  go  on  exactly  as  a  normal 
one,  the  patient  not  complaining  in  any  way.  In  other  cases 
there  may  be  only  the  slightest  signs  of  palpitation  or  breathless- 
ness.  These  favorable  cases  are  mostly  found  in  aortic  disease. 
Sometimes  the  bad  symptoms  begin  in  the  first  stage,  sometimes 
in  the  second,  sometimes  in  the  third,  sometimes  immediately 
post  partum  or  at  a  later  period  in  the  puerperium.  In  the  first 
stage  trouble  may  start,  or  symptoms  already  present  may  become 
aggravated.  There  may  be  palpitation  or  attacks  of  dyspnea. 
The  exacerbation  is  due  to  the  increased  strain  on  the  heart,  and 
to  the  pulmonary  congestion  during  the  periods  of  uterine  con- 
traction when  the  circulation  of  blood  through  the  uterus  is 
interfered  with.  If  straining  efforts  are  made  by  the  patient 
the  symptoms  are  more  marked.  At  the  termination  of  tlie  first 
stage,  after  rupture  of  the  membranes,  slight  relief  is  experienced 
in  some  cases  as  a  result  of  some  diminution  in  the  size  of  the 
uterine  mass  owing  to  the  escape  of  liquor  amnii.  During  the 
progress  of  the  second  stage  the  condition  of  the  patient  tends 
to  become  worse.  This  is  probal)ly  chiefly  due  to  the  straining 
efforts  made  to  bring  into  action  the  accessory  powers.  More- 
over, the  uterine  contractions  are  longer  and  more  powerful,  and 
there  is  a  resulting  greater  strain  on  the  heart  from  the  inter- 
ference  with  the  uterine  circulation.  The  pulse  may  become 
more   rapid,  irregular,  or   intermittent,  the   breathing  may  be 
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rapid  and  oppressed,  the  patient  beintij  restless  and  having  a 
feeling  of  great  anxiety.  As  the  child  escapes  there  may  he  a 
feeling  of  relief  on  the  part  of  the  patient  from  the  great  di- 
jniniition  in  abdominal  distention,  l)Ut  this  may  he  connterbal- 
anced  by  another  factor,  viz.,  the  interference  with  the  circu- 
lation cansed  by  the  retraction  of  the  uterns  which  occurs  after 
the  birth  of  the  child.  The  exact  condition  of  the  pelvis  and 
its  contents  at  the  end  of  the  second  stage  has  not  yet  been 
"worked  out  by  sectional  anatomy,  and  we  do  not  know  to  what 
•extent  the  circulation  through  the  retracted  organ  is  arrested. 
There  can  l)e  no  doubt  that  it  must  be  greatly  slowed,  less  blood 
<circulating  throngh  it,  while  more  is  thrown  into  the  non-ute- 
rine vascnlar  system.  As  a  result  of  this  thei'e  is  an  increased 
amount  poured  into  the  right  side  of  the  heart.  In  mitral  cases 
ihis  of  course  increases  the  |)atient's  risk,  and  often  the  symp- 
toms become  much  worse  at  this  time.  Yet  it  is  very  rare  that 
the  patient  dies  immediately  after  the  child  is  born.  The  most 
^dangerous  period  is  yet  to  follow. 

It  is  at  the  end  of  the  third  stage  that  there  is  the  greatest 
-danger  in  mitral  disease,  especially  in  stenosis  cases.  The  pla- 
<;enta  may  be  born  all  right,  but  immediately  or  soon  afterward 
the  patient  may  die.  What  is  the  explanation  of  this?  Let  us 
look  at  the  condition  of  the  pelvis  at  this  time.  In  my  re- 
.searches  into  the  anatomy  of  the  normal  pelvis  during  the  puer- 
periuni  I  found  that  normally  after  the  delivery  of  the  placenta 
ihe  retracted  and  firmly  contracted  uterus  forms  a  large  rounded 
anass  which  fills  the  pelvis  like  a  bail  plug,  compressing  ali  the 
•extrauterine  tissues  against  the  bony  wail.  As  a  result  of  this 
the  circulation  in  the  great  mass  of  the  uterus  is  practically 
checked,  the  organ  being  quite  anemic,  but  also,  owing  to  tlie 
ipressure  of  the  uterus,  the  circulation  in  the  extrauterine  pelvic 
tissues  is  greatly  interfered  with.  The  only  congested  parts  are 
the  small  lower  uterine  segment,  the  cervix,  the  vaginal  wall, 
and  neighboring  parts  of  the  pelvic  floor.  It  is  this  very  great 
alteration  in  the  circulation  which  throws  the  extra  burden  on 
the  already  overburdened  heart.  The  whole  vascular  area  of 
the  body  has  been  very  greatly  diminished,  and  the  extra  strain 
«oii  the  right  siiie  of  the  heart  may  be  too  much  for  it;  over- 
<distention  of  its  already  weak  and  thinned  walls  results,  and  its 
iparalysis  may  follow.  This  conilition  in  mitral  disease  was  first 
pointed  out  by  Spiegelberg,  It  has  recently  been  described  by 
J^erry  Ilart,  and  I  have  also  noticed  it  in  a  case  of  my  own 
■where  death  occurred.  Fritsch,  Barbour,  and  others  deny  that 
<Ieath  is  caused  in  this  way.  They  think  that  extra  strain  is  not 
thrown  on  the  right  side  of  the  heart,  but  believe  that  the  blood 
thrown  out  of  the  uterine  circulation  is  accommodated  in  the 
'extrauterine  vessels  of  the  pelvis  and  abdomen,  owing  to  the 
•change  in  intra-abdoniinal  pressure  conditions  consequent  upon 
the  emptying   of  the    uterus.      They   say    that  the   condition 
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brought  about  is  one  of  syncope,  and  tliat  the  cardiac  failure  re- 
sults because  an  insufficient  amount  of  blood  reaches  the  heart,, 
whicli  consequently  begins  to  beat  irregularly  ;  this,  along  with 
tlie  nutritive  defects,  leading  to  a  fatal  ending. 

It  is  important  clearly  to  understand  the  difference  betweeii 
these  two  views,  chiefly  becanse  the  methods  of  treatment  based 
upon  them  differ  so  markedly.  There  is  no  proof  of  Frilsch's 
theory.  Pathological  evidence  goes  against  it.  In  post-morttui 
cases  there  is  usually  found  distention  of  the  right  side  of  ther 
heart,  or  marked  distention  esj)ecially  of  oue  or  both  auricles,, 
and  pulmonary  congestion.  During  life  the  face  does  not  show 
signs  of  syncope,  but  is  flushed  or  deeply  cyanosed  during  the 
period  of  danger.  Fritsch's  theory  cannot  explain  the  death 
which  follows  emptying  of  the  uterus  in  early  pregnancy.  It 
is,  indeed,  very  interesting  to  note  that  the  strain  thrown  on  the 
heart  by  an  aboition  may  prove  too  much  for  it.  Moreover, 
were  the  theory  correct,  syncope  might  be  expected  often  to 
follow  normal  labor,  whereas  it  is  very  rare  save  where  much 
blood  lias  been  lost.  That  some  of  tlie  uterine  and  ])elvic  blood 
is  accommodated  in  abdominal  parietal  and  visceial  vessels  after 
the  uterus  is  empty  and  contracted,  is  undoubtedly  true.  That 
this  does  not  go  on  to  the  extent  described  by  Fritsch  is  equally 
true.  The  congestion  of  these  vessels  that  does  occur  is  really 
a  condition  of  safety  for  the  patient,  for  the  strain  on  the  heart 
will  be  for  a  time  diminished  in  proportion  to  the  amount  of 
blood  accumulated  in  them.  Very  soon,  however,  the  vaso- 
motor mechanism  M'ill  tend  to  diminish  this  accumulation,  there- 
by correspondingly  increasing  the  burden  on  the  heait.  These 
various  factors  must  differ  considerably  in  different  women,  and 
it  is  not,  therefore,  difficult  to  understand  why  there  should  be 
such  variations  in  the  clinical  phenomena  witnessed  in  a  series 
of  cases  in  which  the  same  cardiac  lesion  exists. 

What,  now,  is  the  best  line  of  treatment  to  be  adopted  in  these 
cases?  As  regards  the  relation  of  heart  disease  to  marriage,, 
there  is  a  fairly  general  agreement  of  o])inion  as  to  the  advisa- 
bility of  urging  women  with  a  heart  lesion  not  to  marry — i.e.y. 
wlien  their  safety  alone  is  taken  into  consideration.  Some^ 
however,  would  only  insist  upon  this  restriction  in  cases  of  mi- 
tral disease.  When  the  patient  falls  pregnant  she  must  be  most 
carefully  looked  after.  Iler  life  sliould  be  regular  and  well 
ordered.  She  must  be  guarded  from  strain,  worry,  or  anxiety 
of  any  kind.  The  diet  should  be  nourishing  but  easily  di- 
gested, and  the  bowels  should  be  carefully  regulated.  The  pa- 
tient should  be  allowed  to  go  out  in  fine  weather,  taking  easy 
walks  or  carriage  drives.  In  the  late  months  she  must  be  kept 
more  at  rest.  As  to  met^icinal  treatment,  none  may  be  re- 
quired. These  are  the  rare  cases  in  which  the  patient  has  no 
bad  symptoms  at  all  during  her  pregnancy.  In  many  cases  a 
cardiac  stimulant  is  required.     This  is  indicated  as  soon  as  any 
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signs  of  lieart  failure  show  themselves — e.(j.^  hreathlessncFS, 
cough,  increasiug  irregularity  aud  weakness  of  pulse,  changes 
in  the  cardiac  physical  signs,  etc.  The  best  stimulant  is  un- 
doubtedly strophanthus,  providing  a  reliable  prej)aration  can  be 
obtained.  The  special  advantages  of  this  drug  over  digitalis  are 
now  so  well  known  that  they  need  not  be  specified  here.  Iron 
may  also  be  necessary. 

If  abortion  or  premature  labor  threatens,  what  is  to  be  done  \ 
It  is  difficult  to  speak  decidedly  in  regard  to  this  point.  It 
may  be  stated  positively,  however,  that  in  the  majority  of  eases 
there  is  no  necessity  for  emptying  the  uterus,  and  it  must  never 
be  forgotten  that  even  early  emptying  may  be  as  bad  for  the 
mother  as  a  full-time  labor.  Often,  however,  the  opinion  of 
the  parents  is  so  strong  as  to  prevent  such  a  course  from  being 
carried  out  even  if  it  be  advised.  In  these  threatened  cases  the 
abortion  may  be  tided  over,  and  the  dangerous  symptoms  which 
have  developed  be  removed,  if  the  patient  be  bled  once  or  twice. 
If  the  threatened  premature  delivery  cannot  be  tided  over  the 
case  must  be  treated  on  the  lines  to  be  laid  down  for  full-time 
deliveries.  -  Ta-     ^^.^.... 

If  the  pregnant  woman  suffers  greatly  is  it  justifiable  to 
empty  the  uterus  ?  Here,  again,  different  opinions  are  ex- 
pressed. My  own  opinion  is  that  the  quiescent  condition  of 
pregnancy  is  less  dangerous  to  the  heart  than  the  disturbance 
brought  about  by  the  emptying  of  the  uterus.  Bleeding  should 
be  tried  once  or  twice  in  such  a  case  ;  but  if  the  patient  con- 
tinue to  get  worse  it  is  very  doubtful  if  it  be  better  to  deliver 
her  artificially  before  the  heart  becomes  too  weak.  Such  ex- 
treme cases  are  apt  to  prove  fatal  whatever  course  be  ado])ted. 

"When  labor  sets  in  what  is  to  be  done  ?  The  patient  should 
be  carefully  watched  from  the  first.  If  she  has  been  previ- 
ously in  good  condition  she  may  be  allowed  to  go  through  the 
first  stage  without  interference,  an  occasional  dose  of  a  stimu- 
lant being  given  if  necessary.  If  she  be  very  restless  or  make 
straining  efforts  she  should  be  quieted.  If  it  is  impossible  to 
manage  this,  and  if  signs  of  heart  failure  appear,  the  patient 
should  be  chloroformed  and  the  cervix  dilated  with  Barnes' 
bags. 

We  are  now  at  the  second  stage.  In  some  cases  she  may  pass 
through  this  stage  without  trouble.  In  bad  cases,  however,  es- 
pecially in  mitral  disease,  she  should  not  be  allowed  to  pass 
through  it  in  her  own  strength.  She  should  be  chloroformed 
by  an  assistant  who  gives  his  whole  attention  to  his  duty,  while 
the  child  is  extracted  with  forceps.  Occasional  hypodermic  in- 
jections of  ether  may  be  required.  I  wish,  however,  especially 
to  recommend  the  use  of  nitrite  of  amyl.  This  drug  was  first 
tried  with  success  in  heart  disease  complicating  labor  by  Fra- 
ser  Wright,  who  gave  it  after  the  third  stage  was  completed, 
when  his  patient  was  in  danger  of  dying  of  pulmonary  and  car- 
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diac  coiiijjestion.  Its  action  is  to  lessen  the  strain  on  the  heart 
throuirli  the  dilatation  which  it  causes  in  the  small  i)eri])lieral 
vessels  throui^hout  the  hody,  either  from  paralysis  of  the  mus- 
cular tibres  of  the  arterioles  or  of  the  vaso-motor  ganglia  in 
tliem.  Soon  after  its  administration  (from  twenty  to  thirty 
seconds)  its  elfects  are  seen.  The  drug  is  best  given  by  the 
chloroformist  in  cajisules  containing  four  or  five  minims,  which 
are  broken  and  held  to  the  patient's  nose.  It  is  also  nseful  in 
opposing  the  tendency  to  chloroform  syncope  ;  a  threatening  of 
this  condition  may  be  kept  off  by  a  careful  anesthetist.  As  the 
child  is  delivered  the  nitrite  of  amyl  is  of  great  value  in  neu- 
tralizinii;  the  increasing  strain  on  the  heart  due  to  the  additional 
blood  thrown  out  of  the  uterine  circulation  as  a  result  of  the 
uterine  retraction  which  follows  delivery. 

The  third  stage  now  follows,  that  most  to  be  feared.  Opin- 
ions differ  regarding  the  treatment  to  be  employed  here.  Ac- 
cording to  the  view  of  those  who  hold  that  the  danger  is  due  to 
the  accumulation  of  blood  in  the  al)dominal  vessels  and  the  con- 
se(]uent  diminished  supply  to  the  heart,  the  loss  of  blood,  even 
in  drops,  is  very  dangerous.  According  to  the  view  which  ap- 
pears to  me  to  be  correct,  and  which  I  have  advocated,  the  in- 
dication is  not  to  conserve,  but  to  allow  the  free  escape  of  a  cer- 
tain amount  of  blood  from  the  body  in  order  to  prevent 
over-distention  of  the  lungs  and  of  the  right  side  of  the  heart. 
How  can  this  best  be  brought  about  ?  The  patient  is  still  kept 
under  chloroform  ;  ether  is  given  hypodermically  from  time  to 
time,  and  the  nitrite  of  amyl  as  required.  The  chloroform  and 
the  amyl  nitrite  tend  to  counteract  the  contractility  of  the  ute- 
rus, and  so  to  delay  the  separation  and  expulsion  of  the  pla- 
centa. This  event  must  not  be  allowed  to  take  place  naturally, 
because  it  is  apt  to  cause  too  sudden  a  change  in  the  vascular 
pressure  and  to  prevent  the  loss  of  blood  which  it  is  our  chief 
aim  to  bring  about.  Neither  should  the  Crede  method  of  ex- 
pelling the  placenta  be  used,  for  the  same  reason.  The  most 
satisfactory  procedure  is  to  pass  one  hand  into  the  uterus,  sepa- 
rating the  placenta  gradually,  the  other  hand  being  placed  on 
theai)domen  against  the  uterus.  As  the  sinuses  are  torn  through 
blood  escapes,  the  amount  lost  being  carefully  watched.  In  car- 
rying out  this  operation  the  greatest  skill,  coolness,  and  judg- 
ment are  rerpiired.  As  the  uterus  retracts  and  contracts  follow- 
ing the  removal  of  the  placenta,  the  heart  should  be  carefully 
watched  and  another  dose  of  nitrite  of  amyl  given  if  necessary. 
If,  owing  to  the  amount  of  chloroform  and  amyl  nitrite  admin- 
istered, marked  contraction  does  not  occur  in  the  uterus,  no 
alarm  should  be  felt.  This  condition  is  better  than  sudden  con- 
traction, because  the  changes  in  the  circulation  are  more  gradu- 
ally brought  about.  The  organ  can  easily  be  compressed  be- 
tween the  hands,  and  if  necessary  the  hot  douche  can  be  used, 
but  the  latter  agency  should  not  be  employed  save  where  there 
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is  clanger  of  the  loss  of  too  much  blood,  Keither  sh(jiild  er^ot 
be  used  in  these  cases,  except  in  the  last-mentioned  condition, 
because  it  opposes  the  escape  of  the  blood  from  the  uterus, 
which  we  desire  to  a  certain  extent  to  encourage.  Hitherto  it 
has  been  recommended  by  many  to  bleed  the  patient  from  the 
neck  or  arm.  This,  it  appears  to  me,  is  altogether  unnecessary 
when  we  have  at  our  disposal  the  easy  metiiod  of  bleeding  from 
the  uterus  that  I  iiave  just  described.  1  have  attended  five 
cases  successfully  through  their  labors,  carrying  out  this  treat- 
ment. Another  case,  my  first,  1  treated  according  to  the  other 
plan  to  which  I  have  referred — viz.,  that  in  which  tiie  loss  of 
blood  is  prevented  ;  the  patient  died  immediately  after  the  de- 
livery of  the  placenta.  At  the  post-mortem  the  lungs  and  right 
side  of  the  heart  were  found  to  be  enormously  engorged  with 
blood. 

The  treatment  of  heart  cases  during  the  puerperium  is  of  the 

freatest  importance.  Rest  in  i)ed  tor  some  weeks  is  advisable, 
'or  a  time  after  delivery  stimulants  of  ether  and  brandy  may 
be  required.  Strophanthus  or  digitalis  is  to  be  given  cau- 
tiously. The  most  easily  digested  and  nourishing  food  is  to  be 
taken.  There  should  be  no  straining  at  stool  or  in  making 
water.  The  bowels  should  be  regulated  so  as  to  move  easily, 
and  for  some  days  the  urine  should  be  drawn  off.  The  retro- 
gressive changes  which  take  place  in  the  heart  during  the  puer- 
perium introduce  a  new  element  of  danger,  and  therefore  the 
greatest  watchfulness  must  be  exercised.  Complete  quiet  and 
good  nursing  are  imperative.  The  patient  should  not  lose  sleep 
nor  be  disturbed  in  any  way.  As  soon  as  the  stomach  is  able  to 
bear  iron  it  should  be  given. 

2.  BiBOT,  M. :  A  Contribution  to  the  Study  of  the  Treat- 
ment OF  Abortion  {Archives  de  Tocologie  et  de  Gynecologies 
No.  5,  1894). — Should  the  treatment  of  incomplete  abortion  in 
the  first  three  months  be  that  of  expectation  or  that  of  interven- 
tion ?  The  use  <»f'  tiie  curette  in  the  removal  of  the  secundines 
has  been  considered  an  operation  necessitating  particular  skill, 
the  use  of  anesthetics,  and  extensive  preparation  of  the  patient, 
often  being  incomplete  and  at  all  times  exposing  the  patient 
to  the  dangers  of  uterine  perforation.  If  operative  intervention 
gives  better  results  the  pretext  of  its  being  an  operation  should 
not  stand  in  its  way,  especially  since  this  operation  can  be  per- 
formed l)y  all  possessinir  prudence  and  an  anatomical  knowledge 
of  the  parts,  with  satisfactory  results  and  without  an  extensive 
and  complicated  instrumental  ecpiipage.  Anesthesia  is  prefer- 
able, but  not  necessary,  the  patients  enduring  the  operation 
witiiout  much  complaint.  It  is  an  exagireration  to  call  the  plac- 
ing of  the  genitals  in  an  aseptic  condition  a  long  preparation. 
The  curette  has  been  called  a  blind  instrument,  but  is  preferable 
to  the  linger,   because  the  latter  cannot  always  be  passed,  the 
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dilatation  bein^  insufficient ;  nor  is  it  always  long  enongh  to 
reach  the  fundus  and  explore  the  angles.  If  forced  through 
a  narrow  opening  it  soon  becomes  fatigued  from  being  firn\ly 
clasped  and  loses  its  tact  and  clairvoyance,  whereas  the  metallic 
instrument  can  always  be  passed.  The  linger  may  be  able  to 
detach  the  placenta  in  greater  part,  but  it  cannot,  like  the 
curette,  clear  the  uterus  of  every  vestige  of  placenta  and  mem- 
branes. According  to  Diihrssen  the  cui'ette  detaches  the  pla- 
cental tissue  more  rapidly,  more  completely,  and  with  less  injury 
than  the  linger,  nor  is  it  either  blind  or  brutal  in  the  hands  of 
those  who  have  given  its  power  and  manner  of  being  handled  a 
little  thought.  The  curette  when  introduced  gives  to  the  mani- 
pulator of  any  perception  a  positive  sensation  as  to  the  presence 
of  the  placenta  or  its  debris,  also  as  to  the  resistance  of  the  ute- 
rine wall  and  the  size  of  its  cavity,  which  can  be  fully  explored. 
A  hand  placed  on  the  abdomen  assists  in  marking  the  contour 
and  thickness  of  the  uterus.  With  due  attention  no  particle  of 
the  placenta  can  escape  detection.  The  completeness  of  this 
method  is  shown  by  the  cessation  of  all  hemorrhage  and  the 
contraction  and  retraction  of  the  uterus.  Perforation  is  impos- 
sible with  the  use  of  a  blunt  instrument,  if  moved  about  in  a 
slightly  oblique  direction  and  not  vertically.  INot  only  are  the 
dangers  of  infection  and  hemorrhage  removed  with  the  secun- 
dines,  but  the  patient  is  relieved  from  the  pain  and  anxiety  of  a 
slow  abortion  ;  she  is  perfectly  well  in  a  few  days,  and  with 
involution  of  the  uterus  established. 

The  expectant  plan  of  treatment  by  vaginal  and  uterine  injec- 
tions for  the  prevention  of  sepsis  is,  on  the  contrary,  likely  to 
lead  to  infection  without  aiding  the  uterus  to  expel  its  contents. 
If  the  vaginal  injections  prevent  the  dangers  of  infection,  do 
they  not  create  a  new  danger  in  the  absorption  of  the  toxic  agents 
used  to  combat  the  sepsis  ? — as  they  must  necessarily  be  used  in 
large  quantities  several  times  a  day,  the  horizontal  position  of  the 
patient  favoring  the  stagnation  of  the  fluid  in  the  genital  organs, 
and  the  increased  circulation,  the  patent  cervix,  and  softened 
mucous  membranes  predisposing  to  absorption.  The  intraute- 
rine injections  are  still  more  dangerous.  The  liquid  is  retained 
in  part  in  the  uterine  cavity  and  is  absorbed  in  a  continuous 
manner.  The  frequent  manipulation  required  to  carry  out 
this  form  of  treatment  is  very  fatiguing  to  the  patient,  and,  even 
if  ])rimary  infection  is  prevented,  the  danger  of  secondary  in- 
fection is  not  removed.  The  placenta  may  be  ex])elled  in  pieces. 
A  fragment  may  remain  attached,  and  if  the  douchesare  stopped 
too  soon  the  micro-organisms  so  far  held  at  bay  will  suddenly 
overwhelm  the  organism.  These  shreds  also  afford  an  excellent 
culture  territory  for  the  propagation  of  salpingitis,  metritis,  etc. 
Since  the  expectant  method  is  not  a  sure  and  rapid  means  of 
overcoming  the  accidents  of  incomj)lete  abortion,  it  must  be 
displaced  by  the  use  of  the  curette,  which  fulfils  both  these  con- 
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ditions.  The  hetiiorrhage  accompanying  an  al)ortion  during  the 
tirst  three  mouths  is  usually  serious  on  account  of  its  profusion 
and  duration;  occasionally  it  ceases  rapidly,  being  replaced  by 
a  sauguinolent  discharge  which  is  not  di.s(|uieting  and  which 
gradually  ceases.  These  hemorrhages  originate  from  the  vessels 
left  patent  after  the  separation  of  the  placenta.  If  the  ovum  is 
intact  the  hemorrhage  will  l)e  less  and  the  contractions  more 
regular  and  stronger,  expelling  the  ovum  as  a  whole  ;  when 
incomplete  the  placenta  and  mem])ranes  partly  detached  induce 
a  greater  and  more  continuous  loss  of  blood.  The  attachment  of 
the  ovum  is  more  intimate  at  this  period,  and  the  uterine  con- 
tractions relatively  weaker  on  accoutit  of  the  poorer  muscle  de- 
velopment. The  placenta,  recoiling  upon  itself,  as  it  were,  after 
the  escape  of  the  fetus,  gives  no  stimulus  to  the  uterine  contrac- 
tions. The  vaginal  tampon  is  here  indicated  to  stop  the  hem- 
orrhage and  create  uterine  contractions  and  dilatation  of  the 
cervix.  A  well-made  and  well-placed  tampon  can  remain  in 
position  from  twelve  to  twenty-four  hours,  and  on  withdrawal 
will  often  contain  the  expelled  placenta.  If  this  does  not  occur 
the  process  of  separation  is  likely  to  be  slow  and  dangerous,  ex- 
posing the  patient  to  hemorrhage  and  sepsis.  The  curette  here 
will  happily  end  a  condition  the  duration  and  consequences  of 
which  cannot  be  foreseen.  After  the  curetting  a  vaginal  tam- 
pon is  placed,  which  is  withdrawn  in  the  usual  time  and  followed 
by  a  slightly  sublimated  intrauterine  douche  and  one  of  plain 
boiled  water ;  these  douches  may  require  to  be  repeated  in  an- 
other twenty-four  hours.  It  is  desirable  to  njake  as  few  intra- 
uterine injections  as  possible,  in  order  to  keep  the  uterus  in  its 
natural  aseptic  state,  which  is  disturbed  by  interference.  Vagi- 
nal douches  are  not  contraindicated.  a.  g.  h. 

3.  Hartmann,  Morax  :  Some  Considerations  regarding 
THE  Bacteriology  of  Periuterine  Suppuration  {Annales  de 
Gynecologies  Jwly,  1894). — In  all  cases  of  catarrhal  and  paren- 
chymatous salpingitis  and  hydrosalpingitis  bacteriological  exami- 
nation of  the  cultures  failed  to  show  the  presence  of  micro- 
organisms. These  were  also  absent  in  two  cases  of  retrouteiine 
hematocele  with  temperatures  of  38.2°  and  38.8°  C. 

Streptococci  were  found  in  two  cases  of  suppuration  of  the 
cellular  tissue  of  the  broad  ligament. 

The  bacteriological  examination  of  thirty-three  cases  of  sup- 
puration of  the  adnexa  gave  the  following  results: 

Thirteen  times  the  pus  was  sterile.  Thirteen  times  it  con- 
tained gonococci,  twelve  times  in  their  pure  state  and  once  asso- 
ciated with  the  bacterium  coli.  In  this  case  the  rectum  was  in- 
durated and  the  collection  on  the  point  of  rupturing,  giving  the 
impression  of  a  bJennorrhagic  salpingitis  from  a  secondary  in- 
fection caused  by  the  bacterium  coli  passing  through  the  intes- 
tinal wall.     Four  times  the  pus  contained  streptococci :  once  in  a 
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pure  state,  and  once  associated  with  the  hacterinm  coli,  a  third 
time  with  the  bacterium  coli  and  an  undetermined  bacilhis.  and 
tiiially  tlie  same  association  with  the  addition  of  a  chain  haeillus. 
Twice  the  pus  contained  pneumococci  and  once  a  collection  of 
the  bacterium  coli. 

The  cases  in  which  the  pus  was  sterile  were  old  lesions,  except 
an  ovaritis  which  on  histological  examination  proved  to  be 
tuberculous.  The  greater  number  of  the  old  lesions  were  in  all 
probability  of  blennorrheal  origin.  Two  of  these  thirteen  pa- 
tients had  suffered  from  an  intiammatory  lesion  within  the  past 
two  months. 

The  salpingites  showing  gonococci  were  all  in  patients  having 
recently  suffered  from  pelvi-peritonitic  attacks.  These  patients 
had  all  been  affected  with  blennorrhea  within  a  period  of  three 
weeks  to  four  months,  upon  which  the  salpingitis  followed. 

The  intiuence  of  parturition  on  the  develo})ment  of  blennor- 
rhagic  salpingitis  is  marked,  two  cases  onlj  of  the  thirteen 
being  nulliparous.  The  development  in  three  of  the  remaining 
eleven  cases  followed  on  the  fi^'st  coitus  after  confinement,  either 
through  a  morbidly  predisposing  condition  of  the  uterine  mucous 
membranes  and  the  tubes,  or  simply  from  a  direct  transmission 
from  the  husband  infected  during  the  latter  months  of  the 
wife's  pregnancy  and  lier  convalescence.  Nulliparae  under  simi- 
lar circumstances  become  affected  with  cervical  endometritis. 

The  salpingites  of  streptoccocal  origin  usually  follow  on  some 
trauma  of  the  uterus,  as  in  abortion,  dilatation  of  the  cervix,  and 
fibroma.  The  salpingites  with  pneumococci  and  the  bacterium 
coli  cannot  at  present  be  given  any  special  etiology. 

The  study  of  the  relation  of  the  temperature  and  the  variety 
of  the  saljjingitis  does  not  perniit  the  formation  of  any  conclu- 
sions either  as  regards  the  nature  of  the  infectious  agent  or  the 
suppurative  or  non-suppurative  condition  of  the  lesion.  In  two 
cases  of  suppuration  the  temperature  oscillated  at  the  beginning 
of  the  trouble  between  39°  and  40^  C,  to  descend  to  normal  at 
the  moment  of  intervention  ;  in  a  case  with  pneumococci  it  was 
39°  C. ;  in  two  cases  with  gonococci  it  was  38°  and  39°  C. ;  in  a 
third  case  with  the  association  of  the  bacterium  coli  it  was  38° 
C. ;  also  in  a  case  with  streptococci  and  one  with  sterile  pus  it 
was  the  same.  In  the  greater  number  of  the  cases  the  tempera- 
ture was  normal  on  entering  the  hospital.  In  contradistinction 
small  elevations  of  temperature  to  37.8°  and  38°  have  been  ob- 
served in  non-suppurative  lesions.  In  three  cases  of  tubal  preg- 
nancies there  was  no  elevation  of  temperature,  while  in  the 
al)sence  of  all  micro-organisms,  as  far  as  can  be  demonstrated, 
elevations  to  38.5°,  38.4°,  38.8°  were  noted  in  three  cases  of  en- 
cysted hematocele. 

The  question  whether  the  nature  of  the  infectious  agent  bears 
any  relation  to  the  sequel  of  the  operation,  and  whether  the 
operative  treatment  should  vary  according  to  the  presence  or 
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absence  of  certain  micro-organisms,  has  occupied  the  German 
gjMiecologists  during  tlie  past  year. 

Schauta  and  AVertlieim  examine  tlie  pus  obtained  by  puncture 
of  the  sac  extemporaneously  at  the  bedside.  If  the  pus  is 
sterile,  or  only  contains  gonococci,  a  complete  extir])ation  of 
the  pus  product  is  undertakeu  ;  if  other  bacteria  are  present  the 
sac  is  stitched  to  the  abdominal  wall  and  the  wound  dressed  with 
iodoform  gauze  for  about  five  days,  when,  according  to  the  con- 
dition of  the  adhesions,  the  sac  is  incised  and  drained.  This 
method  is  ultra-scientific  and  does  not  give  any  extraordinary 
results,  Schauta  havino;  lost  by  death  thirteen  out  of  two  hun- 
dred  and  sixteen  cases. 

The  contamination  of  the  peritoneum  by  a  virulent  pus  (strep- 
tococci or  pneuinocoeci,  etc.)  is  a  very  serious  matter,  but  pro- 
ceeding timidly  does  not  overcome  the  danger  of  infection, 
though  limiting  the  foci  does,  and  is  the  great  point  in  abdo- 
minal surgery  where  infection  is  feared.  This  can  be  done  by 
a  judicious  use  of  the  inclined  plane  and  sterilized  compresses 
in  \  patient  well  anesthetized  for  the  removal  of  the  adnexa  by 
the  abdominal  route.  In  seventy  celiotomies  performed  in  this 
manner  since  January,  1S93,  at  the  Hospital  Bichat,  for  inflam- 
matory lesions  of  the  adnexa,  of  which  thirty-seven  were  suppu- 
rative, but  one  patient  died. 

The  examination  of  the  pus  may  be  of  utility  in  the  question 
of  drainage.  If,  after  the  removal  of  a  tube  containing  sterile 
pus  or  pus  with  gonococci,  the  liquid  in  the  drain  be  examined, 
it  will  be  found  to  remain  sterile  for  the  first  forty-eight  hours  ; 
after  that  a  variety  of  microbes,  especially  the  staphylococcus 
epidermitis,  will  be  present,  while  in  a  salpingitis  with  strepto- 
cocci the  infectious  agent  will  appear  in  the  discharge  in  seven 
to  eight  days  after  the  operation.  The  drain  should  therefore 
be  removed  as  soon  as  possible  in  the  first  class  of  cases,  to 
avoid  secondary  infection  ;  but  in  the  salpingites  containing  the 
microbes  it  should,  on  the  contrary,  be  allowed  to  remain  aslong 
as  possible — the  streptococci,  for  instance,  developing  most 
readily  in  the  peritoneum.  a.  g.  h. 

4.  Kegnier,  L.  R.  :  The  Nature  and  Treatment  of  the 
Hemorrhages  associated  with  Uterine  Fibroids  {Noiivelles 
Archives  dWhstetriques  et  de  Gyni-colocjie^  No.  7,  1894). — The 
methods  used  in  treating  the  hemorrhages  due  to  uterine  fibroids 
are  varied,  but  can  be  readily  classified  as  medicinal  and  sur- 
gical. 

The  medicinal  agents  are  rest  in  bed  during  the  menses,  hot 
antiseptic  and  astringent  vaginal  douches  and  the  internal  ad- 
ministration and  subcutaneous  injection  of  hemostatics — ergo- 
tin,  hamainelis,  hydrastis — cauterization  with  chloride  of  zinc, 
the  application  of  electricity,  faradization,  continuous  currents 
of  high  intensity,  continuous  currents  with  reversion  and  with- 
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out  .<hock,  continuous  currents  with  rliytliraic  alternations,  and 
iiiterstitial  electrolysis  with  copper  or  iron. 

The  surgical  operations  consist  of  curetting,  Battel's  opera- 
tion, abdominal  and  vaginal  hysterectomies,  and  the  ligation  of 
the  uterine  arterie;^. 

[f  the  physician  will  seek  and  study  the  mechanism  of  these 
hemorrhages  he  will  not  have  to  grope  Ijlindiy  in  the  foregoing 
list  of  methods  for  the  proper  one.  Since  the  fibroma  is  the 
cause  of  the  hemorrhage,  its  removal  would  seem  to  l)e  the  only 
rational  treatment.  But  hysterectomy  is  neither  a  benign  nor  a 
simple  operation.  An  especial  cause  for  hesitation  is  that  pallia- 
tive treatment  often  renders  an  operation  unnecessary;  and, 
furthermore,  there  are  cases  in  which  all  hemorrhages  cease 
with  the  establishment  of  the  menopause,  the  tumor  remain- 
ing in  the  abdomen  without  causing  any  further  trouble.  The 
explanation  of  the  success  and  failure  of  the  various  methods 
of  treatment  in  the  several  cases  lies  in  the  following  facts.  The 
libroid  in  itself  is  not  the  only  cause  of  the  hemorrhages,  as 
many  patients  afflicted  with  these  tumors  have  neither  menor- 
rhaijia  nor  metrorrhagia.  The  fibroids  of  the  broad  ligaments 
and  those  subperitoneal  are  rarely  accomjianied  by  menorrhagia. 
The  intraparietal  tumors  are  often  associated  with  menorrhagia, 
rarely  with  metrorrhagia  ;  but  if  metrorrhagia  supervenes  it  is 
a])undant  and  persistent,  resisting  all  medicinal  treatment  and 
palliative  operations  (curetting,  castration).  The  hemorrhages, 
therefijre,  are  of  two  kinds:  menorrhagic,  occurring  at  the  men- 
strual period  and  depending  on  a  stasis  in  the  uterine  and  peri- 
uterine vascular  system  ;  and  metrorrhagic,  occurring  indepen- 
dently of  the  menstrual  period  and  caused  by  anatomical 
alterations  in  the  uterine  mucosa.  The  two  conditions  may  be 
associated  or  exist  independently.  The  menorrhagia  appears  as 
a  more  or  less  profuse  and  long  catamenia,  ceasing  with  the 
removal  of  the  stasis  as  the  period  passes.  The  metrorrhagia, 
on  the  other  hand,  has  no  fixed  epoch,  its  cause,  the  anatomical 
alterations  in  the  mucosa,  being  constant.  As  the  pathological 
changes  advance,  the  interval  between  the  hemorrhages  diminish 
until  the  flow  is  almost  continuous,  as  observed  in  large  intra- 
mural tumors  with  sclerosis  of  the  mucosa,  and  occasionally  in 
pedicled  fibroid  polypi. 

Hemorrhages  depending  on  circulatory  stasis  are  treated  by 
rest  in  bed,  hot  vaginal  douches,  and  the  administration,  by  the 
mouth  or  subcutaneously,  of  vaso-constrictors — ergotin,  hydras- 
tis,  hamamelis.  These  are  the  cases  in  which  the  use  of  electri- 
city is  indicated,  its  action  on  the  contractility  of  the  vessels 
arresting  the  hemorrhage.  Faradization,  continuous  currents 
with  rhythmic  interruptions  as  employed  by  Cheron,  the  revers- 
ing currents  without  shock  of  Danion,  and  the  alternating  cur- 
rents with  a  velocity  of  three  to  five  thousand  turns  a  second, 
have  given  most  excellent  results.     Tubo-ovarian  castration  is 
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followed  by  good  results,  but  in  younger  women  other  means 
should  be  tried  first.  Intramural  fibromata  are  benefited  by 
medical  and  electi'ical  treatment  only  in  the  earlier  stages.  The 
method  of  Ai)ostoli  is  su[)erior,  l)ecauso  it  acts  on  the  periuterine 
vascuhir  element  and  interferes  with  the  nutrition  of  the  tumor, 
bringing  about  a  diminution  in  size  sufficient  to  prevent  a  return 
of  alarming  symptoms.  In  the  advanced  stage  of  these  tumors 
radical  interference  alone  can  succeed,  on  account  of  their  size, 
consistence,  and  the  pathological  condition  of  the  blood  vessels 
and  uterine  mucosa.  Curetting,  the  action  of  chloride  of  zinc, 
and  castration  give  l)ut  temporary  relief ;  electric  treatment  is 
quite  nseless.  Hysterectomy  and  the  ligation  of  the  nterine 
arteries  are  the  only  means  at  our  disposal  for  coping  witli  these 
metrorrhagias.  a.  g.  h. 

5.  Jacob  :  The  Surgical  Treatment  of  Uterine  Fibroids 
{La  PolicUnique,  Xo.  4,  1894:). — Surgical  intervention  in  the 
treatment  of  uterine  fibroids  has  been  practised  heretofore  only 
when  of  most  urgent  necessity. 

No  uniform  mode  of  operating  can  be  formulated  for  the  sur- 
gical treatment  of  these  tumors,  on  account  of  their  varying 
condition  as  regards  size,  situation,  form,  state  of  vitality  or 
degeneration,  and  for  these  reasons  the  statistics  of  various  ope- 
rations can  liave  but  a  relative  value ;  still  the  author  gives  Ida 
results  in  seventy-three  cases  treated  by  various  operative  meth- 
ods, in  order  to  draw  some  special  conclusion  : 

f  21  were  extraperitoneal, 
I       with  4  deaths, 
f  45  treated  by  abdominal  j   9  were  intraperitoneal, 
operations — 11  deaths,  'j       with  1  death. 

15  were  total  removals, 
[      with  6  deaths. 


73  cases  of  fibromyoma 
— 16.4  per  cent  mor-  < 
tality. 


f  1    was    by    progressive 
ligature — no  deaths. 
8  were  by  forcipressure 
28  treated    by    vaginal  ,       -i^"  deat'is-. 
,      operations-1  death.     <   ^^  removed   piecemeal, 
^        ^  with    1    death    (mor- 

cellement). 
]  by  a  central  scooping- 
[      out  (evidement). 

From  these  results  it  would  appear  that  the  vaginal  operations 
were  those  which  gave  the  best  results,  but  it  must  be  remem- 
bered that  many  cases  were  no  longer  suitable  to  be  operated  on 
through  the  vagina  and  were  otherwise  serious  in  their  nature 
and  complications.  The  ages  of  the  patients  ranged  from  27  to 
TO  years,  although  one  was  but  IS  years  old.  Tiie  deaths  oc- 
curred among  those  who  had  passed  their  fiftieth  year  and  in 
cases  which  presented  serious  operative  difficulties. 

It  is  to  the  patient's  interest  that  the  operation  be  rapidly 
38 
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performed,  the  general  liealtli  still  being  sucli  as  to  resist  the 
surgical  trauma.  The  vaginal  operation  best  fulfils  this  require- 
ment. 

Uterine  myoniata  are  by  many  supposed  to  disajipear  with  the 
menopause.  Tiiey  do  sensibly  decrease  in  size,  but  very  often 
a  period,  lasting  several  years  and  in  a  measure  quiescent,  yet 
filled  with  pain  and  other  disquieting  symptoms,  supervenes,  to 
end  in  the  degeneration  which  demands  immediate  intervention 
under  the  most  unfavoi'able  conditions. 

It  is  not  exceptional  to  come  across  cases  which  no  longer  can 
be  operated  on,  but  where  intervention  would  have  been  very 
simple,  with  most  satisfactory  results,  a  few  years  previously. 
The  forty-five  cases  operated  on  through  the  abdomen  had  long 
since  passed  the  period  when  they  might  have  been  operated 
on  through  the  vagina. 

In  the  partial  abdominal  hysterectomies  twent^^-one  were 
extrajieritoneal,  with  seventeen  recoveries.  Three  of  the  deaths 
can  l)e  attributed  to  traumatism  and  the  length  of  the  chloro- 
formlzation,  and  one  to  injury  of  the  ureter.  Of  the  success- 
ful cases,  twelve  were  kept  under  observation,  of  whom  four 
suifered  eventually  from  abdominal  hernia  at  the  place  of  sec- 
tion of  the  pedicle.  In  one  patient  the  pedicle  had  been  de- 
tached from  the  abdominal- wall.  In  the  second  case  a  celiotomy 
became  necessary  on  account  of  the  size  of  the  hernia,  and  while 
the  abdominal  cavity  was  open  a  cerviopexy  was  performed 
to  overcome  the  prolapsus  of  the  cervix  and  vagina,  in  which 
the  immediate  result  was  good,  but  with  the  relapse  of  the  vagi- 
nal prolapsus  later  on.  The  remaining  two  cases  were  com- 
plicated by  abdominal  fistulte  establishing  a  direct  communication 
between  tiie  vagina  and  the  al)doniinal  wall. 

The  extraperitoneal  method  has  the  disadvantage  of  the  slow- 
ness of  the  separation  of  the  pedicle,  it  remaining  attached 
twenty-two  days  in  one  case;  of  the  tendency  to  phlegmon 
formation  in  the  abdominal  wall;  of  the  liability  to  suppuration 
and  fistulis  formation ;  of  the  length  of  time  required  in  the 
cure;  and  of  the  exposure  to  the  accidents  consequent  to  celi- 
otomy, as  epiploic  and  intestinal  adhesions,  eventration  and  dis- 
placement of  the  abdominal  oi'gans.  Distressing  vesical  compli- 
cations from  the  position  of  the  cervix  are  often  observed. 

The  intraperitoneal  method  recommends  itself  by  its  simpli- 
citj'  and  by  the  rapidity  of  convalescence.  Of  nine  cases  treated 
in  this  manner  one  succumbed  to  a  septic  peritonitis.  Among 
the  recoveries  one  returned  a  month  later  for  the  extraction  of 
the  pedicle  and  ligature  on  account  of  the  formation  of  a  pelvic 
abscess  and  an  abdominal  fistula  ;  another  for  the  treatment  of 
an  abdominal  fistula  with  partial  eventration  ;  and  two  others 
for  phlebitis  of  the  lower  extremities. 

The  intra-abdominal  method  will  always  remain  dangerous  on 
account  of  the  inal)ility  of  the  operator  to  prevent  the  danger 
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of  sepsis  resulting  from  the  sphacelus  of  the  pedicle,  as  well  as 
because  of  the  danger  of  hemorrhage.  In  two  cases  the  elastic 
ligature  was  used,  and  in  two  others  silk  thread  after  the  method 
of  Zweifel. 

Complete  abdominal  hysterectomy  is  supposed  to  realize  all 
the  desiderata.  The  removal  of  the  cervix,  and  consequently  of 
the  pedicle,  is  the  most  radical  means  of  suppressing  secondary 
foci  of  infection.  The  objections  to  this  operation  lie  in  the 
length  of  time  necessary  and  the  difficulty  of  the  operation,  pre- 
disposing to  shock.  This  method  was  tested  in  fifteen  cases.  In 
six  cases  the  cervix  and  the  pedicle  were  extracted  through  the 
vagina,  four  times  at  the  same  sitting,  and  twice  in  twenty-four 
and  fortj'-eight  hours  later.  Of  the  six  deaths  occurring  one  was 
of  one  of  the  four  patients  in  whom  the  operation  was  com- 
pleted in  the  same  sitting.  The  two  patients  who  had  the  cervix 
and  pedicle  removed  later  died,  one  from  a  cardiac  complication, 
the  other  from  an  injury  to  the  ureter. 

The  relatively  large  mortality  in  the  various  operations  de- 
mands an  operative  method  which  will  give  better  results.  The 
following  procedure,  which  has  a  great  resemblance  to  that  of 
Pean,  has  this  recommendation. 

In  the  first  place,  an  incision  is  made  with  the  thermocautery, 
as  for  vaginal  hysterectomy,  through  the  vaginal  cul-de-sac.  In 
the  majority  of  cases  tlie  cul-de-sac  of  Douglas  is  freely  opened, 
but  anteriorly  the  mucous  membrane  is  carefully  stripped  off 
w' ithout  opening  the  peritoneal  cavity. 

Secondly,  celiotomy.  On  opening  the  abdominal  cavity  the 
tumor  is  lifted  out  and  allowed  to  rest  on  the  pubes.  Curved 
and  straight  forceps  are  rapidly  placed  on  the  adnexa  and  the 
broad  ligament.  The  anterior  peritoneal  cul-de-sac  is  opened 
with  one  sweep  of  the  scissors  and  the  uterus  extracted  en 
hloG,  the  ligaments  being  incised  at  the  place  marked  by  the 
forceps. 

Thirdly,  the  forceps  placed  on  the  adnexa  through  the  ab- 
dominal opening  are  replaced  by  vaginal  forceps,  the  cavity 
is  cleansed  and  the  abdominal  wound  closed,  drainage  being 
established  through  the  vagina. 

This  operation  is  rapidly  performed,  even  when  the  tumor  is 
large.  The  subserpient  treatment  is  simple  on  account  of  the 
absence  of  intra  abdominal  sutures  and  the  slight  loss  of  blood. 

Vaginal  hysterectomy  was  practised  twenty-eight  times,  with 
one  death.  Excepting  a  slight  vesical  tenesmus  in  a  few  pa- 
tients, caused  in  all  probability  by  the  partial  prevention  of  the 
peritoneum  from  covering  the  bladder  anteriorly  by  its  being 
carried  too  far  back  posteriorly  in  the  cul-de-sac  of  Douglas,  all 
are  enjoying  exceptionally  good  health. 

The  success  of  forcipressure  in  vaginal  hysterectomy  has 
induced  the  author  to  abandon  the  progressive  ligature.  The 
tumor  is  removed  as  a  whole,  piecemeal,  or  by  scooping  it  out, 
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according  to  its  size.  Tumors  reacliing  the  umbilicus  must  be 
removed  tlirongh  the  abdomen  in  the  manner  just  described. 
This  method  of  operating  for  til)roid  tumors  is  simple,  rapid, 
and  without  danger  of  shock,  and  is  applicable  for  the  treatment 
of  uterine  cancer  and  pelvic  supi)uration.  Castration,  judging 
from  its  results  in  the  treatment  of  uterine  fibroids,  is  deemed 
unjustitiable  unless  the  case  presents  difficulties  which  cannot 
be  overcome  in  any  other  manner.  After  castration  the  growth 
of  the  tumor  is  slower,  but  the  same  liability  to  degeneration 
and  serious  involvement  of  the  pelvic  organs  exists  as  after  the 
natural  menopause.  The  author  performed  tliis  operation  on  a 
young  girl  of  IS  suffering  from  a  large  fibroid  beyond  the  scope 
of  hysterectomy.  Since  the  operation,  some  three  years  since, 
the  tumor  has  diminished  but  little  m  size,  nor  has  there  been 
any  less  pain.     Menstruation  has  been  abundant  and  irregular. 

A.    G.    H. 

6,  Jacou  :  The  Pathogenesis  of  Metkitis  {La  Policlinique). 
— The  preponderance  of  metritis  over  other  gynecological  aliec- 
tions  is  a  cause  of  astonishment  to  both  the  physician  and  the 
public.  To  recognize  and  treat  this  condition  is  so  simple  a 
matter  that  out  of  a  hundred  physicians  of  renown  the  greater 
nund)er  owe  their  high  standing  to  the  successful  treatment  of 
this  affliction.  If  the  treatment  is  inquired  into  it  will  be  found 
to  consist  of  the  most  ordinary  empiric  methods,  as  the  painting 
of  the  cervix  with  the  tincture  of  iodine  or  nitrate-of -silver  solu- 
tion, and  the  placing  of  vaginal  tampons  saturated  with  iodofor- 
mized,  salolized,  or  naphtholized  glycerin,  etc.  If,  on  the  other 
hand,  inflammation  of  the  uterus  is  looked  up  in  our  standard 
text  books  we  will  be  struck  with  the  paucity  of  the  pages  de- 
voted to  the  pathology  of  metritis,  to  say  nothing  of  their  vague- 
ness and  obscurity. 

The  etiology  of  metritis — that  is,  its  nature  and  mode  of  de- 
velopment as  set  forth  in  this  paper — has  not  as  yet  been  com- 
pletely estaldished.  It  is  still  open  to  discussion,  if  not  attack, 
by  the  fervent  adherents  to  old  methods  and  theories. 

"Whatever  the  diseased  condition  may  be,  the  treatment  is 
founded  on  convictions  that  are  frankly  "  Pasteurienne  "  and  in 
no  way  empiric,  but  positive,  since  it  is  based  on  legitimate  and 
rational  indications. 

Formerly  in  the  various  diseased  states  the  inflammations 
were  supposed  to  originate  in  the  mucous  membrane,  the  pa- 
renchyma, or  in  some  neighboring  tissue,  if  not  in  a  special 
diathesis.  At  present,  in  consequence  of  the  teachings  and  labors 
of  Pasteur,  the  uterine  mucous  membrane  is  knowai  to  be  the 
only  initial  point.  The  obligatory  initial  lesion  of  all  metritis  is 
an  infection  of  the  endometrium — an  endometritis. 

According  to  the  degree  of  resistance  of  the  infected  endome- 
trium, the  virulence  of  the  infecting  virus,  and  the  resisting  power 
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of  the  organism  the  hygiene  and  mode  of  treatment  are  adopted. 
Tiie  infection  or  inflammation  may  generalize  itself  with  a  fear- 
ful rapidity,  as  in  j)iici'peral  fever,  or  pass  into  a  clironic  state 
and  be  transported  by  the  lymphatics  and  veins  through  the 
connective  tissue  into  the  uterine  parenchyma,  resulting  in  a 
parenchymatous  metritis;  or,  still  continuing  by  M'ay  of  the  lym- 
phatics, the  infection  gains  the  para-  and  the  perimetrium,  caus- 
ing para-  and  perimetritis,  Anally  showing  itself  in  the  mucous 
surfaces  as  salpingitis  and  ovaritis. 

This  pathogenesis  of  the  inflammation  of  the  generative  or- 
gans is  rational  and  in  the  greater  nund)er  of  cases  indisputable  ; 
thus,  the  puerperal  infectious  agents,  the  gonococcus  and  ba- 
cillus of  Koch,  are  recognized  by  all  as  generators  of  metritis. 
The  puerperal  infectious  agents  are  not  speciflc  of  that  state  ; 
they  are  pyogenic  germs  which  also  act  outside  of  it  under  spe- 
cial predisposing  circumstances. 

Le  Fort  has  shown  that  during  menstruation  the  desquamating 
mucous  membrane  gives  the  puerperal  virus  free  ingress,  as  ob- 
served in  pupils  of  midwifery  while  attending  septic  puerperal 
cases.  The  condition  of  the  mucous  membrane  and  the  subinvo- 
lution of  the  uterine  muscle  during  the  puerperium  render  the 
organism  more  vulnerable  to  the  puerperal  infection. 

The  virulence  of  the  saprophytes  depends  upon  the  fact  of 
their  penetration  into  the  endometrium  soon  after  delivery,  and 
if  they  be  already  beyond  the  reach  of  therapeutic  agents,  or  if 
these  be  insufflcient,  a  most  virulent  form  of  poisoning  will  re- 
sult ;  or  if  the  pyogenic  germs  are  less  virulent,  some  little  time 
having  elapsed  since  the  delivery,  permitting  the  uterine  mu- 
cous membrane  and  muscle  to  recover  more  of  its  disease-re- 
sisting power,  we  observe  the  lighter  forms  of  infection,  shown 
in  a  slight  increase  of  temperature  and  pulse  rate.  It  is  by  this 
benign  (?)  form  of  infection  that  often  a  most  virulent  inflam- 
mation is  installed. 

It  becomes  most  difiicult  to  determine,  by  the  examination 
of  the  discharge,  whether  the  saprophytes  are  primarily  to 
blame  in  these  cases,  for  in  addition  to  the  saprophytes  there  are 
the  staphylococci,  and  whether  they  are  present  primarily  or 
secondarily  no  one  can  tell.  On  the  other  hand,  if  the  sapro- 
phytes do  not  attack  normal  tissues  they  cannot  act  outside  of 
the  puerperium  when  in  contact  with  desquamating  mucous 
membranes.  At  any  rate,  subinvolution,  obstetrical  cicatrices 
and  lacerations  show  without  doubt  which  cases  have  a  puer- 
peral origin. 

In  the  chronic  cases  we  must  determine  whether  the  saprophy- 
tic germs  act  primarily  or  secondarily  in  respect  to  other  germs 
found  in  the  muco-purulent  discharges.  If  the  frequency  of  the 
metritis  caused  by  gonococci  is  still  disputed,  its  existence  is 
realized.     The  frequency  of  this  form  of  metritis  is  disputed 
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because  bacteriological  examination  does  not  always  isolate  the 
gonococcus,  but  this  is  on  account  of  its  rapid  disappearance. 

The  gonococcus  in  this  form  of  endometritis  gives  origin  to 
the  universall}'  conceded  eases  of  latent  microbism.  The  viru- 
lence of  tile  gonococcus  becomes  attenuated,  but  reappears  with 
the  greatest  facility  in  consequence  of  any  form  of  traumatism, 
as  abortion  or  the  presence  of  a  tumor. 

It  would  be  prudent  to  look  for  the  gonococcus  in  the  ure- 
thral and  periurethral  follicles,  if  the  bacteriological  examination 
of  the  discharge  gives  a  negative  result. 

The  clinical  history  and  the  examination  of  the  husband  will 
often  lead  to  a  diagnosis. 

The  clinical  examination  may  reveal  a  discharge  from  theure 
thra.  redness  and  swelling  of  the  meatus  with  ectropion  of  its 
mucous  membrane,  or  a  tliickening  of  the  whole  canal  with  sup- 
puration of  the  periurethral  follicles;  a  Bartholinitisand  condy- 
lomata of  the  vulva  and  vagina  with  a  purulent  tiow  from  the 
cervix.  In  addition  to  these  infectious  agents  the  uterus  in  a 
diseassd  state  contains  undetermined  bacilli,  pathogenic  and  de- 
termining a  special  evolution  of  infection.  The  science  of  bac- 
teriology is  still  too  recent  to  successfully  terminate  all  discus- 
sions with  the  demonstration  of  facts.  a.  g.  h. 

7.  Bde,  Y. :  Premature  Separation  of  the  Normally  In- 
serted Placenta  {Archives  de  Tocologie  et  de  Gynecologies 
No,  7,  1894). — The  premature  separation  of  the  normally  in- 
serted placenta,  although  not  a  rare  accident,  is  by  no  means 
common.  At  the  present  time  the  placenta  is  considered  to  be 
normally  inserted  when  at  the  fundus,  the  sides  of  the  uterus, 
the  posterior  surface,  and  the  anterior  surface,  which  latter  in- 
sertion is  more  rare  than  that  near  the  cervix,  which  is  also  ad- 
mitted to  l)e  normal  by  some  authojs.  The  separation  occurs 
entirely  independent  of  abortion  in  the  last  three  months  of 
pregnancy. 

The  history  of  this  condition  was  established  by  Moreau  in 
his  inaugural  thesis  in  1888,  to  which  the  names  of  a  few  recent 
observers  are  added. 

The  chief  symptom  of  this  condition,  the  internal  hemor- 
rhage, was  first  remarked  by  Guillemeau  in  1621  and  by  Portau 
In  1738  Mauriceau  reported  several  cases.  Dionis  and  Stein  in 
turn  pointed  to  this  complication.  Baudelocque  the  younger 
reported  several  cases  minutely  detailed.  Yet  !Mme.  Boivin, 
Mme.  Lachapelle,  and  Yelpeau  deny  the  premature  separation 
of  the  nonrialiy  inserted  placenta. 

Among  the  authors  who  quote  facts  seemingly  indisputable, 
on  the  other  hand,  are  Gendrin,  Jacquemier,  Braxton  Hicks, 
who  in  1S«50  collected  twenty-three  cases,  and  Goodell,  who  re- 
ported one  hundred  and  six' observations  in  1869,  Pilat  in  1874, 
and  Bruuton  in  1875.     Stoitz,  in  1878,  was  the  last  one  to  deny 
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the  existence  of  tliis  complication  of  pregnancy,  rcferrins;  to  it 
as  a  tiieorv  nut  iiractically  ct)nfirnicd  since  the  time  of  liaude- 
locque.  Further  observations  have  been  those  of  Winter  in 
1885,  Goulard  in  1887,  Bndin  in  1888.  In  1891  appeared  the 
thesis  of  Ca<j:ny  showing  the  rehition  between  placental  hemor- 
rhages and  albuminuria,  and  the  report  of  several  similar  cases 
l)y  Mme.  Henry,  also  the  ol)servations  of  Palardy. 

Pinard  and  Varnier  published  in  18'.)2  a  cut,  which  was  re- 
produced in  the  thesis  of  Rousseau-Dumarcet,  representing  the 
premature  separation  of  the  placenta;  in  this  year  also  appeared 
the  publication  of  Desprez  and  Bernheim. 

In  1893  Qui  reported  twelve  cases  of  albuminuria  as  the  cause 
of  fetal  death.  In  one  of  these  cases  there  was  in  all  probability 
a  premature  separation  of  the  placenta,  as  the  quantity  of  l)lo()d 
lost  was  relatively  large  (three  hundred  grammes),  and  in  the 
form  of  clots  situated  l)ehind  the  placenta  and  having  left  their 
imprint  on  it — proof  of  the  hemorrhage  having  occurred  during 
gestation. 

Most  recently  Hans  Meyer  (April,  1894),  having  treated  four 
patients  suffering  from  this  accident,  looked  up  the  literature  on 
this  subject  and  could  iind  the  report  of  but  one  hundred  and 
thirty-eight  cases  in  all. 

The  history  of  the  author's  two  cases  is  as  follows : 

Case  I. — julienne  V.,  IVpara,  menstruated  for  the  first  time 
at  tlie  age  of  15  ;  has  always  been  regular  and  never  sick.  Her 
previous  pregnancies  have  been  normal  in  every  respect. 

The  patient  was  brought  to  the  clinic  March  2d,  1894,  at 
term,  suffering  from  an  alarming  anemia  and  having  been  in 
labor  seven  hours. 

On  examination  the  head  was  found  to  be  well  engaged. 
The  uterine  tumor  was  very  large,  and  the  usual  sensation  of 
resistance  given  by  the  amniotic  fluid  was  absent,  although  the 
membranes  were  still  intact ;  the  uterine  wall  was  soft  and  con- 
tracted from  time  to  time.  The  fetal  heart  could  not  be  heard. 
The  paleness  of  the  patient  and  the  smallness  and  frequency  of 
the  pulse  pointed  to  internal  hemorrhage.  A  few  small  clots 
were  found  in  the  vagina,  but  no  placental  cotyledons  could  be 
made  out  in  the  lower  uterine  segment. 

As  dilatation  was  complete,  the  membranes  were  ruptured, 
allowing  a  small  quantity  of  reddish  fluid  to  escape.  Forceps 
was  applied,  and  a  child  weighing  four  thousand  six  hundred 
and  flfty  grammes  was  extracted  with  extreme  difflculty,  the 
shoulders,  by  their  size,  giving  especial  trouble.  With  the  birth 
of  the  child  a  ([uantity  of  liquid  and  coagulated  blood  escaped  ; 
the  hand,  being  introduced  to  terminate  the  third  stage,  encoun- 
tered the  placenta  free  in  the  uterine  cavity  with  a  large  quan- 
tity of  immense  clots. 

The  placenta  weighed  Ave  hundred  and  ninety  grammes  and 
the  cord   was  flfty-two  centimetres  long.     The  membranes  on 
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measurement  were  about  equally  distant  on  either  side  of  tlie 
placental  mass,  20  :  30. 

There  was  no  shortness  of  the  cord,  no  allnniiinniia,  no  liis- 
torv  of  trauma,  only  an  extraordinarily  lai'ae  child. 

The  fetal  movements  had  ceased  the  day  ])i'evionsly. 

Case  J  I. — -lulienne  D.,  19  years  old,  entered  the  hospital 
April  23d,  ISUi;  preirnant  since  Septeml)er,  1893. 

The  patient  menstruated  for  the  iirst  time  when  14  years  old, 
and  had  always  been  rejiular  and  never  sick. 

The  early  months  of  j)regnancy  were  not  abnormal ;  toward 
the  fifth  month  she  noticed  that  her  feet  swelled,  but  having  no 
pain  she  continued  at  her  work  until  the  day  previous  to  her 
entrance  to  the  hospital,  when  labor  began.  The  patient  pre- 
sented a  pronounced  edema  of  the  legs  and  eyelids.  Catheteri- 
zation showed  the  bladder  to  be  empty.  Suddenly  the  patient 
became  alarmingly  syncopal  without  any  hemorrhage  from  the 
genitals. 

On  examination  the  uterus  was  found  to  be  large,  hard,  and 
disteiided,  interfering  with  the  pal])ation  of  the  fetal  parts. 

The  cervix  was  dilated  to  the  size  of  a  five-franc  piece,  the 
membranes  ruptured,  and  the  head  partially  engaged,  the  small 
fontanelle  being  in  front  and  to  the  right.  JSo  placental  coty- 
ledons could  be  discovered.  The  pulse  was  frequent  and  almost 
imperceptible,  the  skin  cold  and  moist.  As  the  labor  seemed 
to  be  progressing  regularly,  it  was  allowed  to  teiniinate  spon- 
taneously, which  event  occurred  about  1  a.m. 

The  patient  was  stimulated  with  injections  of  ether  and 
caffeine. 

The  expulsion  of  the  child  was  followed  by  about  five  hun- 
dred grammes  of  blood,  with  an  alarming  increase  of  the  symp- 
toms of  collapse.  The  hand  introduced  to  separate  the  placenta 
found  it  free  in  the  uterine  cavity,  from  which  it  was  drawn 
with  a  mass  of  clots  weighing  about  nine  hundred  and  fifty 
grammes.  The  child  weighed  one  thousand  seven  hundred  aud 
eighty  grammes  and  the^  placenta  three  hundred  and  eighty 
grammes. 

Hypodermic  injections  of  ether,  caffeine,  and  ergot  were 
given  to  combat  tlie  collapse  and  hemorrhage.  As  the  hemor- 
rhage still  continued,  very  hot  intrauterine  douches  were  given, 
and  finally  a  vaginal  uterine  tampon  to  check  the  flow  was 
applied,  the  patient  losing  about  two  litres  of  blood.  On  ac- 
count of  the  profound  anemia  and  the  absence  of  diuresis  six 
hundred  grammes  of  artificial  serum  were  injected.  Soon  the 
pulse  became  stronger,  although  still  rapid,  and  all  symptoms  of 
collapse  disappeared. 

The  patient  was  placed  on  a  milk  diet  and  stimulating  tonics. 

The  next  day  the  temperature  was  35.8°  C;  pulse  rapid  and 
feeble ;  urine  scanty  and  very  all)uminous.  On  the  24tli  the 
t^MnperatP.re  rose  to  38°  C,  and  still  higher  on  the  following  day, 
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with  some  voinitinir,  ])nt  neither  chill  iior  pain  in  abdomen. 
Fearing  infection,  the  nterus  was  curetted  and  some  gangrenous 
debris  of  the  mucous  membrane  removed.  This  alteration  in 
the  mucous  membrane  was  probably  due  to  the  too  hot  douche 
and  the  pressure  of  the  tampon.  The  uterine  cavity  was  dressed 
with  iodoform  gauze  for  several  days.  The  tem])erature  fell 
and  remained  normal  after  the  1st  of  May.  The  urine  also  im- 
proved in  character,  becoming  more  abundant  from  day  to  day, 
with  a  corresponding  diminution  of  albumin.  The  patient  re- 
mained anemic  for  some  time. 

The  placenta  on  examination  presented  traces  of  former  hemor- 
rhages ;  the  supervention  of  a  severer  hemorrhage  caused  the 
death  of  the  fetus  and  its  subsequent  expulsion. 

Etioloyi/. — There  are  still  physicians  who  believe  that  the 
placenta  begins  to  separate  with  the  first  uterine  contractions; 
if  this  were  so  the  mortality  to  mother  and  child  in  cases  of 
protracted  labor  would  be  overwhelming.  In  reality  the  separa- 
tion does  not  begin  until  after  the  expulsion  of  the  child  in  its 
greater  part. 

The  causes  of  the  premature  separation  of  the  placenta  can 
be  considered  as  predisposing  and  accidental,  although  they 
usually  act  coincidently. 

Among  the  predisposing  causes  acting  independently  of  the 
vascular  changes  occurring  during  gestation  is  endometritis, 
especially  the  endometritis  associated  with  nephritis  or  albu- 
minuria. Blot  showed  the  relation  between  hemorrhage  and 
albuminuria,  but  he  referred  to  the  hemorrhages  of  the  third 
stage  of  labor.  Small  intraplacental  hemorrhages  have  also  been 
described  by  various  observers.  AVinter  in  1885  described  three 
cases  of  hemorrhage,  occurring  in  pregnant  women  suffering 
from  nephritis,  without  the  intervention  of  external  influence. 
This  same  accident  has  been  described  by  Lohlein,  Budin,  Rou- 
haud,  Moreau,  and  Rousseau-Dumarcet  in  conjunction  with  al- 
buminuria. 

If  albuminuria  brings  about  intraplacental  hemorrhages  and 
placental  apoplexies,  why  should  it  not  by  extension  produce 
retroplacental  hemorrhages?  Other  predisposing  causes  are 
multiparity  (Goodell),  passive  or  active  congestion  of  the  uterus, 
diseases  of  the  heart,  lungs,  and  certain  affections  of  the  liver. 

The  predisposing  causes  may,  in  consequence  of  their  duration, 
become  determining,  as  in  albuminuria  and  acute  hydramnion, 
where,  on  account  of  the  rapid  increase  in  size  of  the  uterus, 
the  placenta,  not  being  able  to  follow  suit,  becomes  separated, 
especially  if  its  tissue  be  altered ;  or,  if  the  liquor  amnii 
escapes  too  rapidly,  the  placenta  becomes  separated  on  account 
of  the  rapid  retraction  of  the  uterine  wall.  Another  cause  of 
this  accident  is  the  relative  or  absolute  shortness  of  the  cord. 
The  separation  here  usually  occurs  during  labor,  but  may  also 
occur  during  gestation,  as  remarked  by  Desprez. 
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The  accidental  or  deterininini^  causes  producing  this  compli- 
cation are  intense  moral  emotions,  paroxysms  of  coughing  or 
sneezing,  or  traumatism  directed  toward  the  uterus.  Occasion- 
ally no  causL",  either  predisposing  or  determining,  can  be  dis- 
covered, and  a  peculiar  condition  of  the  uterine  mucous  mem- 
brane must  be  considered  at  fault. 

^[eyer  considers  this  separation  due  to  a  laceration  of  one  or 
more  of  the  uteroplacental  arterioles  in  the  intervillous  space. 

PiUhological  Anatomy. — The  internal  hemorrhage,  according 
to  Budin,  consists  in  the  collection  of  blood  in  a  variable  quan- 
tity between  the  placenta  and  the  membranes  on  the  one  hand 
and  the  uterine  wall  on  the  other. 

If  the  placenta  is  inserted  at  the  fundus  the  central  surface 
often  separates,  the  periphery  remaining  attached.  A  clot 
weighing  twelve  hundred  grammes  may  be  formed  in  this  man- 
ner. 

As  a  consequence  of  the  accumulation  of  the  blood  between 
the  placenta  and  the  uterine  wall,  the  placenta,  offering  the  least 
resistance,  becomes  excavated  and  thinned  centrally  and  covered 
with  adherent  clots.  P'ormer  hemorrhages,  not  sufficient  to  pro- 
duce separation,  are  found  in  the  form  of  plaques  of  variable 
color,  at  times  white  and  of  a  fibrous  consistence,  or  yellow  in 
consequence  of  a  fatty  or  fibro-fatty  degeneration  of  the  clots 
and  placental  tissue. 

At  times  the  placenta  separates  from  a  point  at  its  circum- 
ference, the  accumulating  blood  gradually  detacliing  the  mem- 
branes, but  without  external  hemorrhage,  until  the  separation 
reaches  the  neighborhood  of  the  cervix. 

Often  the  pouredout  blood  is  limited  to  the  insertion  of  the 
placenta,  yet  it  may  be  sufficient  to  cause  the  death  of  the  pa- 
tient (case  of  Delaforterie). 

Symptoms. — If  the  hemorrhage  is  slight  the  symptoms  are 
apt  to  pass  unnoticed,  the  accident  only  becoming  apparent  with 
the  delivery  of  the  placenta  and  the  accompanying  clots. 

The  severer  form  is  recognized  by  the  syncopal  state  of  the 
patient ;  the  pale  face  ;  the  cold,  clammy  skin  ;  the  rapid,  thready 
pulse;  and  the  extreme  anxiety.  Often  intense  pain  is  felt  at 
the  level  of  the  uterus ;  this  organ  is  increased  in  resistance  and 
size  not  corresponding  to  the  period  of  pregnancy.  Palpation 
and  auscultation  give  negative  results;  the  former  on  account 
of  the  tensity  of  the  uteririe  wall,  the  latter  either  because  of 
the  death  of  the  fetus  or  the  interference  of  the  accumulated 
liquid  with  the  transmission  of  the  heart  sounds.  On  vaginal 
examination  during  gestation  the  cervix  is  found  to  be  gaping  ; 
during  labor  the  membranes  are  tense,  distended,  and  bulging, 
and  the  lower  uterine  segment  is  free  from  any  placental  attach- 
ment. Durincr,  and  occasionally  before,  labor  there  may  be  a 
How  of  pure  blood,  as  when  the  placenta  is  inserted  abnormally, 
or  a  yellowish  or  reddish  liquid  expressed  from  the  clots  by  the 
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uterine  contractions  may  take  its  place.  If  in  addition  to  these 
symptoms  the  patient  is  edematons,  passing  little  or  highly  albu- 
minous urine,  the  diagnosis  of  a  prematnre  separation  of  tlie 
phicenta  may  be  made  with  a  certainty. 

Tliis  accident  may  be  confounded  with  an  abnormal  inser- 
tion of  the  placenta,  but  in  this  case  the  maximum  flow  is  dur- 
ing the  uterine  contractions  and  unaccompanied  by  pain,  and 
the  presence  of  the  placenta  near  the  cervix  can  be  readily  de- 
monstrated. 

Acute  hydramnion  is  differentiated  from  this  condition  by  the 
absence  of  hemorrhage,  altliongh  the  element  of  pain,  abnormal 
distention  of  the  abdomen,  and  difficult  respiration  is  present. 
A  diagnosis  may  be  rendered  ditticult  by  an  association  of  both 
conditions. 

Rupture  of  the  uterus  presents  analogous  symptoms,  but  this 
accident  usually  occurs  after  the  rupture  of  the  membranes,  and. 
the  escape  of  the  child  into  tiie  abdominal  cavity  can  be  veri- 
fied. 

An  additional  cause  of  error  might  arise  by  the  physician 
mistaking  the  yellowish  or  reddish  fluid  expressed  from  the 
clots  for  a  hydrorrhea  slightly  tinged  with  blood,  but  this  will 
be  decided  by  the  general  condition  of  the  patient.  The  clots 
resulting  from  the  separation  of  the  placenta  before  the  birth  of 
the  head  in  a  breech  case,  or  from  traction  on  the  cord,  show 
on  examination  that  they  are  of  recent  formation. 

Labor  soon  follows  on  internal  hemorrhage,  but  with  weak 
and  irregular  contractions,  so  that  intervention  is  often  neces- 
sary to  save  the  life  of  the  mother,  the  child  usually  having  suc- 
cumbed in  consequence  of  the  serious  disturbances  of  the  utero- 
placental circulation.  The  prognosis  is  also  serious  for  the 
mother  as  well  as  the  child,  Goodell  reporting  the  survival  of 
but  fifty-two  mothers  and  six  children  out  of  one  hundred  and 
six  cases.  The  maternal  mortality  can  be  reduced  by  an  early 
recognition  of  the  accident,  yet  the  condition  remains  most 
serious  on  account  of  the  acute  anemia,  the  dangers  of  puerperal 
infection,  and  the  slow  convalescence. 

The  nearer  term  the  separation  occurs  the  graver  the  prog- 
nosis (Meyer). 

Treatment. — The  treatment  varies  according  to  whether  the 
patient  is  in  labor  or  not. 

When  life  is  threatened,  Baudelocque,  Spiegelberg  Schroder, 
Barnes,  and  Goodell  advise  the  rupture  of  the  membranes  and 
forced  delivery.  If  there  is  no  immediate  danger  the  case  may 
be  allowed  to  terminate  spontaneously.  Where  the  patient  is  in 
labor  the  cervix  must  be  considered  in  regard  to  its  dilatability 
preliminary  to  extraction  or  version,  and  this  condition  secured 
at  all  hazards  by  artificial  means  where  it  is  al)6ent  or  deficient. 

The  delivery  of  the  placenta  and  clots  should  be  under  strict 
antiseptic    precautions.     An    intrauterine  injection    at   48°  C. 
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with  the  assistance  of  ergot  will  secure  contraction.  Tbe  gene- 
ral eoiulition  of  the  patient  must  he  carefully  looked  to,  tlie 
injection  of  artilicial  serum  being  indicated  wliere  the  loss  of 
blood  has  been  severe. 

The  use  of  chloroform  should  be  avoided,  as  it  increases  and 
favors  syncope.  The  tampon  is  utterly  useless  as  regards  the 
hemorrhage. 

Since  hemorrhage  will  only  cease  on  emptying  the  uterus, 
Meyer  has  suggested  Cesarean  section  and  Diihrssen  the  incision 
of  the  cervix  to  hasten  the  delivery,  a.  g.  h. 

8.  Weiss,  Otto  von  :  The  Premature  Separation  of  the 
Normally  Implanted  Placenta  (Accidental  Hemorrhage) 
{Aj'chiv  fur  Gyndkologie,  Bd.  xlvi.,  Heft  2). — This  paper  dis- 
cusses that  type  of  accidental  hemorrhage  in  which,  without 
any  apparent  cause,  the  placenta  becomes  prematurely  detached. 
Sometimes  after  a  tritiing  traumatism,  or  not  infrequently  dur- 
ing the  night  while  quietly  aslee]),  the  patient  is  seized  with  se- 
vere abdominal  pain  and  a  sensation  as  if  the  womb  would 
burst.  At  the  same  time  there  is  marked  collapse,  pallor,  and 
coolness  of  the  skin,  feeble,  rapid  pulse,  yawning,  sighing,  dysp- 
nea, great  anxiety  and  restlessness.  The  abdomen  and  uterus 
are  extremely  distended  and  exquisitely  sensitive.  All  these 
symptoms  point  to  a  severe  intrauterine  hemorrhage,  w'hich 
may  also  be  associated  with  flooding  from  the  external  genitals, 
but  generally  disproportioiiate  to  the  severity  of  the  symptoms. 
After  a  careful  review  of  the  literature  upon  this  subject  the 
author  reports  a  number  of  exceedingly  instructive  cases.  From 
his  observations  he  is  led  to  conclude  that  pathological  changes 
in  tlie  placenta  and  uterine  walls  are  prominent  among  the 
exciting  causes  for  this  accident.  The  investigations  and  ob- 
servations of  this  important  complication  have  not  been  very 
numerous,  and  therefore  a  brief  review  of  these  interesting  cases 
is  certainl)'  advisable. 

Case  I. — Ilpara,  ret.  28.  The  tirst  child  was  born  two  years 
ago.  Patient  had  been  well  during  the  present  pregnancy.  Af- 
ter a  somewhat  long  walk  she  retired  perfectly  healthy,  but 
awoke  toward  morning  wnth  severe  colicky  pains  and  mode- 
rate bleeding  ex  (jenitalihus. 

On  admission. — Face  pale,  somewhat  edematous.  Sensorium 
clear.  Complained  of  continuous  severe  abdominal  pain,  not 
labor  pains.  Uterus  very  tense  ;  fundus  two  centimetres  below 
xiphoid  cartilage.  A  large  child  in  L.  O.  A.  position  ;  heart 
sounds  could  not  be  heard.  Internal  examination  showed  the 
head  to  be  deep  in  the  pelvis,  os  dilated  four  to  five  centime- 
tres, membranes  intact.  Marked  flooding.  Placental  tissue 
could  not  be  felt. 

Urine  clear,  of  dark  color,  contained  a  moderate  amount  of  al- 
bumin and  granular  casts. 
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The  flooding  ceased  after  rupturiiijr  tlie  membranes  and  regu- 
lar labor  pains  set  in.  Two  liours  later  a  fully  developed  fe- 
male child  was  born,  followed  immediately  by  the  placenta  and 
large  quantities  of  blood  coagula.  The  uterus  contracted  well 
and  the  puerperium  was  normal. 

The  placenta  was  of  normal  size  and  form,  contained  no  large 
infarctions  and  showed  macroscopically  nothing  abnormal.  Both 
the  decidua  vera  and  serotina  were  the  seat  of  an  exudative  in- 
flammation. 

Cask  II. — Illpara,  set.  40.  Arrived  in  the  hospital  in  a  condi- 
tion of  collapse.  Had  had  labor  pains  since  May  19th,  8  p.m. 
Hemorrhage  had  not  been  observed,  but  the  accompanying  mid- 
wife said  that  her  mind  was  not  clear  and  that  she  had  had  con- 
vulsions. 

On  admission,  May  20th,  5  p.m. — Very  anemic.  Sensorium 
cloudy.  Pulse  very  frequent.  Abdomen  much  distended  and 
sensitive.  The  woman  cried  out  with  pain  when  the  abdomen 
was  gently  palpated.  Uterus  uniformly  tense  and  the  fetal  parts 
not  clearly  felt.     Fetal  heart  sounds  absent. 

Internal  Eearnination. — Yertex  in  pelvic  inlet,  os  admits  one 
finger.  Membranes  intact.  Urine  contained  3.5  per  cent  albu- 
min and  granular  casts.  The  membranes  were  ruptured  and 
the  woman  was  put  in  a  hot  bath  for  three-quarters  of  an  hour 
and  in  wet  pack  for  three  hours.  During  the  packing  labor 
pains  became  strong  and  regular.  The  os  being  now  fully  di- 
lated, craniotomy  was  performed.  The  detached  placenta  and 
masses  of  dark  coagulated  blood  followed  immediately  the  ex- 
pulsion of  the  child.  The  uterus  contracted,  and,  except  for 
some  sloughing  of  the  posterior  lip  of  the  cervix,  the  puerperium 
was  normal. 

While  the  placenta  appeared  macroscopically  normal,  the 
microscope  revealed  a  degeneration  and  infiltration  of  the  decidua 
serotina. 

Case  III. — Ilpara,  aet.  44.  "Was  sent  to  the  hospital  with  the 
diagnosis  of  placenta  previa.     Had  been  flooding  one  hour. 

Face  pale,  somewhat  icteric.  !Xumerous  petechige  on  tiunk 
and  extremities.  All  mucous  membranes  perfectly  bloodless. 
Sensorium  not  clear.  Had  had  attacks  of  stupor  alternating 
with  excitation.  Marked  edema  of  lower  extremities  and  to  a 
lesser  degree  on  the  vulva.  Uterus  much  distended  and  hard. 
Head  in  pelvic  inlet.  Heart  sounds  absent.  From  the  vulva 
oozed  dark  fluid  blood.  The  os,  from  which  the  membranes  pro- 
truded, admitted  two  fingers.  Head  movable.  Placental  tissue 
could  not  be  felt.    The  urine  contained  one  per  cent  of  albumin. 

Upon  ru])turing  the  membrane  there  was  a  cessation  of  the 
flooding,  but  the  patient  did  not  rally  after  an  infusion  of  three 
hundred  and  fifty  grains  of  KaCl  solution  (six- tenths  per  cent),  and 
the  radial  pulse  was  not  perceptible.  Perforation  of  the  dead 
child  and  extraction  with  the  cranioclast  was  followed  by  a  large 
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quantity  of  fluid  and  coagulated  blood  (four  and  a  half  pounds). 
The  placenta,  which  was  detached  in  the  uterine  cavity,  was 
removed  manually. 

The  uterus  contracted  and  there  was  no  further  hemorrhage, 
but  as  a  prophylactic  measure  the  uterus  was  tamponed  with 
iodoform  gauze.  In  spite  of  repeated  saline  infusions,  and  other 
means  to  combat  the  symptoms  of  acute  hemorrhage,  the  woman 
died  one  hour  after  the  delivery  of  the  child. 

The  placenta  was  large,  flattened,  and  bloodless,  and  contained 
numerous  large  white  infarctions.  The  decidua  was  degene- 
rated and  inflltrated  by  small  round  cells. 

The  kidneys  presented  tlie  picture  of  an  acute  nephritis. 

Cask  IV. — Xlpara,  set.  36;  previous  couflnements  normal. 
Had  been  well  during  present  pregnancy  and  was  able  to  per- 
form hard  work.  She  awoke  at  2  a.m.  and  found  that  she  was 
flooding,  and  as  the  hemorrhage  continued  to  increase  she  was 
brought  to  the  hospital  at  4:30  a.m. 

The  woman  arrived  in  a  state  of  profound  anemia.  She  was 
delirious  and  also  had  attacks  of  syncope.  Visible  mucous  mem- 
branes pale,  abdomen  flaccid.  The  uterus  in  size  of  the  ninth 
lunar  month  of  pregnancy.  The  fetus  in  left  transverse  posi- 
tion ;  heart  sounds  absent. 

From  the  vulva  protruded  a  loop  of  cord,  and  the  wide  vagina 
was  also  fllled  with  convolutions  of  pulseless  cord  and  a  piece  of 
placenta;  the  placenta  seemed  to  be  attached  to  the  lower  uterine 
segment.  Version  without  anesthetic  was  immediately  per- 
formed, but  the  woman  died  before  the  child  could  be  extracted. 

The  post-mortem  showed  that  the  placenta  had  had  its  seat  in 
the  lower  uterine  pole  and  had  become  prematurely  detached. 

The  uterus  and  placenta  were  the  seat  of  an  exudative  endo- 
metritis, and  the  kidneys  presented  the  changes  of  a  parenchy- 
matous degeneration. 

Case  V. — Vpara,  set.  41 ;  was  brought  to  the  hospital  8  a.m., 
with  a  history  that  she  had  been  flooding  since  3:30  a.m.  Pa- 
tient was  pale,  anemic,  and  stupid;  the  abdomen  distended  and 
tense.  Vertex  in  pelvic  inlet ;  heart  sounds  absent.  Os  nearly 
fully  dilated,  membranes  intact.  Placental  tissue  not  in  reach. 
Severe  flooding.  Internal  podalic  version.  The  placenta  lay 
wholly  detached  in  the  uterine  cavity.  The  separated  placenta 
and  a  large  mass  of  blood  followed  the  extraction  of  the  child. 
The  uterus  did  not  contract  well,  and  the  bleeding  continued  in 
spite  of  the  tamponing  of  the  uterus  with  iodoform  gauze. 
Saline  infusions  and  other  analeptics  were  of  no  lasting  benefit, 
and  the  woman  died  at  11:30  a.m.  of  acute  anemia. 

The  placenta  contained  numerous  white  infarctions,  old  and 
new  extrava.sations  of  blood,  exudative  inflammation  and  de- 
generation of  the  decidua.  Kidneys  were  in  a  state  of  acute 
inHammation  and  showed  marked  degeneration  of  the  epithe- 
lium. 
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Case  VI. — Ypara,  set.  30;  arrived  at  the  clinic  in  a  very  ane- 
mic condition ;  last  menstruation  December  ITtli.  The  first 
month  of  pre«;nancy  passed  without  any  abnormal  symptoms. 
On  February  28th  slie  flooded  severely  tor  one  day ;  the  bleed- 
ing then  ceased  for  one  day,  to  reappear  at  brief  intervals. 
Through  this  frequent  loss  of  blood  the  patient  became  very 
poor  and  she  therefore  entered  the  hospital  on  March  26th. 
She  had  observed  that  during  the  periods  of  flooding  her  abdo- 
men increased  quite  perceptibly  in  size,  to  diminish  again  when 
the  bleeding  ceased. 

On  admisfiion. — Vei'y  anemic  woman,  with  normal  heart  and 
lungs  ;  uterus  extended  to  the  umbilicus,  firm  but  elastic  to  the 
touch ;  in  the  right  side  an  irregnlar  resistance ;  fetal  heart 
sounds  could  not  be  felt ;  continuous  bloody  discharge  of  dark- 
brown  color;  cervix  high;  os  externum  admits  one  finger;  os 
internum  closed  ;  urine  free  from  albumin. 

The  diagnosis  was  pregnancy  possibly  complicated  by  a  fib- 
rous tumor  of  the  corpus  uteri.  It  was  also  suspected  that  the 
pregnancy  was  of  a  longer  duration  than  three  and  one-half 
lunar  months,  and  the  resistance  in  the  right  side  might  be  due 
to  a  fetal  part. 

The  continuous  bleeding  in  spite  of  iodoform  tampons,  and 
the  miserable  condition  of  the  woman, demanded  an  interruption 
of  the  pregnancy,  and  the  cervicalcanal  was  opened  with  Ilegar's 
dilators  an"d  iodoform  gauze.  After  twenty-four  hours  it  was 
possible  to  introduce  two  fingers  into  the  uterus,  and  a  sniall 
fetus  could  be  felt.  The  head  was  severed  with  a  Smellie's 
hook,  and  head  and  body  extracted.  Besides  this  the  uterus 
contained  over  two  pounds  of  firmly  coagulated  blood  and  a 
placenta  corresponding  in  size  to  the  fourth  lunar  month  of 
pregnancy,  but  a  fibrous  tumor  could  not  be  found.  The  wo- 
man made  a  splendid  recovery. 

Case  YII.— Illpara,  set.  28.  Former  pregnancies  and  labors 
normal.  In  the  seventh  month  of  pregnancy  slie  was  suddenly 
seized  with  severe  abdominal  pains  and  vomiting.  She  fell 
down  unconscious  and  bleeding.  A  physician  who  was  called 
tamponed  the  vagina  and  immediately  transferred  her  to  the 
hospital.  Arriving  there  the  tampon  was  removed,  when  the  os 
was  found  fullv  dilated.  Upon  rupturing  the  membranes  a 
seven  months'  fetus  was  born,  followed  by  the  placenta  and 
about  four  pounds  of  fluid  and  coagulated  blood.  The  ute- 
rus did  not  contract  and  the  hemorrhage  continued  unabated. 
Other  means  failing,  the  intrauterine  tamponade  with  iodoform 
gauze  was  resorted  to,  associated  with  massage ;  but  even  this 
failed  to  arrest  the  bleeding,  and  a  new  and  firm  tampon  was  no 
more  successful.  The  woman's  condition  being  very  serious 
and  all  known  means  to  arrest  hemorrhage  having  failed,  the 
Porro  operation  was  performed.  The  woman  made  a  good 
recovery.     The  urine  was  free  from  albumin  immediately  sub 
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partu.  The  placenta  was  macroscopically  and  microscopically 
nuniial.  The  uterine  walls  were  the  scat  of  an  exudative  inilani- 
niation. 

Case  YIII. — Illpara,  fet.  27  ;  arrived  at  the  clinic  5:;^)()  a.;m.^ 
feeling  and  locking  perfectly  well.  While  receiving  a  bath  she 
became  suddenly  faint,  looked  pale,  and  complained  of  nausea. 
Being  placed  upon  the  table,  a  slight  oozing  of  blood  from  the 
vulva  was  observed.  Patient  rolled  her  eyes  and  had  twitching 
of  the  muscles  of  the  face  and  upper  extremities.  She  looked 
an  ashy  gray;  the  pulse  was  small  and  the  sensorium  cloudy. 
All  these  symptoms  appeared  within  a  few  minutes. 

An  examination  showed  the  abdomen  to  be  soft  and  elastic, 
but  fetal  parts  could  only  be  felt  with  great  difficulty.  Pelvis 
normal,  os  fully  dilated.  Head  movable  above  the  brim.  In- 
troduction of  the  hand  between  the  uterine  wall  and  membranes 
was  followed  by  a  stream  of  bright  blood  ;  the  placenta  was  not 
in  reach.  The  diagnosis  being  intrauterine  hemorrhage  from  a 
detached  placenta,  podalic  version  was  immediately  performed, 
and  a  dead,  fully  developed  child  extracted  a  few  minntes  later, 
again  followed  by  an  enormous  quantity  of  dark  fluid  blood. 
The  placenta  lay  completely  detached  in  the  uterine  cavity  and 
was  removed  by  the  hand.  The  uterus  did  not  contract,  and 
the  bleeding  continued  in  spite  of  everything  being  done,  and 
the  woman  died  two  and  one-half  hours  postpartum.  As  in 
the  preceding  case,  there  were  serious  changes  in  the  uterine 
muscularis,  the  whole  thickness  being  infiltrated  with  round 
cells.  This  is  probably  the  cause  for  the  uncontrollable  post- 
partum hemorrhage.     The  placenta  was  normal. 

These  observations  confirm  the  fact  that  a  nephritis  may 
cause  changes  in  the  decidua — namely,  an  exudative  inflamma- 
tion or  degeneration — which  make  the  attachment  of  the  placen- 
ta less  firm  and  result  in  accidental  hemorrhage.  But  they  also 
draw  attention  to  an  exceedingly  grave  condition,  myometritis, 
which  is  hardly  mentioned  in  obstetrical  text  books.  If  the 
uterus  is  in  this  condition  it  cannot  well  contract,  and  this  is 
probably  the  cause  for  the  obstinate  postpartum  hemorrhage 
in  the  two  last  cases.  An  examination  of  the  uterus  in  fatal 
cases  of  post-partum  hemorrhage  which  have  resisted  every 
method  of  treatment  will  probably  support  this  statement. 
There  can  certainly  be  no  question  but  that  in  some  obstinate 
cases  of  post-partum  hemorrhage  the  Porro  operation  is  clearly 
indicated  and  may  save  lives  which  otherwise  would  be  lost. 

J.    R, 
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M0ROELLA.TION  as  applied  by  way  of  the  vagina  to  fibroid 
tumors  of  the  uterus  has  long  since  reached  with  us  a  high  grade 
of  perfectiou,  and  this  perfection  has  suggested  the  application 
of  the  process  not  merely  to  tumors  heretofore  deemed  suitable 
for  such  an  operation — as,  for  instance,  the  submucous  and  inter- 
stitial growths — but  to  the  uterus  as  a  whole,  where  so  diseased 
as  to  require  removal.  We  are  principally  indebted  to  the 
French  surgeons  for  the  best  application  of  morcellation  to  the 
fibroid  uterus  i7i  toto ;  and  having  been  personally  convinced 
that  there  is  a  field  for  the  method,  I  venture  to  bring  the  sub- 
ject before  our  Society  for  discussion.  In  order  to  confine  this 
discussion  to  reasonable  limits,  I  will  say  at  the  outset  that  it 
should  be  limited  to  the  question  of  vaginal  morcellation  versiis 

'  Read  before  the  New  York  Obstetrical  Society,  October  2d,  1894. 
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suprapubic  liysterectomv  in  tihroid  uteri  uliich  require  removal 
en  masse.  To  do  tliis  the  better  we  must  admit  at  once  that  the 
two  processes  can  only  come  in  coUision  in  iibroid  uteri  below 
a  certain  dimension.  This  has  been  fixed  by  some  as  the  equi- 
valent of  the  average  fetal  head,  but  it  appears  to  me  that  a 
dimension  equal  to  the  pregnant  uterus  at  four  or  even  tive 
months  would  not  be  excessive.  Assuming  this  limitation,  let 
us  see  if  within  it  there  are  conditions  which  can  be  met  better 
by  vaginal  morcellation  than  by  suprapubic  hysterectomy.  I 
believe  this  query  can  be  answered  attirinatively  in  the  following 
conditions: 

1.  Wherever  the  mass  is  largely  within  the  pelvis,  especially 
if  it  be  fixed  therein  by  adhesions. 

2.  Wherever  the  mass  is  soft  and  therefore  compressible,  as 
in  myoma  and  fibrocystoma. 

3.  In  all  other  cases  where  we  have  a  patient  in  good  condi- 
tion, whose  pelvis  is  shallow,  whose  vaginal  canal  is  roomy,  and 
in  whom  the  evidences  of  apyosalpinx  above  the  pelvic  brim  are 
absent. 

The  differentiation  of  the  above  conditions  is  comparatively 
easy,  so  that  nothing  upon  that  point  is  needed  here.  But  a 
word  of  limitation  is  necessary  in  reference  to  cases  coming 
under  class  1.  It  refers  to  the  possibility  of  such  cases  being 
fitted  rather  for  myomectomy  (vaginal  or  suprapubic)  than  for 
myotomy.  There  are  a  good  many  cases  in  which,  but  one  or 
two  tumors  existing,  the  evil  elfects  of  the  disease  may  be  elimi- 
nated by  the  conservative  procedure  rather  than  by  the  more 
radical.  This  is  a  question  for  sharp  differentiation,  but  it  can 
be  made  by  the  ordinary  abdoininorectal,  l)imanual  examina- 
tion;  or,  if  this  be  insufficient,  an  exploratory  incision  through 
the  posterior  fornix  of  the  vagina  may  answer.  This  method 
of  exploration  is  certainly  needed  iu  cases  where  pyosalpinx  is 
suggested  by  the  history,  and  a  few  words  may  be  necessary, 
explanatory  of  this  procedure.  We  therefore  refer  you  to  what 
we  propose  saying  in  connection  with  the  operative  measures 
applicable  in  these  cases. 

In  the  fase  of  the  results  now  obtained  upon  all  sides  by  the 
suprapubic  method,  the  opening  of  this  question  of  vaginal 
morcellation  would  seem  superfluous.  It  is  done,  however,  less 
with  a  view  to  the  immediate  results  than  to  those  which  are 
remote.     But,  so  far  even  as  immediate  results  are  involved,  the 
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Avriter  believes  that  in  the  liands  of  an  expert  operator  they  can 
be  made  better  (under  the  conditions  enumerated)  with  vaginal 
morcellation  than  with  suprapubic  hysterectomy,  and  he  thinks 
that  this  statement  is  applicable  with  greatest  force  to  the  con- 
ditions coining  within  No.  1  of  the  above  enumeration.  So  far 
as  remote  results  are  concerned,  he  believes  that  they  easily 
permit  being  made  better  by  vaginal  morcellation  than  by  supra- 
pubic hysterectomy.  The  advantage  of  the  one  over  the  other 
dwells  in  the  fact  that  the  integrity  of  the  abdominal  wall  is 
preserved  and  the  opportunity  for  intestinal  and  omental  adhe- 
sions is  greatly  limited. 

In  most  fibroid  uteri  it  is  possible  to  shell  out  the  mass  from 
its  peritoneal  investment,  so  as  to  leave  an  abundance  of  this 
structure  with  which  an  operator  can  present  a  relatively  normal 
surface  to  impinging  abdominal  structures.  This,  as  we  all  know, 
is  a  matter  of  much  importance  in  tlie  limitation  of  adhesions. 

As  to  the  method  of  procedure.  The  essence  of  the  plan  lies 
in  the  early  securing  of  the  uterine  arteries  by  ligature,  and  the 
maintenance  of  such  continuous  traction  upon  the  mass  while 
operating  as  will  control  the  bleeding  from  its  surface— a  bleed- 
ing then  dependent  upon  the  ovarian  arteries.  Tumors  which 
spring  from  the  lower  segment  of  the  uterus,  and  which  by  their 
size  and  pressure  displace  the  uterus  upward,  thus  obscuring  the 
uterine  arteries,  should  first,  when  necessary,  be  removed  through 
the  vaginal  wall  where  they  impinge  thereon,  thus  permitting 
access  to  the  vessels  in  question. 

It  is  an  advantage  at  the  outset  to  explore  about  the  uterus 
through  a  free  incision  into  the  cul-de-sac.  We  thus  get  early 
information  as  to  the  state  of  the  appendages  and  their  location. 
If  these  structures  are  sacculated,  suggesting  suppuration  or  cystic 
disease,  one  must  be  guided  as  to  subsequent  action  by  their 
location.  If  near  the  pelvic  floor  the  operation  may  be  con- 
tinued, but  if  they  are  at  or  above  the  pelvic  brim,  particularly 
if  they  encroach  upon  the  iliac  foss?e,  the  operation  should  be 
abandoned  in  favor  of  the  suprapubic  method.  This  assertion  is 
made  upon  the  ground  that  when  such  bodies  rupture  high  up 
in  the  pelvis  it  is  difficult,  if  not  impossible,  to  properly  cleanse 
the  infected  territory.  Intra-abdominal  pressure  forces  the  in- 
testines down  in  such  a  manner  as  to  produce  a  species  of  ball- 
valve  action,  imprisoning  fluids  in  the  fossae  or  diffusing  them 
as  high  up  as  the  under  surface  of  the  abdominal  wall. 
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The  Operation. — In  preparing  these  cases  for  operation  it  is 
well  to  precede  all  otlier   steps  by  a  thorough  curettage  and 
cleansing  of  as  much  of  the  uterine  cavity  as  can  be  reached. 
The  cleansing  of  the  vagina,  it  is  needless  to  say,  should  be 
carried  out  in  the  most  thorough  manner  possible,  using  for  that 
purpose  a  scouring  process  with  green   soap,  followed  by  the 
usual  bichloride  solutions.     In  case  the  vaginal  outlet  is  narrow 
it  should  be  freely  incised  upon  either  side  of  the  median   line. 
After  this  preliminary  work  has  been  accomplished  the  operator 
grasps  with  a  stout  volsella  the  cervix  uteri,  and,  drawing  the 
organ  forcibly  downward,  makes  a  semicircular  incision  through 
the  vaginal  wall  at  its  junction  with  the  posterior  surface  of  the 
uterus.     This  incision  is  carried  well  round  to  about  opposite 
the  usual  attachments  of  the  broad  ligaments,  and  is  next  inter- 
sected at  its  central  point  by  one  carried  thence  down  the  pos- 
terior vaginal  wall  to  a  point  well  below  the  lowest  reflection  of 
the  peritonemn  in  Douglas'  cul-de-sac.     The  object  of  this  latter 
incision  is  to  relieve  tension  at  the  outer  ends  of  the  first  incision, 
thus  gaining  the  largest  opening  into  the  peritoneal  cavity  which 
is  free  from  the  risk  of  tearing  away  the  uterine  attachments 
of  the  utero-sacral  ligaments  and  base  of  the  broad  ligaments. 
Tearing  at  this  point  wall  often  lead  to  troublesome  bleeding, 
necessitating  delay  in  order  to  apply  hemostatic  forceps  or  liga- 
tures.    Two,  or  if  necessary  three,  fingers  are  now  introduced 
into  this  opening  and  worked  along  the  posterior  surface  of  the 
uterus,  pushing  into  the  peritoneal  cavity  as  close  to  the  uterine 
body  as  is  possible.     Having  once  gained  access  to  the  cavity  of 
the  ])eritoneum,  these  fingers  are  now  used  to  make  a  thorough 
exploration  of  the  posterior  surface  of  the  tumor,  the  position 
and  condition  of  the  appendages  and  tubes,  and,  in  fact,  all  the 
conditions  which  may  be  present  in  the   posterior  half  of  the 
pelvis.     If  this  examination  reveals  the  presence  of  conditions 
in  the  appendages  which,  taken  in  conjunction  with  the  history, 
make  it  clear  that  a  pyosaJpinx  exists,  one  must  be  guided  as  to 
further  action  by  the  location  of  the  purulent  accumulations,  as 
already  indicated  under  the  head  of  conditions  appropriate  for 
the  operation.     If  these  purulent  accumulations  be  above  the 
brim  of  the  pelvis,  it  would  no  doubt  be  better,  for  reasons 
already  stated,  to  abandon  the  operation  in  favor  of  the  supra- 
pubic operation  ;  but  if  the  purulent  accumulations  be  low  down 
in   the  pelvis,  they  can  be  evacuated  by  an  aspirator  and  the 
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operation  be  proceeded  with  as  follows  :  Feeling  for  the  uterine 
arteries  upon  either  side,  a  ligature  is  thrown  around  first  one 
and  then  the  other,  or,  if  the  operator  prefer,  a  clamp  on  either 
side  may  be  used  to  control  these  vessels.  The  next  step  is  to 
make  a  circular  incision  about  the  anterior  and  lateral  aspects  of 
the  cervix,  this  incision  meeting  that  which  has  already  been 
made  through  the  posterior  fornix  of  the  vagina.  Increased 
traction  is  now  made  upon  the  cervix,  which  traction  may  be 
aided  by  pressure  from  above,  and  the  lower  segment  of  the 
uterus  is  peeled  away  from  its  attachment  to  the  broad  ligament 
and  to  the  bladder.  As  soon  as  the  mass  has  been  enucleated  as 
far  as  the  space  at  one's  command  will  permit,  the  entire  enu- 
cleated portion  is  cat  away,  superimposed  pressure  upon  the 
mass  being  steadily  kept  up  at  this  time.  The  fresh  surface 
which  is  left  is  now  seized  with  the  volsella  and  dragged  down, 
enucleation  being  carried  on,  first  upon  one  side,  then  upon  the 
other,  then  anteriorly,  as  occasion  requires,  until  another  seg- 
ment of  the  structure  has  been  enucleated,  which  is  cut  away  as 
was  the  first.  Proceeding  in  this  way,  the  entire  mass  is  grad- 
ually shelled  out.  Ligatures  or  hemostatic  forceps  upon  the 
lateral  aspect  of  the  mass  may  be  required  from  time  to  time  in 
order  to  control  bleeding.  As  the  mass  is  gradually  withdrawn 
a  close  watch  is  maintained,  so  as  to  secure  the  vessels  at  the 
cornua  of  the  uterus  as  soon  as  they  come  into  the  field.  Owing 
to  the  elongation  that  the  upper  border  of  the  broad  ligament 
has  undergone  in  cases  of  fibroma,  this  is  usually  a  matter  of 
comparative  simplicity.  In  the  process  of  enucleation  it  is 
desirable  to  separate  the  lateral  and  anterior  attachments  of  the 
mass  (the  broad  ligaments,  bladder,  and  peritoneum)  as  closely 
as  possible  to  the  tissue  that  is  being  removed.  By  this  plan  we 
are,  in  nearly  every  instance,  able  to  leave  intact  the  anterior 
face  of  the  broad  ligaments,  together  with  the  whole  of  the  peri- 
toneal covering  of  the  anterior  face  of  the  uterus.  This  consti- 
tutes a  decided  advantage  in  the  technique  of  the  operation,  for 
the  reason  that  it  leaves  a  hood  of  peritoneal  tissue  which  can  be 
used  to  exclude  the  coils  of  small  intestine  from  the  field  of  ope- 
ration. A  portion  of  the  peritoneum  upon  the  posterior  surface 
of  the  uterus  may  also  be  left,  but  this  is  not  desirable,  because  it 
is  apt  to  become  necrosed,  its  sources  of  nutrition  being  more 
seriously  impaired  than  those  feeding  other  portions  of  the  peri- 
toneal coverino;.     After  the  entire  mass  has  been  removed  the 
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appendages  should  be  sought  out  and  removed  as  in  an  ordinary 
vaginal  hysterectomy. 

The  position  of  the  patient  in  this  operation  is  a  matter  of 
some  consequence.  She  should  always  l)e  in  the  lithotomy  ])Osi- 
tion,  and  as  we  proceed  in  our  work  it  may  be  advisable  to 
raise  the  buttocks,  so  as  to  place  the  patient's  body  at  an  in- 
clination of  about  30°,  This  tends  to  keep  the  intestines  from 
being  crowded  into  the  lower  portion  of  the  pelvis,  and  offers 
one  a  better  opportunity  for  clearing  out  the  field  of  operation 
and  placing  the  necessary  drainage,*  After  the  removal  of  the 
appendiges  the  pelvis  should  be  carefully  explored,  so  as  to  re- 
move any  portions  of  the  fibroid  tissue  which  may  have  escaped 
the  operator.  Then  the  redundant  peritoneum  should  be  placed 
below  all  intestine  coils.  The  cavity  which  is  now  left  occupies 
a  position  at  the  bottom  of  the  pelvis.  This  is  now  carefully 
packed  with  iodoform  gauze.  The  incisions  in  the  vagina  should 
next  be  repaired,  and  the  operation  may  be  considered  as  finished. 
A  sharp  eye  must  be  kept  upon  the  drainage.  There  is  always 
an  unusual  amount  of  serous  oozing  from  these  surfaces,  and  in 
spite  of  the  gauze  it  may  accumulate  unduly  in  the  vagina.  Be- 
coming infected,  it  may  contaminate  the  wounded  surfaces  and 
serious  results  supervene.  The  vaginal  gauze  should  therefore 
be  removed  at  the  end  of  twenty-four  hours,  the  deeper  gauze 
being  permitted  to  remain  a  day  or  two  longer.  Should  sepsis 
appear  all  the  gauze  should  be  removed  and  the  cavity  kept 
clean  by  irrigation.  Proper  care,  however,  will  prevent  such  an 
accident. 
7  East  36th  street. 

SYMPHYSIOTOMY.* 


M.   L.  HARRIS.  M.D., 
Professor  of  Surgery  in  the  Chicago  Polichnic. 


The  literature  of  symphysiotomy  has  increased  during  the 
past  two  or  threa  years  very  rapidly,  and  its  history  has  been  so 
often  repaated  and  rewritten  that  the  rise  and  fall  and  resurrec- 

'  Tlie  writer's  experience  in  one  case  leads  him  to  think  that  this  posture  is 
fraught  with  some  risk  when  by  reason  of  it  air  and  fluids  are  carried  to  the 
higher  abdominal  regions. 

'  Thesis  read  before  the  Chicago  Gynecological  Society,  Sept.  21st,  1894. 
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tion  of  the  operation  are  familiar  to  all,  consequently  the  history 
of  symphysiotomy  will  not  be  considered. 

In  reviewing  the  statit-tics  of  the  operation  one  cannot  but  be 
impressed  by  the  very  large  mortality  rate.  This  is  given,'  for 
cases  between  1887  and  1893,  as  from  10.7  to  12.3  percent, 
or  one  death  in  every  eight  to  ten  patients  operated  upon.  Of 
course  selected  cases  in  the  hands  of  a  few  operators  have  shown 
a  much  lower  rate,  but  the  above  percentage  expresses  the 
general  average  for  all  cases.  From  a  surgical  standpoint  the 
mortality  is  decidedly  too  high  and  greatly  in  excess  of  what 
should  b3  expacteJ,  considering  the  nature  and  extent  of  the 
operative  procedure.  This  high  rate  must  be  diV3  either  to  the 
particular  state  of  the  patient  submitted  to  operation  or  to  faulty 
technique.  As  in  the  pregnant  state  the  risk  from  surgical 
interference  is  not  materially  increased,  our  attention  must  be 
directed  particularly  to  the  technique  of  the  operation. 

The  opinions  of  operators  differ  as  to  the  facility  of  the  opera- 
tion, and  even  individual  opinions  change  with  increased  expe- 
rience. Thus  Hirst  *  in  1892  said  :  "  Suffice  it  to  say  the  ope- 
ration is  easy  and  simple.  It  can  be  performed  by  any  one  who 
has  a  little  experience  in  surgery  and  has  learned  the  principles 
of  asepsis.  The  tield  of  Cesarean  section  must  also  be  very 
materially  Hmited  by  our  knowledge  of  symphysiotomy."  A 
year  or  so  later,'  in  comparing  symphysiotomy  with  Cesarean 
section,  he  says:  "If  I  may  be  permitted  to  judge  I  should 
regard  the  latter  {i.e.,  Cesarean  section)  as  decidedly  the  easier 
operation.  The  after-treatment  of  Cesarean  section  in  a  favor- 
able case  is  much  easier  for  patient,  physician,  and  nurse.  It  is 
obvious,  therefore,  that  sym])liysiotomy  can  be  preferred  to 
Cesarean  section  on  one  ground  alone — that  it  is  less  dangerous 
to  the  mother."  It  liardly  seems  possible  for  one  to  consider 
Cesarean  section  an  easier  and  simpler  operation  than  sym- 
physiotomy, unless  he  had  met  with  unusual  difficulties  and 
complications  in  the  latter  operation. 

Before  proceeding  to  the  operation  I  would  like  to  call  your 
attention  to  a  few  anatomical  points.  This  would  not  be  neces- 
sary did  not  a  review  of  the  reported  cases  show  a  failure  on  the 
part  of  the  operators  to  properly  appreciate  the  particular  ana- 
tomical relations  of  the  structures  involved. 

It  will  be  remembered  that  the  sheath  of  the  rectus,  at  about 
one-third  of  the  distance  from  the  umbilicus  to  the  pubes,  passes 
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entirely  in  front  of  the  muscles  forming  posteriorly  the  arc  of 
Douglas.     Below  this  arc  the  transversalis  fascia  divides  into 
two  layers,  the  anterior  of  which  passes  down  behind  the  rectus 
to  the  symphysis,  while  the   posterior  passes  over  the  bladder. 
The  cellular  space  between  these  two  layers  is  the  so-called 
cavum  Retzii,  or  prevesical  space,  and  extends  laterally  nearly 
to  the  epigastric  arteries.     Below  the  symphysis  the   anterior 
layer,  which  here  becomes  the  posterior  portion  of  the  so-called 
triangular  ligament,  passes  over  the  urethra  to  the  base  of  the 
bladder,  being  thrown  laterally  into  folds  which  are  called  the 
pubo-vesical  ligaments.     This  prevesical  space  is  of  importance^ 
owing  to  the  facility  with  which  it  may  become  dissected  up 
and  filled  with  blood  clots  in   case  of  hemorrhage.     Below  the 
symphysis,  extending  between  and  being  attached  to  the  rami  of 
the  pubes,  is  a  firm  fibrous  fascia,  the  deep  layer  of  the  deep 
perineal  fascia.     This  is  a  most  important  structure  to  the  sym- 
physiotomist.      It  surrounds  part  of  the  corpora  cavernosa  clit- 
oridis,  is  perforated  by  the  vagina,  urethra,  and  dorsal  vein  of 
the  clitoris,  and  contains  between  its  layers  the  erectile  tissue 
about  the  vagina  and  urethra,  the  major  portion  of  the  urethra, 
and  a  plexns  of  veins  around  the  neck  of  the  bladder.    Ascending 
along  the  inner  border  of  the  ramus  is  the  internal  pudic  artery, 
which  at  times  is  quite  large.     During  pregnancy  all  these  parts 
are  much  increased  in  vascularity.     The  bones  of  the  symphysis 
are  more  widely  separated  anteriorly  than  posteriorly,  conse- 
quently the  joint  is  more  easily  opened  from  the  front  than  from 
behind.     The  ligamentum  arcuatum,  or  inferior  pubic  ligament, 
extends  a  considerable  distance  to  either  side  of  the  mid-line 
and  is  thick,  thus  rounding  off  the  apex  of  the  arch. 

The  great  importance  of  the  deep  layer  of  the  deep  perineal 
fascia  will  be  readily  understood  when  it  is  shown  that  the  divided 
symphysis  cannot  be  separated  to  any  great  distance  without 
putting  the  fibres  of  this  layer  on  the  stretch  transversely,  and 
if  the  separation  be  continued  beyond  this  point  the  fascia 
must  rupture.  The  tearing  will  occur  at  its  weakest  part,  which 
is  usually  along  the  line  of  perforations,  and  will  thus  involve 
the  structures  which  pass  through  this  fascia,  to  wit,  the  large 
veins,  clitoris,  urethra,  and  finally  the  vagina.  It  is  the  tearing 
of  these  structures  which  leads  to  most  of  the  dangers  and  com- 
plications of  the  operation — hemorrhage,  sepsis,  urinary  fistula, 
incontinence  of  urine,  etc.     The  first  of  these,  hemorrhage,  is 


HARRIS  :    SYMPHYSIOTOMY.  761 

very  common,  often  alarming,  and  at  times  even  fatal,  as  the 
case  of  Treub  *  illustrates. 

My  first  experience  with  symphysiotomy  on  the  living  subject 
was  in  assisting  my  colleague,  Dr.  Banga,  in  a  case  which  he 
has  very  kindly  allowed  me  to  report.  The  patient,  aged  35 
years,  had  been  previously  delivered  of  four  dead  children,  two 
of  them  by  craniotomy.  Being  unable  to  deliver  with  the  for- 
ceps, with  a  conjugata  vera  under  seven  centimetres.  Dr.  Banga 
concluded  to  perform  symphysiotomy,  in  the  hope  of  securing  a 
living  child.  A  free  incision  was  made  down  to  the  symphysis, 
which  was  divided  with  a  scalpel  from  before  backward,  the 
pubes  separating  about  one  centimetre.  The  nurses  who  held 
the  limbs  were  now  told  to  separate  the  thighs,  whereupon  there 
was  a  sudden  tearing  of  the  soft  parts,  followed  by  a  most  pro- 
fuse hemorrhage  which  was  controlled  with  considerable  diffi- 
culty. There  seemed  to  be  no  spurting  vessels,  but  a  pouring 
forth  of  blood  from  everywhere.  Mass  ligatures,  artery  clamps, 
and  solid  tamponade,  with  counter-pressure  made  by  introducing 
the  hand  into  the  vagina,  finally  succeeded  in  controlling  the 
hemorrhage.  It  was  one  of  the  most  profuse  hemorrhages  I 
have  ever  seen,  and  in  the  hands  of  a  less  experienced  and  cool- 
headed  operator  than  Dr.  Banga  might  have  resulted  fatally. 
There  was  a  laceration  of  the  urethra,  with  the  formation  of  a 
fistula  which  was  subsequently  closed,  and  the  patient  made  a 
good  recovery,  happy  in  the  possession  of  a  living,  healthy  child. 

Severe  hemorrhage  of  this  character  has  been  encountered  by 
many  operators,  and  is  due  to  the  cutting  or  tearing  of  the 
venous  plexus  about  the  neck  of  the  bladder,  or  the  erectile 
tissue  and  cavernous  bodies  of  the  urethra  and  clitoris  where 
they  pass  through  the  deep  fascia.  The  hemorrhage  is  difficult 
to  control,  because,  as  Schwartz  '  says,  the  veins  are  held  open 
by  the  stretched  intervening  fibres  of  the  deep  fascia.  Zweifel* 
reports  a  case  where  the  hemorrhage  was  so  severe  that  it  was 
controlled  with  great  difficulty ;  single  bleeding  vessels  could 
not  be  found,  ligatures  were  insufficient,  and  it  was  only  by 
acupressure  or  the  introduction  of  long  needles  under  the  guid- 
ance of  the  finger  introduced  into  the  vagina,  and  counter- 
pressure,  that  it  was  finally  controlled.  Similar  cases  are  reported 
by  Braun,'  Yarnier,' Torngren,"  Longaker,'"  Edgar,"  Schauta," 
01sliausen,'=  Leopold,'*  Flatau,'^  Budin,'°  Burkhardt,"  and 
others. 
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Tellier "  reports  an  unusual  case  of  liemorrliage  where  the 
bleeding  came  from  an  artery,  of  at  least  the  size  of  the  radial, 
along  the  descending  ramus  of  the  pubes.  He  tried  to  ligate  the 
artery,  but  without  success  ;  tamponing  also  failed,  and  he  was 
tinallj  forced  to  resort  to  the  therino-cautery  in  order  to  stop 
the  hemorrhage.  lie  was  three-quarters  of  an  hour  controlling 
it,  the  patient  losing  more  than  a  litre  of  blood.  Transfusion 
of  eight  hundred  grammes  of  artificial  serum  was  tried,  but 
death  occurred  nine  hours  after.  At  the  autopsy  nothing  was 
found  to  account  for  the  death  except  prolonged  labor  and  the 
great  loss  of  blood. 

As  has  been  stated,  the  hemorrhage  is  usually  not  arterial  but 
venous,  and  proceeds  from  the  torn  venous  plexuses  and  cav- 
ernous bodies  of  this  region.  In  controlling  it  all  seem  to  be 
agreed  that  ligatures  are  practically  useless,  from  the  fact  that 
there  is  nothing  to  ligate ;  there  is  simply  a  general  profuse 
pouring  out  of  blood.  The  best  method  of  stopping  this  hemor- 
rhage is  to  relax  the  tense  fibres  of  the  torn  fascia,  which  are 
holding  open  the  bleeding  veins,  by  pressing  the  thighs  together 
and  then  packing  the  space  with  gauze.  If  this  fail,  acupres- 
sure must  be  tried  by  passing  long  needles  around  the  bleeding 
surfaces,  with  counter-pressure  in  the  vagina. 

The  incision  leading  down  to  the  symphysis  should  be  free, 
commencing  a  little  above  the  upper  edge  of  the  bone  and  ter- 
minating a  little  above  the  clitoris.  It  should  not  be  carried  to 
either  side  of  the  clitoris,  as  has  been  recommended  and  tried 
at  times,  as  there  is  danger  of  wounding  the  clitoris,  as  has  been 
reported  by  Toujan,'*  and  because  it  brings  the  lower  end  of 
the  incision  too  near  the  vaginal  opening,  thus  increasing  the 
danger  of  infection.  When  the  bone  is  reached  the  linger 
should  be  introduced  posteriorly  between  the  recti  muscles  into 
the  cavum  Retzii,  where  the  bladder  and  peritoneum,  should  the 
latter  descend  so  low,  should  be  separated  thoroughly  from  the 
entire  posterior  surface  of  the  symphysis  well  down  to  the  arch. 
As  the  bones  are  more  widely  separated  in  the  front,  it  will  be 
found  easier  to  open  the  joint  from  before  backward  with  an 
ordinary  scalpel ;  the  finger  introduced  posteriorly  prevents  any 
possible  injury  to  neighboring  structures.  While  cutting  the 
symphysis  the  thighs  should  be  firmly  held  together  by  assist- 
ants, thus  guarding  against  the  accidental,  sudden  rupture  of  the 
joint  by  a  pain  crowding  the  head  down,   as  occurred  to  Kras- 
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sowsky/"  He  was  cutting  the  symphysis  from  before  back- 
ward and  from  above  downward.  When  this  was  about  one- 
third  accomplislied  a  strong  pain  came  on,  which  was  folh^wed 
by  a  loud  cracking  and  the  joint  separated  three  centin)etres. 
Tiiere  immediately  occurred  a  severe  hemorrhage  from  the 
depth  of  the  wound,  probably  from  the  torn  corpora  cavernosa 
clitoridis,  which  could  not  be  controlled  by  tamponing,  but  only 
by  acupressure  and  the  ligature.  The  anterior  wall  of  the 
vagina  was  torn  and  cystitis  with  incontinence  of  urine  followed. 
The  same  accident  occurred  toSmyly;"  he  says:  "The  edge 
of  the  knife  had  scarcely  touched  the  cartilage  when  the  bones 
sprang  apart,  tearing  the  soft  parts  beneath,  including  the 
urethra." 

The  symphysis  should  always  be  completely  divided.  Leopold's 
advice  to  only  partially  divide  it  from  above  downward  is  not 
sound  and  should  not  be  followed:  first,  because  the  space  thus 
gained  is  slight  and,  when  the  disproportion  between  the  head 
and  pelvis  is  great,  is  insufficient;  and  second,  because  when  the 
symphysis  is  partially  divided  it  is  very  much  weakened,  and 
during  efforts  at  delivery  sudden  rupture  may  occur  which  may 
do  great  damage  to  the  soft  parts.  This  occurred  to  Kascharoff  " 
and  Ekstein." 

When  the  symphysis  has  been  completely  divided  the  ends 
of  the  bones  arc  separated  but  little,  being  still  held  together 
by  the  ligamentum  arcuatum  and  the  deep  perineal  fascia,  or 
so-called  triangular  ligament.  These  structures  should  now  be 
carefully  separated  from  the  arch  of  the  pubes  by  a  blunt-pointed 
bistoury  under  guidance  of  the  finger,  closely  hugging  the  bone 
on  each  side.  As  fast  as  the  tense  fibres  are  divided  from  the 
arch  it  will  be  seen  that  the  space  at  the  symphysis  gradually 
widens.  When  the  fibres  of  the  deep  fascia  are  no  longer  felt 
tense  it  will  be  found  that  the  symphysis  has  separated  as  widely 
as  it  can  without  straining  the  sacro-iliac  joints.  The  separation 
will  usually  amount  to  from  five  to  seven  centimetres.  This  I 
consider  the  most  important  step  of  the  operation,  and  if  the 
ligament  and  fascia  be  carefully  detached  laterally  from  the 
bone  all  danger  of  hemorrhage  and  laceration  of  the  soft  parts 
will  be  effectually  avoided. 

In  all  cases  the  symphysis  should  be  separated  to  its  full  ex- 
tent before  attempting  delivery.  If  this  be  not  done  it  is  liable 
to  suddenly  spread  on  account  of  the  descent  of  the  head,  thus 
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lacerating  the  urethra  and  vagina  and  giving  rise  to  severe 
heniorrliage.  This  is  well  illustrated  l)y  Ban inin's'*  case.  After 
dividing  the  symphysis  the  bones  separated  one  and  a  half  centi- 
metres. During  delivery  with  the  forceps  an  appreciable  noise 
was  heard,  accompanied  by  a  sudden  spreading  of  the  bones  to  the 
extent  of  four  centimetres.  Severe  hemorrhage  from  the  depth 
of  the  wound  occurred,  which  could  only  be  controlled  by  acu- 
pressure with  long  needles.  The  clitoris  and  urethra  were  found 
to  be  completely  torn  from  the  arch  of  the  pubes.  Suppuration 
and  necrosis  occurred,  and  a  fistula  formed  which  lasted  several 
weeks.  There  was  also  incontinence  of  urine.  Von  Dittel, 
Jr.,"  had  a  similar  case. 

Laceration  of  the  soft  parts  from  failure  to  detach  the  tissues 
from  the  arch  is  one  of  the  great  factors  leading  to  sepsis.  The 
urethra  may  be  torn,  thus  opening  a  way  for  infection  ;  or  the 
tear  may  extend  into  the  vagina,  which  is  always  septic.  The 
opening  up  of  so  many  large  veins  and  so  much  erectile  and 
cavernous  tissue  increases  the  danger  of  septicemia  and  pyemia. 
In  Barkhardt's  case  (loo.  olt.),  where  both  corpora  cavernosa 
clitoridis  were  torn,  a  double  thrombo-phlebitis  of  the  saphenous 
veins  followed.  In  Yon  Dittel's  case,  in  which  there  was  lacera- 
tion of  the  clitoris,  urethra,  and  vagina,  death  occurred  on  the 
second  day  from  anemia  and  septicemia ;  the  tissues  about  the 
symphysis  were  edematous,  swollen,  and  purulent.  In  one  of 
Braun's  c&sgs  [loc.  cit.), 'where  there  had  been  severe  hemorrhage^ 
death  occurred  on  the  sixth  day  from  peritonitis.  The  autopsy 
revealed  lobular  pneumonia  in  the  right  lung,  perforative  ulcer 
of  the  stomach,  and  the  cartilages  of  tlie  symphysis  were  dis- 
colored and  covered  with  pus.  The  interior  of  the  uterus  and 
the  broad  ligaments  were  normal.  The  connective-tissue  phleg- 
mon in  the  pelvis  came  from  the  infected  symphysis.  In 
Pinard's'"  case,  which  died  from  sepsis  on  the  ninth  day,  a 
large,  partly  softened  blood  clot  was  found  behind  the  symphy- 
sis, extending  from  one  epigastric  artery  to  the  other. 

AYIien  laceration  of  the  soft  parts  extends  so  as  to  involve  the 
muscular  walls  of  the  urethra,  incontinence  of  urine  is  often  the 
result.  Fortunately  this  is  not  permanent,  but  usually  disap- 
pears in  a  short  time,  although  it  may  occasionally  persist.  If 
the  entire  urethra  be  torn  through,  a  permanent  urinary  fistula 
forms  which  requires  subsequent  operation  for  its  closure.  Pro- 
lapse of  the  anterior  wall  of  the  vagina  sometimes  follows  tear- 
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iiig  of  the  deep  perineal  fascia.  Miillerheira "  sums  up  the 
results  in  three  cases  as  follows :  first  case,  eight  months  after 
operation,  prolapse  of  the  anterior  vaginal  wall  with  incontinence 
of  urine ;  second  case,  vesico- vaginal  fistula  with  a  suppurating 
fistula  for  many  months  in  the  abdominal  wound  ;  third  case, 
partial  incontinence  of  urine  with  prolapse  of  the  vagina.  It 
will  thus  be  seen  how  very  important  it  is  to  preserve  intact  the 
so-called  triangular  ligament  or  deep  perineal  fascia. 

Concerning  the  after-treatment  of  the  wound  it  may  be  said 
that  the  French  and  Italian  and  most  American  operators  do 
not  favor  suturing  the  bones,  and  union  almost  always  occurs; 
while  a  majority  of  the  Germans  use  the  silver- wire  suture,  and 
in  their  reports  we  find  frequent  reference  to  necrosis  with  exfo- 
liation of  bone  and  prolonged  suppurating  fistulas.  In  this  con- 
nection I  would  mention  the  cases  of  Ekstein;  Olshausen,  and 
others.  From  this  we  may  conclude  that  wiring  of  the  bones  is 
unnecessary  and  introduces  an  additional  complicating  element 
in  tiie  operation. 

The  external  wound  should  be  sutured,  a  strip  of  iodoform 
gauze  being  carried  just  posterior  to  the  symphysis  and  brought 
out  at  the  lower  angle  of  the  wound.  This  should  be  removed 
at  the  end  of  twenty-four  or  forty-eight  hours.  The  bones 
should  be  approximated  by  pressure,  and  the  pelvis  encircled 
with  a  broad  rubber  adhesive  bandage.  A  trough  mattress  or 
similar  device  is  without  doubt  of  value  in  keeping  the  sym- 
physis together.  The  patient  should  maintain  the  recumbent 
posture  for  at  least  four  weeks,  although  some  have  gotten  up 
sooner  without  apparent  harm. 

To  illustrate  this  method  of  performing  symphysiotomy  I  de- 
sire to  report  the  following  case:  Mrs.  J.,  28  years  of  age,  was 
taken  ill  with  her  first  confinement  June  19th,  1894,  and  was 
attended  by  Dr.  II.  C.  Will.  As  the  head  failed  to  engage  after 
the  OS  had  fully  dilated  and  the  membranes  ruptured.  Dr.  N. 
Kerr  was  called  in  to  assist.  Forceps  was  applied  and  delivery 
attempted,  but  the  head  could  not  be  made  to  engage  in  the 
pelvis.  As  the  physicians  in  attendance  were  convinced  that  it 
was  impossible  to  deliver  with  forceps,  I  was  sent  for  to  divide 
the  symphysis.  I  found  the  os  completely  dilated,  the  head  well 
above  the  brim  of  the  pelvis  in  right  occipitoanterior  position. 
Measurements  of  the  pelvis  with  the  index  finger  gave  from 
seven  to  seven  and  a  half  centimetres  as  the  approximate  con- 
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jiigata  vera.  An  examination  of  the  liead  by  the  combined 
nietliod  sliowed  it  to  be  of  large  size,  consequently  the  necessity 
of  symphysiotomy  in  order  to  save  the  child  was  concurred  in. 
After  proper  preparation  an  incision  was  made  in  the  median 
line,  extending  from  al)Out  four  centimetres  above  the  symphysis 
to  within  one  centimetre  of  the  clitoris  and  down  to  the  bone. 
The  finger  was  introduced  between  the  recti  muscles  into  tlie 
cavum  Rstzii,  and  the  tissues  well  separated  from  the  posterior 
surface  of  the  symphysis  down  to  the  arch.  The  symphysis  was 
then  divided  from  before  backward  with  an  ordinary  scalpel, 
while  two  assistants  held  tlie  thighs  firmly  pressed  together. 
Then  with  a  blunt-pointed  bistoury,  under  the  guidance  of  the 
finger,  the  ligamentum  arcuatum  and  deep  fascia  were  carefully 
detached  from  the  bone  on  each  side  sufficiently  to  allow  the 
symphysis  to  separate  to  the  extent  of  about  six  centimetres. 
During  this  part  of  the  operation  scarcely  a  drop  of  blood  was 
lost.  The  forceps  was  then  applied  and  a  living  child  de- 
livered which  weighed  ten  pounds.  The  wound  was  protected 
during  delivery  by  a  gauze  packing  to  guard  against  infection. 
The  external  wound  was  sutured,  a  narrow  strip  of  iodoform 
gauze  being  brought  out  at  its  lower  angle,  and  the  pelvis  en- 
circled with  a  broad  ru])ber  adhesive  bandage.  The  wound 
healed  by  first  intention  and  an  uninterrupted  recovery  ensued. 
There  was  no  incontinence  of  urine  or  other  unpleasant  after- 
effect. She  was  kept  in  bed  four  weeks,  then  allowed  to  get  up. 
Union  of  the  symphysis  was  perfect,  and  she  has  had  no  diffi- 
culty whatever  in  walking. 

The  next  case  is  recent,  having  occurred  only  yesterday  after- 
noon ;  still  I  feel  like  reporting  it  now,  as  it  illustrates  another 
complicating  element  in  these  cases  not  heretofore  mentioned. 
I  was  called  by  Dr.  Rosenthal,  September  20th,  to  perform  sym- 
physiotomy in  the  following  case:  Mrs.  S.,  aged  25  years,  was 
taken  in  labor  Septembar  I9th,  it  being  her  first  confinement. 
The  OS  dilated  well,  but,  in  spite  of  the  best  endeavors  of  the 
physician,  the  occiput  persisted  in  rotating  posteriorly.  The 
forceps  was  applied,  but  the  head  could  not  be  made  to  fully 
enter  the  pelvis  ;  the  forehead  rested  on  the  symphysis.  Recog- 
nizing the  inability  to  deliver,  I  w^as  sent  for  to  operate.  I 
found  the  os  fully  dilated,  uterus  dry,  pains  strong,  head  not 
engaged  but  lying  in  left  occipito-posterior  position.  The  occi- 
put could  not  be  rotated  to  the  front  on  account  of  the  dry,  con- 
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tracted  state  of  the  uterus.  The  patient  was  small  in  stature  ; 
the  conjugata  vera,  as  estimated  by  measuring  with  the  index 
finger,  was  about  seven  centimetres ;  the  distance  between  the 
anterior  superior  spines  was  twenty-two  centimetres;  the  left 
leg  was  two  centimetres  shorter  than  the  right ;  and  the  line  of 
the  symphysis,  determined  after  the  incision  was  made,  was  one 
centimetre  to  the  left  of  the  mid-line.  The  operation  was  per- 
formed as  in  the  previous  case,  and  the  symphysis  separated  to 
the  extent  of  tive  centimetres.  It  was  noticed  that  the  separa- 
tion was  due  almost  entirely  to  motion  of  the  right  side,  the  left 
half  being  more  fixed  and  moving  but  little.  When  denuding 
the  anterior  surface  of  the  symphysis  considerable  difficulty  was 
experienced  in  detaching  the  suspensory  ligament  of  the  clitoris, 
which  was  very  firm  and  its  base  almost  cartilaginous.  There 
was  almost  no  hemorrhage  from  the  operation.  Dr.  Rosenthal 
now  applied  the  forceps  and  delivered  the  child,  which  weighed 
eight  pounds.  As  the  left  side  of  the  pelvis  did  not  yield  as 
much  as  the  right  side,  its  sharp  inferior  corner  left  a  well- 
marked  groove  over  the  right  frontal  region  of  the  child's  head, 
the  skin  being  slightly  broken.  The  most  serious  complication, 
however,  was  that  this  sharp  corner  perforated  the  anterior  wall 
of  the  vagina  as  the  head  was  passing  through.  It  is  difficult  to 
see  how  this  could  have  been  avoided.  There  was  no  laceration 
of  the  soft  parts,  the  urethra  and  cavernous  bodies  being  well 
preserved. 

The  external  wound  was  closed,  an  iodoform-gauze  drain 
baing  left  in  its  lower  angle,  and  the  vagina  at  the  seat  of  the  per- 
foration packed  with  iodoform  gauze.  The  child  was  saved,  and 
while,  of  course,  it  is  too  early  to  predict  the  result  as  regards 
the  mother,  still  to-day,  twenty-four  hours  after  the  operation, 
she  is  very  comfortable,  temperature  normal,  is  able  to  urinate 
voluntarily,  and  presents  every  prospect  of  making  a  good 
recovery.' 

'  This  patient  made  a  nice  recovery.  There  was  slight  suppuration  in  the 
lower  part  of  the  wound,  due  to  infection  from  the  vagina  through  the 
perforation  in  its  anterior  wall  ;  it  was  of  short  duration  and  did  not  interfere 
in  the  least  with  a  rapid,  firm  union  of  the  symphysis.  There  was  no  trouble 
at  any  time  with  urination.  She  had  considerable  pain  in  the  right  sacroiliac 
joint,  which  delayed  somewhat  her  getting  up.  At  this  date,  eight  weeks 
after  the  operation,  she  is  up  and  around  all  right;  has' firm  union  of  the 
symphysis,  without  pain  or  soreness ;  there  is  no  prolapse  of  the  anterior 
wall  of  the  vagina.    Baby  is  living  and  well. 
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In  closing  I   would    like  to  again  emphasize  the    following 
three  points : 

1.  The  great  importance  of  the  deep  layers  of  the  deep  peri- 
neal fascia. 

2.  The  method  of  detaching  it  from  the  arch  of  the  pubes  to 
prevent  laceration  of  the  soft  parts  when  the  bones  separate. 

3.  The  complete  division  and  separation  of  the  symphysis  in 
all  cases  before  attempting  the  extraction  of  the  child. 

459  La  Salle  avenue. 
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ERRONEOUS  VIEWS  CONCER^^ING  THE   xMENOPAUSE.' 


ANDREW  F.   CURRIER,   M.D., 
New  York. 


Some  of  the  impressions  which  have  prevailed  for  many  years, 
both  in  the  lay  and  professional  minds,  concerning  the  meno- 
'  Read  before  the  New  York  Obstetrical  Society,  October  16th,  1894. 
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pause,  illustrate  in  a  marked  degree  the  hold  which  partial  and 
imperfect  views  of  truth  can  acquire  and  retain.  From  the 
earliest  dawn  of  medical  literature  to  a  period  which  is  within 
the  personal  knowledge  of  every  one  of  us,  the  notion  has  been 
spread  that  the  menopause  is  a  critical  time^  an  experience 
which  is  to  be  anticipated  with  dread  and  anxiety,  and  whicli,  if 
passed  without  serious  mishap,  may  well  give  rise  to  feelings  of 
satisfaction  and  congrratulation.  In  view  of  the  surfeit  of  themes 
exclusively  surgical  with  which  our  attention  has  long  been 
occupied,  1  do  not  say  unprofitably,  it  has  seemed  to  me  that  we 
could  well  afford  to  turn  aside  for  a  brief  period  and  consider  a 
theme  which  is  largely,  though  not  exclusively,  medical. 

The  venerable  "  father  of  medicine,"  in  his  work  on  diseases  of 
women,  remarks  that  "we  learn  from  experience  that  exulcera- 
tions,  violent  and  even  scirrhous  tumors  of  the  uterus,  are  some- 
times produced  by  cessation  of  the  menses.  Neither  do  the 
external  parts  of  the  body  escape  the  fatal  consequences  of  such 
suppression,  since  we  know  from  experience  that  by  this  means 
they  are  frequently  affected  with  the  itch,  the  elephantiasis, 
boils,  erysipelatous  disorders,  or  scirrhous  tumors."  Ilofmann,  a 
writer  of  the  latter  part  of  the  seventeenth  century,  observes 
that  "  if  venesection  is  omitted  when  the  menses  cease,  violent 
cardialgias  will  result,  accompanied  with  intense  heat  and  pain 
about  the  precordia,  the  back,  and  scapulae,  especially  in  the 
night  time.  Others  suffer  with  intolerable  heat,  pain  in  the 
joints,  and  erysipelatous  fevers,  while  others  are  afflicted  with 
nephritic  disorders  accompanied  with  pain  in  the  loins  and  ter- 
miuatino-  in  calculous  concretions.  Some  women  after  their 
sixtieth  year  have  discharges  of  bloody  urine,  or  are  seized 
with  an  immoderate  discharge  of  the  menses  whicli  at  last 
terminates  in  a  hectic." 

The  French  literature  of  the  early  part  of  this  century 
abounds  with  the  most  doleful  descriptions  of  the  experiences 
which  a  woman  passing  through  the  menopause  must  suffer,  and, 
fortified  by  such  information  and  by  an  experience  whicli  must 
have  been  singularly  unfortunate,  Tilt  constructed  his  work  on 
the  menopause,  which  was  for  a  long  time  the  leading  work  of 
its  kind  in  the  English  language,  and  which  has  for  its  basis  the 
essentially  serious  and  critical  character  of  the  change  of  life, 
though  he  admits  that  critical  does  not  necessarily  mean  dan- 
gerous, 
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The  mistake  whicli,  as  it  seems  to  me,  was  madt?  by  all  these 
writers,  consisted  in  attributing  to  the  influence  of  the  meno- 
pause all  the  ills  which  were  observed  at  the  time  when  the 
menopause  was  taking  place,  and  which  may  possibly  have  been 
due  to  other  causes. 

A  function  of  the  body  when  performed  normally  is  performed 
painlessly,  and  the  individual  is  usually  unconscions  of  its  per- 
formance. 

The  great  majority  of  women  who  pass  the  menopause  never 
consult  a  physician  for  this  cause  from  its  beginning  to  its  end. 
That  perturbations  of  various  kinds  and  degrees  are  present 
with  a  certain  number  of  women  during  this  period  is  an  un- 
doubted fact;  but  in  view  of  the  relatively  small  number  who 
suffer  in  this  way,  and  especially  in  view  of  the  enormous 
number  who  have  passed  the  menopause  unscathed  during  the 
past  twenty-five  years  after  the  removal  of  their  ovaries  and 
tubes,  it  seems  to  me  we  are  hardly  justified  in  regarding  it  as 
the  serious  matter  we  have  been  wont  to  regard  it. 

What  are  the  conditions  leading  to  the  phenomena  which 
constitute  the  menopause  when  the  latter  is  a  natural  and  not 
an  induced  experience  ? 

In  a  word,  they  consist  in  the  ripening  of  the  reproductive 
function.  The  function  being  mature,  the  organs  which  are 
implicated,  especially  the  uterus,  tubes,  and  ovaries,  have  no 
further  work  to  perform,  consequently  they  undergo  atrophy,, 
as  all  organs  do  which  are  not  used.  But  incidentally  there  are 
other  things  to  be  considered  relating  to  the  nervous  and  vas- 
cular systems :  the  regularly  recurring  rise  of  tension  in  the 
circulation  is  interrupted,  congestion  in  the  pelvic  viscera  no 
longer  occurs  at  fixed  intervals,  the  balance  of  the  circulation  is 
overthrown,  and  thus  we  may  possibly  account  for  those  vaso- 
motor crises,  the  sudden  flashes  of  heat,  the  congestions  at 
various  parts  of  the  body,  which  are  so  common  during  the 
period  of  the  menopause.  About  the  time  that  the  menopause 
occurs  it  is  also  apparent  that  the  tissues  of  the  body  have 
reached  the  culmination  of  their  resisting  power,  and  any  undue 
irritation  may  be  followed  by  more  serious  results  than  would 
be  provoked  by  the  same  cause  at  an  earlier  period  when  the  re- 
sisting power  of  the  tissues,  with  the  average  woman,  is  greater. 

The  tissue  changes  are  therefore  also  incidental  to  the  meno- 
pause, and  not  an  unvarying  attendant,  which  is  proved  by  the 
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fact  that  those  in  wliom  the  menopause  is  produced  artificially 
while  they  are  yet  young  do  not  experience  the  same  clianges  of 
tissue  which  are  present  when  senility  is  imminent. 

The  vitality  of  the  tissues  being  lowered,  their  susceptibility 
to  the  influences  of  infection  is  also  lowered,  whicli  explains,  in 
part  at  least,  the  presence  of  the  greater  number  of  cases  of 
infectious  disease  in  those  who  have  not  reached  the  menopause. 

With  tliose  who  reach  the  menopause  prematurely — that  is, 
prior  to  the  period  of  life  when  it  ordinarily  takes  place — wheth- 
er it  occurs  from  causes  inherent  in  the  individual  or  is  induced 
by  art,  the  conditions  are  not  entirely  identical  with  those 
which  obtain  when  it  is  the  announcement  of  mature  life  and 
ripened  function.  The  tissues  of  the  genital  organs  may  atro- 
phy, the  deposit  of  subcutaneous  fat  may  be  increased  in 
quantity,  and  the  vaso-motor  phenomena  may  be  as  pronounced 
as  in  the  normal  menopause,  bat  the  sexual  appetite  may  remain 
keen  for  a  long  time,  the  resisting  power  of  the  tissues  of  the 
body  in  general  may  not  be  greatly  impaired,  and  the  capacity 
of  the  individnal  for  enduring  the  work  of  life  may  be  as  great 
or  even  greater  than  before  the  menopause  took  place.  The 
truth  of  this  last  statement  has  long  been  observed  in  the  domes- 
tic animals  which  are  subjected  to  castration,  and  it  would  seem 
very  reasonable  that  the  same  should  hold  good,  at  least  to  a 
very  great  degree,  in  human  beings.  In  other  words,  the  termi- 
nation of  the  menstrual  function  in  women  is  not  inconsistent 
with  the  possession  of  health  and  vitality  to  a  very  marked 
extent.  In  Kisch'swork  on  the  menopause,  published  in  1874,* 
which  in  many  respects  is  the  best  work  of  the  kind  which  has 
ever  been  published,  is  an  analysis  of  500  cases  in  which  the 
menopause  was  passed  under  the  author's  observation  and  in 
which  the  following  pathological  conditions  were  observed  :  me- 
trorrhagia, 286 ;  chronic  metritis,  79  ;  leucorrhea,  327 ;  prolapsus 
uteri,  65  ;  ante-  or  retroflexion,  52  ;  pruritus  vaginae  and  vulvae, 
46;  vaginismus,  12;  carcinoma  uteri,  3  ;  fibroma  uteri,  5  ;  tu- 
mor mammae,  8.  Of  all  these  pathological  conditions,  metror- 
rhagia is  the  only  one — occurring,  it  is  true,  in  more  than  half  of 
the  cases — in  which,  a  priori,  we  should  regard  an  etiological 
relationship  to  the  menopause  as  probable.  In  Tilt's  table  of 
500  cases  which  were  observed  during  twenty-five  years  of  prac- 

'  "Das  klimakteriscbes  Alter  der  Frauen  in  physiologischen  und  patholo- 
gischen  Beziehung."    Erlangen,  1874. 
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tice,  chiefly  among  the  socially  higher  classes  in  England,  sick- 
headache,  biliousness,  diarrhea,  deafness,  neuralgia,  erysipelas, 
etc.,  are  mentioned  as  complications  of  the  menopause,  and  in 
addition  insanity  in  16  cases,  paraplegia  in  6,  apoplexy  and  hemi- 
plegia in  6,  flbroma  uteri  in  4,  carcinoma  uteri  in  5,  heart  dis- 
ease in  1,  carcinoma  mammae  in  1.  None  of  these  conditions  are 
peculiar  to  the  menopause,  and  if  they  were  the  percentage  is 
very  small.  It  seems  hardly  fair  to  attribute  to  the  menopause 
phenomena  which  are  quite  as  common  and  quite  as  significant  at 
other  periods  of  life  when  such  a  cause  is  out  of  the  question. 
The  possibility  of  an  etiological  relation,  however,  is  not  denied. 

Tlie  menopause  has  long  been  regarded  as  associated  in  a  very 
direct  manner  with  the  development  of  malignant  disease  of 
the  genital  organs.  A  certain  amount  of  weight  may  be  attached 
to  this  view  when  we  take  into  consideration  the  fact  that  the 
resisting  power  of  the  tissues  diminishes  as  age  advances  ;  but, 
on  the  other  hand,  this  resisting  power  is  diminished,  not  be- 
cause the  menopause  has  taken  place,  but  because  the  vitality  of 
all  the  tissues  of  the  body  is  lessened  at  that  time,  hence  the 
menopause  should  not  be  held  responsible  for  such  evils. 

An  analysis  of  131  cases  of  cancer  of  the  uterus  which  were 
treated  during  the  past  few  years  at  the  Skin  and  Cancer  Hos- 
pital revealed  the  following  data  :  1 1  occurred  in  the  decade 
from  the  twentieth  to  the  thirtieth  year,  35  from  the  thirtieth  to 
the  fortieth  year,  39  from  the  fortieth  to  the  fiftieth  year,  34 
from  the  fiftieth  to  the  sixtieth  year,  11  from  the  sixtieth  to 
the  seventieth  year,  1  from  the  seventieth  to  the  eightieth  year. 
About  thirty  percent,  therefore,  of  these  cases  occurred  during 
the  decade  in  which,  in  our  climate,  the  menopause  usually  takes 
place.  These  cases  include  women  of  half  a  dozen  different 
nationalities;  and  as  the  menopause  occurs  before  40  and  after 
50  in  a  relatively  small  number  of  women,  the  percentage  men- 
tioned may  be  regarded  as  expressing  a  reasonably  correct  rela- 
tion between  those  who  have  cancer  of  the  uterus  and  those  who 
have  it  during  the  period  of  the  menopause.  In  other  words, 
in  a  little  more  than  seventy  per  cent  of  all  cases  of  cancer  of 
the  uterus  the  menopause  may  be  entirely  eliminated  from  the 
consideration  of  its  etiology. 

In  47  cases  of  cancer  of  the  breast,  1  occurred  before  the 
twentieth  year,  3  in  the  decade  from  the  twentieth  to  the 
thirtieth  year,  7  from  the  thirtieth  to  the  fortieth  year,  15  from 
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the  fortieth  to  the  fiftieth  year,  9  from  the  fiftieth  to  the  sixtieth 
year,  12  from  the  sixtieth  to  the  seventieth  year.  The  percent- 
age in  this  group,  which  is  too  small  to  be  of  much  value,  is  a 
little  less  than  thirty-two,  which  is  slightly  larger  than  with  can- 
cer of  the  uterus.  It  is  noteworthy  that  a  little  more  than 
twenty-five  per  cent  of  the  cases  were  between  the  sixtieth  and 
seventieth  years. 

In  Dr.  Willard  Parker's  table  of  353  cases  of  cancer  of  the 
breast  which  were  under  his  personal  observation  during  his 
long  and  busy  career,'  189  occurred  prior  to  the  menopause,  84 
during,  and  80  after.  In  this  large  group  of  cases,  every  one  of 
whicli  was  personally  known  to  a  man  of  exceptional  skill  and 
acuteness,  thus  magnifying  the  value  of  the  record,  less  than 
twenty-one  per  cent  bore  any  time  relation  to  the  menopause. 

It  is  not  my  purpose  in  the  statements  which  have  been  made 
to  offer  anything  like  an  exhaustive  study  of  the  relation  of  can- 
cer to  the  genital  organs.  That  would  involve  an  analysis  of 
many  questions  relating  to  climate,  nationality,  temperament, 
habits,  etc.,  with  which  I  do  not  feel  justified  in  taxing  your  pa- 
tience at  this  time.  Enough  has  been  said  to  show  that  if  the 
notion  obtains  in  the  mind  of  any  one  that  the  development  of 
malignant  disease  in  the  female  genital  organs  is  intimately  con- 
nected, in  the  majority  of  cases,  with  the  phenomena  appertain- 
ing to  the  menopause,  that  notion  is  not  based  upon  facts. 

The  mental  and  nervous  phenomena  of  the  menopause  are,  in 
my  opinion,  the  most  marked,  the  most  uniform,  and  the  least 
exaggerated,  in  both  lay  and  professional  opinion,  of  any  in  the 
whole  category  pertaining  to  this  experience.  The  vaso-motor 
crises  are  all  but  universal  in  their  distribution  among  those 
who  are  experiencing  the  menopause.  They  vary,  of  course,  in 
their  intensity  and  the  degree  of  annoyance  whicli  they  cause 
with  the  nervous  organization  of  the  woman,  with  her  habits 
and  manner  of  life,  and  the  period  of  their  duration  is  governed 
by  no  rule  or  law  that  has  ever  yet  been  formulated.  Those 
with  whom  the  ordinary  functions  of  life  are  regularly  and  nor- 
mally performed  will  suffer  less  from  the  vaso-motor  crises 
than  those  with  whom  those  functions  have  been  irregular  and 
stormy.  I  do  not  recall  a  case  in  which  the  menopause  has 
been  totally  free  from  these  phenomena,  but  they  are  often 
the  sole  element  of  perturbation  which  marks  its  progress. 
•  "Cancer,"  1885,  p.  11. 
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Wlietlier  the  menopause  comes  early  or  late,  whether  it  be 
natural  or  iiuhiced,  we  can  count  upon  these  storms,  as  upon  the 
poor,  as  always  with  us. 

With  women  of  marked  neurotic  temperament  the  period  of 
the  menopause  frequently  means  the  culmination  of  their  trou- 
bles in  insanity.  Krafft-Ebbing  considers  that  seven  per  cent 
of  the  cases  of  insanity  in  women  are  referable  to  disturbances 
connected  with  the  menopause.  Climacteric  insanity  has  been 
frequently  described  as  a  special  disease,  and  by  some  of  the 
most  competent  observers  in  the  field  of  mental  disease.  The 
papers  of  Merson,  Sutherland,  and  Skae,  based  upon  extensive 
asylum  experience,  are  valuable  contributions  to  the  subject. 
Each  of  these  writers  considers  the  prognosis  in  climacteric  in- 
sanity as  favorable.  In  Skae's  experience  recovery  took  place 
in  53.5  per  cent  of  cases,  in  Sutherland's  in  more  than  forty  per 
cent,  and  in  Merson's  in  nearly  fifty  per  cent.  Other  alienists, 
including  Bucknill  and  Tuke,  and  "Vanderkolk,  regard  the  prbg- 
nosis  of  the  disease  as  unfavorable.  Of  other  serious  forms  of 
nervous  disease  occurring  in  connection  with  the  menopause,  it 
may  suffice  to  say  that  of  126  more  or  less  completely  paralyzed 
women  who  were  under  treatment  in  Meynert's  clinic  there  were 
16,  or  more  than  eleven  per  cent,  in  whom  the  menopause  was 
regarded  as  an  etiological  factor. 

Excessive  bleeding,  at  intervals  more  or  less  remote,  during 
the  menopause  is  indeed  an  accident  which  is  not  particularly 
uncommon,  though  in  my  experience  the  proportion  of  sufferers 
is  not  nearly  so  large  as  that  which  is  given  by  Kisch  in  his 
table  (286  out  of  500),  nor  do  I  think  that  American  gyne- 
cologists in  general  would  admit  that  the  proportion  was  so 
large.  But  we  must  allow  something  for  indefiniteness  of 
terms,  and  Kisch's  category  may  possibly  have  included  all 
forms  and  degrees  of  uterine  hemorrhage,  whether  hazardous  to 
the  patient  or  not. 

Whether  the  hemorrhage  of  the  menopause  signifies  loss  of 
much  or  of  little  blood,  all  the  statistics  which  have  been  avail- 
able, as  well  as  personal  experience,  have  concurred  in  leading 
to  the  conviction  that  hemorrhage  during  the  menopause,  in  the 
majority  of  cases,  is  not  the  expression  of  malignant  disease — in 
other  words,  it  is  usually  amenable  to  treatment  not  necessarily 
of  a  severe  and  dangerous  character.  That  is  to  say,  the  danger 
of  malignant  disease  at  this  period  has  been  overestimated. 
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The  statistics  of  uterine  and  mammary  cancer  which  I  have 
presented  do  indeed  show  that  a  larger  number  of  women  suffer 
with  cancer  during  the  decade  from  40  to  50,  which  is  the  usual 
period  of  the  meno])ause,  tlian  during  any  other  ;  but  the  per- 
centage is  not  excessive  when  compared  with  the  total  number 
of  sufferers  with  malignant  disease. 

The  various  theories  concerning  the  causes  of  hemorrhage 
during  the  menopause  need  not  detain  us  at  this  time,  as  this 
paper  is  intended  rather  as  a  brief  criticism  of  what  are  believed 
to  be  erroneous  views  concerning  the  gravity  of  the  menopause 
than  an  exhaustive  study  of  its  pathology.  It  may  be  sufficient 
to  say  that  Scanzoni,  Hegar,  and  Kisch  have  each  advanced 
theories  upon  this  subject,  that  they  do  not  agree,  and  that 
the  cause  varies  widely  in  intensity  and  significance  in  different 
cases.  In  a  general  way  we  may  divide  the  hemorrhagic  cases 
into  the  benign  and  the  malignant,  the  former  being  by  far  the 
more  numerous.  The  diagnosis  can  usually  be  determined  by 
careful  curettage,  with  examination  of  the  scrapings,  the  subse- 
quent treatment  being  regulated  accordingly. 

Whatever  our  views  may  be  as  to  the  gravity  or  want  of 
gravity  of  the  menopause,  we  cannot  deny  that  the  experience 
in  pelvic  and  abdominal  surgery  of  the  past  twenty-five  years 
has  thrown  a  flood  of  light  upon  the  subject  and  opened  up 
aspects  which  were  impossible  to  Tilt  and  the  earlier  writers, 
who  were  compelled  to  make  their  investigations  and  draw 
their  conclusions  mainly  from  the  menopause  as  it  was  observed 
in  mature  life. 

It  is  true  that  there  are  sometimes  disadvantages  attending 
the  artificial  menopause.  That  is  inevitable  in  certain  cases 
when  a  function  of  the  body  is  abruptly  and  permanently 
arrested,  but  these  disadvantages  are  more  than  compensated  by 
the  relief  from  other  ills  on  account  of  which  the  menopause 
was  induced.  It  is  also  probable  that  the  more  remote  the  arti- 
ficial induction  of  the  menopause  from  the  time  when  it  would 
naturally  occur,  the  more  profound  will  be  the  disturbance  of 
the  individual,  though  it  has  been  observed  in  many  instances 
that  even  very  young  women  have  experienced  only  beneficial 
results  from  such  anticipation.  If  some  women  have  been 
obliged  to  forego  marriage  and  the  hope  of  offspring,  if  the 
sexual  desire  has  sometimes  been  blunted  and  the  lineaments  of 
youth  prematurely  effaced,    by    the   artificial   induction   of  the 
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menopause,  it  is  equally  pertinent  to  ask  what  dangers  liave 
been  averted  and  what  discomforts  removed  at  the  same  time. 
AVe  must  judge  the  procedure  by  the  result  in  the  average,  not 
by  isolated  and  individual  disappointments  and  mishaps.  Upon 
such  a  basis  I  am  confident  that  a  verdict  of  great  beneficence 
will  be  pronounced. 

Why  should  tlie  menopause,  when  occurring  at  the  natural 
time,  be  a  cause  for  anxiety  ?  We  can  testify  with  fearlessness 
that  most  of  the  ills  which  are  possible  at  that  time  are  amen- 
able to  relief  by  either  medical  or  surgical  means,  and  for  the 
great  majority  of  women  the  interference  required  will  be 
almost  free  from  danger.  With  the  bugbears  removed  why 
should  we  dread  that  which  is  universal  and  inevitable? 
Maturity  in  most  of  the  forms  of  life  around  us  is  the  period  of 
beauty  and  hope,  the  period  of  rich  color  and  fair  outline.  Not 
less  beautiful  are  the  whitening  hair  and  blooming  figure  of 
those  who  have  reached  the  period  of  the  menopause.  IIow 
often,  too,  it  happens  that  the  troubled  mind,  restless  and 
disturbed  through  youth  and  adult  life,  adjusts  and  settles  itself 
on  the  threshold  of  old  age !  Stormy  seas  are  outridden,  the 
course  is  in  quiet  waters,  the  prow  is  pointed  toward  a  peaceful 
har])or. 

138  Madison  avenue. 


ULTIMATE  RESULTS  OF  CONSERVATIVE  ELECTRICAL  TREAT- 
MENT IN  GYNECOLOGY— CONSECUTIVE  PREGNANCIES. 


BY 

G.   APOSTOLI,  M.D., 
Paris. 


Before  approaching  the  study  of  the  subject  which  I  now  lay 
before  you,  permit  me  to  look  back  for  a  moment  and  to  renew 
before  you  my  profession  of  faith,  the  result  of  long  experience 
and  of  twelve  years  of  clinical  gynecology. 

Electrotherapy  has  not,  as  some  pretend  or  as  others  publish, 
the  ambitious  pretension  of  sufficing  in  itself  in  all  cases,  or  of 
being  able  to  dispense  with  surgery.  No;  its  aims  are  certainly 
less  high  and  it  only  aspires  to  the  modest  rank  of  a  useful 
auxiliary   to   surgery.     But   among   the  therapeutic   agents  of 
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conservative  gynecology  electrotherapy  expects  to  take  the 
foremost  rank.  Let  ns  now  consider  briefly  what  are  its  rights 
to  tliis  precedence.  Let  us  take  a  rapid  glance  at  the  principal 
pathological  conditions  which  can  arise  in  the  female  pelvis,  and 
we  shall  see  the  master  influence  of  electrotherapy  in  the  way 
of  symptomatic  medication. 

I.  "We  have  first  a  trinity  of  symptoms — metrorrhagia  or 
menorrhagia,  dysmenorrhea,  and  amenorrhea — which  one  en- 
counters everywhere  on  the  way  in  the  study  of  diseases  of  the 
uterus  and  adnexa.  Electricity,  in  the  three  principal  forms  in 
which  it  is  made  use  of  as  a  therapeutic  agent  (faradic,  galvanic, 
and  sinusoidal),  is  very  eflicacious  in  combating,  ameliorating, 
or  curing  this  trio  of  symptoms,  which  form,  so  to  speak,  the 
basis  of  female  pathology. 

Here  it  is  the  positive  pole  of  a  galvanic  current  which  most 
often  arrests  a  hemorrhage.  There  it  is  the  negative  pole 
which  often  brings  about  the  return  of  absent  menstruation. 
Again  it  is  the  faradic  current  which,  with  its  dual  mode  of 
action  (current  of  quantity  or  current  of  tension),  can  fill  many 
indications  and  notably  combat  or  relieve  the  element  of  pain, 
especially  when  its  source  or  nature  is  of  nervous  origin.  We 
have,  finally,  the  sinusoidal  current,  which  I  have  used  in  gyne- 
cology, inspired  by  M.  D'Arsonval,  who  introduced  it  into 
medicine.  It  is  a  valuable  adjunct  to  the  other  modes  of  elec- 
trical treatment  for  the  relief  of  pain  or  for  aiding  in  the  reso- 
lution of  inflammatory  exudations. 

IL  Let  us  consider,  on  the  other  hand,  the  principal  lesions 
which  are  amenable  to  electrotherapy,  and  we  shall  see  that 
first,  as  regards  endometritis,  we  have  a  powerful  agent  in  elec- 
tricity— this  taking,  in  fact,  the  place  of  curettage. 

It  is  here  especially  that  the  intrauterine  galvano-caustic 
occupies  an  important  place  among  the  advisable  methods  of 
treatment  by  electricity. 

It  is  far  more  eflicacious  than  faradization,  because,  in  addition 
to  its  trophic  and  dynamic  action,  it  has  a  caustic  action,  its  dos- 
age can  be  regulated,  it  can  be  localized,  and  is  variable  in  its 
action  according  to  the  pole  which  is  used  as  the  active  intra- 
uterine. But  the  secret  of  its  frequent  supremacy  is  in  its 
antiseptic  and  microbicidal  action,  such  as  is  shown  by  the  re- 
searches which  we  have  made  with  Laquerriere. 

The  method  of  treatment  is  not  always  expected  to  fully  take 
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the  place  of  curettage  in  gynecology,  hut  in  many  cases  it  serves 
the  same  purpose,  and  often  does  even  more,  especially  when 
there  is  a  concomitant  lesion  of  the  adnexa. 

III.  Electrotherapy  has  played  its  principal  role  in  the  treat- 
ment of  uterine  fibromata.  Here  trials  have  been  made,  largely 
since  the  year  18S2,  the  titne  when  I  advocated  this  therapy  in 
gynecology. 

It  is  important,  however,  to  establish  clearly  its  indications, 
its  power,  and  its  legitimate  ambitions  in  this  group  of  symp- 
toms. It  does  not  constitute  a  radical  treatment  of  fibromata, 
and  it  is  only  exceptionally  that  one  can  see  them  disappear 
under  its  influence,  unless  the  claim  be  illogical,  as  in  the  cases 
where  they  disappear  after  castration  or  the  menopause  or  under 
the  influence  of  the  uterine  involution  followinof  childbirth. 

Electricity  will  continue  to  be  purely  and  simply  a  symp- 
tomatic treatment  for  fll)romata,  and  as  such  it  will  prove 
sufiicient,  without  doubt,  in  the  great  majority  of  cases,  and  will 
be  able  to  carry  the  greater  number  of  women  suffering  with 
fibroids  safely  through  to  the  menopause  and  rescue  them  from 
operative  surgical  interference.  In  fact,  although  certain  sur- 
geons of  limited  clinical  experience  or  interested  in  pleading  a 
bad  cause  maintain  so,  the  uterine  fibroid  very  rarely  kills  by 
itself.     One  can  unfortunately  not  say  as  much  for  operation. 

Then,  in  the  name  of  my  clinical  observations  and  the  nearly 
two  thousand  patients  whom  I  have  been  able  to  follow  for  the 
last  twelve  years,  I  maintain  that  the  uterine  fibroid  is  almost 
always  benign,  and  that  as  such  it  ought  to  be  treated  with 
much  reserve,  and  that  a  conservative  treatment  suffices  in  more 
than  ninety  cases  in  a  hundred. 

Now,  in  the  list  of  agents  of  this  conservative  tberap}' — injec- 
tions of  iodide  of  potash  paste  by  my  master  Tripier,  ergot  of 
rye,  hamamelis,  hydrastis  canadensis,  sodium  chloride  solution, 
etc. — it  is  electrotherapy  which  occupies  the  first  place  by  reason 
of  the  many  services  which  it  can  render.  In  my  hands  it  has 
produced  arrest  of  hemorrhage  in  ninety  per  cent,  relief  of 
pain  in  seventy  per  cent,  improvement  of  general  condition  in 
seventy  per  cent,  diminution  in  the  size  of  the  tumor  in  ten  to 
twenty  per  cent  of  the  cases. 

One  must  know,  however,  that  electricity  encounters  refrac- 
tory cases  with  various  names  and  in  variable  proportions,  which 
can  be  ranged  under  two  principal  groups  :  1,  Fibrocystic  tumors 
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of  the  uterus.     2.  Fibromata  complicated  by  grave  lesions  of 
the  adnexa. 

It  is  in  these  forms  only,  and  not  elsewhere,  that  the  indica- 
tion for  operation  can  and  should  be,  in  my  opinion,  taken  into 
consideration ;  and  here  again  we  shall  see  presently  the  ser- 
vices which  electricity  can  render  in  clearing  up  the  diagnosis. 

lY.  But  let  us  pursue  still  further  the  summary  study  of  the 
indications  of  this  physical  force  in  gynecology,  and  we  arrive 
at  a  third  category  of  lesions,  very  common  and  very  rebellious, 
which  can  be  in  a  variable  degree  amenable  to  the  electric  cur- 
rent :  I  mean  lesions  of  the  adnexa,  which  are  the  almost  neces- 
sary and  constant  accompaniments  of  many  grave  endometrites. 

Here  it  is  necessary  to  make  a  clear  distinction.  My  ex- 
perience leads  me  to  think  and  to  afhrm  that  in  the  catarrhal 
forms  we  can  be  of  the  greatest  assistance,  while  we  are  most 
often  powerless  against  the  grave  forms,  and  especially  the 
suppurating.  If  I  should  in  a  word  indicate  the  lesions  against 
which  this  therapy  seems  up  to  the  present  inefficacious  and 
powerless,  I  would  say  that  it  is  in  cystic  collections  of  every 
kind,  and  in  particular  in  the  suppurating  affections  of  the 
pelvis  and  vicinity. 

I  have  presented  to  you  here  a  bird's-eye  view  of  the  services 
which  electricity  has  been  able  to  render  to  gynecology  up  to 
the  present,  and  I  beg  of  you  to  notice  that  I  have  not  passed 
over  in  silence  its  many  shortcomings  in  common  with  any  other 
medication. 

V.  Besides  the  uses  which  I  have  just  pointed  out,  and  which 
could  be  classed  under  the  heading  2>ositive  uses,  we  have 
others,  and  very  important  ones — namely,  its  negative  uses. 

It  is  here  that  I  have  opened  a  new  chapter  in  gynecology 
with  the  title  :  The  use  of  the  electric  current  for  diagnosis  in 
gynecology. 

I  have  spoken  just  now  of  cases  which  do  not  respond  to  elec- 
tricity prudently  and  methodically  applied.  Now,  the  fact  of  it 
being  powerless  in  these  cases,  together  with  a  close  observation 
of  the  reactions  during,  and  especially  after,  the  application  (feb- 
rile and  painful),  will  often  prove  a  test,  so  to  speak,  directing 
the  attention  especially  to  the  condition  of  the  adnexa,  which 
may  be  too  diseased  to  be  saved. 

The  failure  of  electricity  in  these  cases  will  often  assist  in 
clearing  up  a  doubtful   diagnosis,  confirm  a  hypothesis  which 
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seemed  hardly  justiiiable,  and  sliow  the  necessity  of  immediate 
operative  interference  lieretofore  delayed  or  refused. 

Thus,  to  view  briefly  electricity  versus  surgery,  we  can  claim 
the  following  merits  for  this  latter  form  of  conservative  medi- 
cation : 

1.  In  a  large  number  of  cases  it  permits  us  to  avoid  a  serious 
or  useless  mutilation,  while  it  is  in  the  highest  degree  harmless 
and  of  the  greatest  symptomatic  and  functional  benefit  to  the 
patient. 

2.  In  some  other  cases  electricity  is  auxiliary  to  surgery, 
which  it  calls  to  its  aid,  showing  the  necessity  of  surgical  inter- 
ference when  it  fails  to  benefit ;  and  the  reasons  which  make 
it  powerless  often  enable  us  to  clear  up  a  diagnosis  before 
obscure  and  usually  to  be  sought  for  in  the  condition  of  the 
adnexa. 

3.  In  certain  cases,  finally,  which  have  been  curetted  to  sa- 
tiety, or  in  those  who  have  undergone  castration  or  hysterec- 
tomy and  who  nevertheless  remain  sufferers,  electricity  can  be 
made  use  of  to  complete  the  work  of  surgery  ;  to  combat,  now 
pain,  now  an  exudation,  now  an  intractable  hemorrhage;  to  aid, 
in  fine,  in  the  relief  of  symptoms  and  in  the  re-establishment  of 
functions  where  surgery  has  exhausted  its  means. 

YI.  I  have  here,  as  a  preface  to  my  communication,  given  a 
very  brief  summary  of  what  one  might  call  the  immediate  ac- 
tion of  the  electric  current  simultaneously  with  its  passage,  but 
my  paper  to-day  treats  of  another  subject.  I  propose  to  place 
before  you  clinical  tables  of  the  ultimate  results  of  electrical 
treatment,  regarded  solely  from  the  point  of  view  of  subse- 
quent pregnancies. 

You  see  how  interesting  the  problem  becomes  and  how  a  new 
day  is  about  to  dawn  for  this  important  form  of  medication, 
physical  and  conservative  in  its  nature.  For  not  only  has  elec- 
tricity the  pretension  to  cure  symptomatically  many  women,  not 
only  has  it  the  legitimate  ambition  to  prevent  useless  and  dan- 
gerous mutilations,  but  it  has,  moreover,  proved  a  most  impor- 
tant fact,  with  clinical  observations  to  support  it — namely,  that 
the  women  treated  by  it  are  placed  in  the  best  functional  condi- 
tions, so  that  pregnancies  speedily  follow  in  many  cases. 

If,  for  fear  of  being  taxed  with  exaggeration,  I  dare  not  say 
that  a  rational  preliminary  electrical  treatment  prepares  a  favor- 
able soil  for  a  subserpient  pregnancy,  I  reverse  the  problem  and 
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I  maintain,  in  the  name  of  my  numerous  observations,  that  it 
never  constitutes  any  hindrance  thereto,  and  that  it  is  never  in 
any  case  open  to  the  objections  which  have  been  raised  both 
against  curettage  and  against  caustic  intrauterine  injections — 
e.g.^  chloride  of  zinc. 

The  facts  which  I  to-day  submit  to  you  have  the  greatest  in- 
terest, for  by  their  number  they  are  destined  to  combat  many 
erroneous  ideas  and  greatly  increase  confidence  in  a  method  of 
treatment  advocated  by  me,  after  my  master  Tripier,  since  1882. 

For  some  time  I  have  been  devoting  myself  to  the  thankless 
task  of  looking  up  the  history  of  my  old  patients  and  of  study- 
ing the  subsequent  results  of  the  electrical  treatment  which  I 
have  applied  to  them.  Now,  among  these,  eighty  (thirty-six  of 
whom  belong  to  my  private  patients  and  forty-four  to  my 
clinic)  have  had  a  suhsequent  pregnancy,  of  which  it  is  the  pur- 
pose of  this  communication  to  relate  the  history. 

1  shall  place  before  you  eighty  unpublished  observations.  I 
might  have  contented  myself  with  mentioning  only  the  fact  of 
the  pregnancy  in  each  one  of  them,  but  I  have  preferred  to  give 
you  a  history  of  the  antecedents  of  each  patient  and  the  treat- 
ment, iu  order  that  the  cases  might  be  discussed,  analyzed,  and 
controlled. 

These  eighty  cases  which  I  present  to  you  are  a  very  con- 
siderable number,  considering  the  average  age  of  the  patients 
whom  I  have  been  called  to  attend  and  the  affections  from 
which  they  have  suffered. 

The  greater  part  of  the  women  whom  I  treat  are,  in  fact, 
from  35  to  45  years  of  age,  and  are  in  many  cases  affected  with 
fibroids  and  grave  affections  which  entail  sterility. 

This  figure  of  eighty  does  not,  however,  reach  the  total 
number  of  my  cases,  for  about  one-sixth  of  the  old  patients  of 
my  clinic  have  escaped  from  my  observation  on  account  of  fre- 
quent moving,  addresses  that  could  not  be  found,  etc.  I  shall, 
however,  continue  my  investigations,  and  the  discoveries  wliicli 
I  shall  make  will  be  the  subject  of  another  communication  later. 

Case  I  — Mmc.  L.,  referred  to  Dr.  Apostoli  by  Mr.  Du- 
gehra  in  December,  1883.  JEt.  25  years  ;  two  children  at  term; 
no  miscarriages.  Menstruated  at  16  years,  married  at  19.  From 
16  to  19  menstruation  regular,  moderate,  and  without  pain. 
Never  any  leucorrhea.  No  previous  illness.  First  child  at 
term    at   20   years;    perfectly    well   after  childbirth.     Second 
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cliild  at  term  at  24  years ;  after  that  always  ill — lencorrliea, 
irreojnlar  inenstrnation  (often  suppressed),  pain  in  the  lumbar 
region,  very  nervous. 

C/iief  Si/raptotna  (December,  1883). — Walk  and  exertion  diffi- 
cult;  appetite  and  diijestion  poor;  leucorrhea  ;  sleep  disturbed, 
with  profuse  perspiration  ;  constant  pain  in  centre  of  abdomen  ; 
constipation;  menses  scanty;  no  pain  on  coitus. 

Dlag)iosi-<*. — Chronic  metritis  with  hypertrophy  of  uterus. 

Treatment. — In  December,  18S3,  three  galvano-caustic  intra- 
uterine negative  applications,  of  fifty  to  sixty  milamperes,  five 
minutes  each,  in  my  office,  without  marked  operative  or  post- 
operative reaction  ;  slight  bleeding  afterward.  From  Januai-y 
to  March,  1884,  six  galvano-caustic  intrauterine  negative,  iden- 
tical with  the  first.  Rapid  improvement  from  the  first  applica- 
tions ;  can  attend  without  difficulty  to  her  household  duties,  and 
feels  so  well  that  she  finds  it  unnecessary  to  come  any  longer  for 
treatment;  appetite  better;  walks  with  ease;  menstruation  re- 
gular and  more  abundant.  In  1885  symptoms  of  relapse  and 
of  uterine  congestion.  Treatment  resumed.  From  April  to 
July.  1885,  sixteen  intrauterine  faradizations,  with  coarse  coil, 
five  minutes  each,  with  rapid  improvement.  Intercurrent  Preg- 
nancy.— In  June,  1885,  beginning  of  a  third  pregnancy,  un- 
recognized because  of  the  continuation  of  the  menses.  A  last 
faradization  on  July  8th  by  mistake,  and  July  11th,  1885,  a 
miscarriage  of  about  two  months ;  no  pathological  condition 
resulting.  Faradization  with  coarse  coil  the  following  days  to 
hasten  and  complete  the  uterine  involution.  Kecovery.  Ko 
further  treatment.  Fourth  pregnancy,  normal,  commenced  in 
December,  1885  ;  normal  delivery  at  term,  September  7th,  188G  ; 
infant  vigorous.  Fifth  ])regnancy  in  December,  1886  ;  delivered 
at  term,  September  27tli,  1887.  Sixth  pregnancy  in  1891  ;  de- 
livered at  term,  December  14tli,  1891  (infant  dead) ;  hemorrhage 
following.  Since  has  had  good  health.  Seen  again  March  23dy 
1894,  for  the  first  time  since  188(3. 

Status  prenena  {),12^vq\\  23d,  1894). — Is  well  in  every  respect ; 
menses  regular,  somewhat  in  advance,  abundant  and  painless; 
no  leucorrhea ;  walks  and  attends  to  work  with  ease  ;  appetite 
good  ;  all  the  functions  are  in  good  condition  ;  no  pain  in  ab- 
domen ;  is  at  present  36  years  of  age. 

Examination . — JS'o  sensitiveness  on  pressure  over  abdomen  ; 
cervix  found  to  be  high  up;  uterus  somewhat  retroverted,  mov- 
able, without  sensitiveness  on  being  elevated  ;  no  sensitiveness 
in  the  culde-sacs.     She  appears  to  be  radically  cured. 

Reflections. — This  case  is  of  great  interest,  because  four  suc- 
cessive pregnancies  succeeded  the  application  of  electricity.  It 
is  to  be  regretted  that  the  first  was  not  recognized  and  that  a 
miscarriage  was  brought  on  involuntarily. 

Symptomatically,  too,   the  electrical    treatment  in    this   case 
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proved  itself  to  be  undeniably  efficacions,  as  tlie  immediate  and 
progressive  improvement  of  the  patient  shows. 

Case  II. — Mrae.  X.,  referred  to  me  by  Dr.  Anl)an,  June  26th, 
1886.  ^t.  34;  two  children.  Menstruated  at  16,  married  at  28. 
No  disease  previous  to  marriage,  except  pronounced  anemia 
from  profuse  menstruation,  which  later  became  more  moderate. 
Present  illness  coninienced  after  the  first  pregnancy,  and  there 
has  been  no  improvement.  Various  treatments  have  been  fol- 
lowed out  without  appreciable  result. 

Principal  St/mjjioms  (June,  1886). — General  condition  good, 
but  very  nervous ;  menses  regular,  coming  a  little  after  the 
time,  lasting  three  days  on  the  average;  abdomen  acutely  sen- 
sitive to  pressure,  the  painful  sensations  radiating  down  the 
thighs  and  through  lumbar  region,  and  felt  especially  in  the 
coccyx,  thighs,  and  feet ;  these  crises,  with  acute  paroxysms,  are, 
however,  much  less  severe  the  last  four  or  five  years  ;  walk  un- 
impeded, but  fatiguing;  slight leucorrhea  ;  appetite  fair;  diges- 
tion good  ;  obstinate  constipation  ;  sleep  disturbed. 

Diagnosis. — Uterine  hypertrophy  with  endometritis,  retrover- 
sion, and  slight  prolapse;  probable  inflammation  of  the  adncxa; 
nervousness  (neurasthenia). 

Treatment. — One  sitting  of  galvano- caustic  intrauterine  nega- 
tive, sixty  milamperes,  iive  minutes ;  abdominal  pain  in  the 
evening,  with  slight  show  of  blood;  no  further  post-operative 
reaction.     Patient  ceased  coming  for  treatment. 

Immediate  Results  {Pregnancy). — A  third  pregnancy  com- 
menced immediately  after  (about  three  weeks  after  the  treat- 
ment). Delivery  at  term.  April  13th,  1887.  Bad  results  of 
childbed  (threatened  with  periuterine  phlegmon).  Fourth  preg- 
nancy, withdeHvery  at  term,  July  25th,  1891.  Fifth  pregnane}', 
with  delivery  at  term,  April  13th,  1893. 

Status  presens  (March  23d,  1894). — Good  general  condition  ; 
local  condition  probably  the  same  ;  walking  still  causes  the 
same  pain  anteriorly,  but  the  painful  attacks  of  former  times 
have  disappeared.  Dr.  Auban,  who  gives  me  the  latest  account 
of  her,  writes  that  she  has  had  no  treatment  since  and  that  the 
condition  remains  the  same  as  it  was  several  years  ago. 

Reflections. — What  we  have  to  note  in  this  case  is  that  a 
pregnancy  followed  almost  immediately  after  the  treatment, 
after  one  sitting  of  intrauterine  galvano-caustic.  (It  is  much  to 
be  regretted  that  the  treatment  could  not  have  been  resumed 
later,  for  it  would  no  doubt  have  proved  very  eflficacious.) 

Case  III. — Mme.  C,  referred  to  Dr.  Apostoli  by  Dr.  Boisson, 
of  Sceaux,  July  oth,  1888.  ^t.  21 ;  one  child  ;  no  miscarriage. 
Patient's  mother  was  nervous.  Menses  at  15  years,  married  at 
19.  From  15  to  19  menses  regular,  moderate,  and  painless. 
No  leucorrhea,  no   previous  illness,  but  always  very  nervous. 
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Became  preijiiant  three  months  after  marriage;  intractable 
vomiting.  Delivery  at  term  at  20  years  of  age.  Patliological 
condition  followed  ;  after  that  constantly  ill.  No  local  treat- 
ment. 

Principal  Symptoms  (July,  1888). — Pain  in  both  sides  of 
abdomen,  very  intense,  aggravated  by  walking  and  standing; 
menses  very  profuse,  very  irregular,  frequently  retarded,  pain- 
less; slight  leucorrhea  ;  walking  painful,  very  fatiguing  ;  driving 
also  inconveniences  her;  appetite  and  digestion  poor;  very 
constipated;  very  nervous;  pronounced  neurasthenia;  painful 
coitus  at  times. 

Diagnosis. — Endometritis  with  anteversion ;  prolapse  of  ad- 
nexa  with  probable  ovaro-salpingitis. 

Treatment. — From  July  5th  to  November  24th,  1888,  twenty- 
two  galvano-caustic  intrauterine  positive  applications,  with  an 
intensity  varying  from  forty  milamperes  to  sixty  milamperes, 
live  minutes  each.  Four  intercurrent  intrauterine  faradiza- 
tions with  fine  coil. 

Immediate  Results. — No  very  marked  operative  or  post- 
operative reaction.  Progressive  improvement,  but  not  cured. 
The  nervous  symptoms  still  continue,  but  less  marked.  From 
November,  1888,  to  October,  1889,  patient  ceased  coming  for 
electrical  treatment,  and  during  this  time  glycerine  tampons  were 
applied  and  the  patient  wore  constantly  an  abdominal  sup- 
porter. Improvement  continued;  walks  more  easily;  has  less 
pain 

Suhsequent  Results. — Became  pregnant  in  October,  1889,  for 
the  second  time,  in  spite  of  the  antiseptic  vaginal  injections 
which  she  says  she  took  faithfully  to  avoid  pregnancy ;  pain 
and  vomiting  during  pregnancy.  Delivery  at  term  of  a  very 
vigorous  infant,  July  19th,  1890;  made  a  good  recovery  after 
childbed ;  nursed  child  sixteen  months.  Subsequently  she  has 
been  treated  with  cauterization  of  the  cervix,  and  she  wore  a 
ring  pessary  for  three  years  ;  she  has  also  taken  daily  injections 
of  warm  water.     Improved  continually  for  two  years. 

Status  presens  (March  22d,  1894). — Menses  still  irregular, 
but  less  so  than  formerly,  delayed  every  month  more  or  less, 
moderate  in  amount,  painless ;  light  leucorrhea ;  walks  without 
difficulty;  can  drive  without  inconvenience;  appetite  and  diges- 
tion variable;  very  constipated;  continues  to  be  very  nervous 
(globus  hystericus)  ;  suffocation,  but  no  nervous  crises;  pain  in 
alKlomen  only  after  great  fatigue ;  sexual  relations  no  longer 
painful.  In  a  word,  she  is  much  better  as  regards  her  pelvic 
troubles,  and  complains  only  of  her  nerves. 

Exam,ination. — Uterus  somewhat  prolapsed,  anteverted,  with 
hypertrophy  of  the  cervix  and  body  ;  slight  sensitiveness  on 
elevating  uterus.  Adnexa  prolapsed,  especially  on  the  left; 
slightly  sensitive  to  pressure,  but  do  not  appear  inflamed. 
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Beflections. — Id  this  case  we  liave  to  note  the  normal  preg- 
nancy which  followed  upon  electrical  treatment.  Although 
the  amelioration  of  the  symptoms  cannot  be  wholly  attributed 
to  the  electrical  treatment,  it  is  certain,  however,  that  it  con- 
tributed greatly,  although  incompletely  followed  out. 

Case  IV. — Mme.  T.,  sent  to  Dr.  Apostoli,  June  5th,  1890, 
by  Mme.  Sauty.  Mi.  23,  nullipara.  Menses  at  12  years,  mar- 
ried at  19.  From  12  to  19  years  menses  regular,  profuse,  pain- 
less, lasting  four  to  five  days.  No  illness  before  marriage. 
Illness  conimenced  suddenly  after  a  violent  injury  at  the  age  of 
21  (run  over  by  a  carriage).  Menses  irregular  after  this,  and 
constant  suffering. 

Chief  Symptoms  (June  5th,  1890).— Very  ill;  cannot  stand 
upright;  has  lost  much  flesh  since  some  time  past;  fever; 
anorexia  ;  menses  delayed  a  month  and  a  half  for  the  flrst 
time  in  her  life  (slight  oozing  of  sero-sanguinolent  fluid  almost 
constantly). 

Diagnosis. — Endometritis  andacute  posterior  cellulitis,  affec- 
tion also  extending  to  adnexa  ;  hematocele  (?). 

Treatment  (June  6th,  1890). — One  application  of  galvano- 
caustic  intrauterine  positive,  thirty  milamperes,  five  minutes,  in 
my  oflice.     Treatment  was  painful. 

Immediate  Results. — Marked  reaction  after  treatment  the 
same  evening  and  following  days;  was  obliged  to  go  to  bed. 
Metrorrhagia  almost  continual,  with  large  clots.  I  saw  the 
patient  again  once  only,  June  12th.  She  was  treated  subse- 
quently by  Dr.  Mene  and  Dr.  Bazy.  Remained  in  bed  from 
June  to  August ;  treated  by  hot  injections,  sedatives,  and 
abdominal  revulsives.  In  August  left  Paris  for  a  month,  and 
returned  September  23d  much  improved.  Menses  appeared 
once  only,  in  September ;  no  menstruation  in  October,  Novem- 
ber, or  December.  Patient  fairly  well  in  November  and 
December. 

Subsequent  Results. — First  Pregnancy :  December  11th  sud- 
den relapse,  probably  caused  by  a  bimanual  examination  ;  re- 
turn of  the  acute  symptoms  she  had  in  June.  Entered  hospital 
January  Tth,  1891.  Laparatomy  January  11th  by  Dr.  Bazy  for 
left-sided  extrauterine  pregnancy  of  about  three  months,  with 
removal  of  left  ovary.  Left  the  hospital  February  17th.  From 
April,  1891,  to  April,  1893,  has  felt  well ;  menses  regular,  less 
profuse  than  formerly,  less  painful,  and  with  less  clots.  Second 
Pregnancy :  In  April,  1893,  commencement  of  a  normal  preg- 
nancy. Delivery  January  4th,  1894,  at  term,  of  a  vigorous 
child.     Good  recovery  after  confinement.     Continued  well. 

Status  presens. — Patient  seen  again  for  first  time  March  28th, 
1894.     Health  perfect ;  says  she  feels  perfectly  well  in  every 
respect ;  complains  of  nothing,  her  health  being,  in  fact,  better 
than  it  has  been  for  years. 
50 
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I^fJfecfioNs. — Tliis  case  is  certainly  a  typical  example  of  one 
ill  which  skilful  surgery  saved  and  cured  the  patient.     A  single 
galvanic  application,  made,  it  is  true,  under  the  worst  possible 
conditions,  only  aggravated  a  condition  which  was  already  grave. 
If  my  advice  had  been  listened  to  this  galvanic  response  ought 
to  have  called  for  immediate  operative  interference,  even  before 
the  surgeon  was  forced  to  it  several  months  later  by  an  unex- 
pected relapse.     In  similar   cases   the    very   powerlessness    of 
galvanic  treatment  could  and  ought  to  be  of  use  to  us,  as  I  have 
ah-eady  shown.     This  one  galvano-caustic   application   did  not 
hinder  a  pregnancy  from  taking  place  three  months  later — extra- 
uterine, it  is  true,  which  necessitated  immediate  laparatomy  on 
account  of  probable  mechanical  rupture  of  the  tube,  as  Dr.  Bazy 
has  verbally  informed  me.     A  second  pregnancy  going  to  term 
has  shown  complete  restoration  of  health.     This  case  also  is  an 
example  which  proves  that,  given  a  very  acute  inflammation  of 
the  adnexa,  as  in  this  case,  a  subsequent  pregnancy  is  at  times 
possible  after  the  symptoms  have  disappeared. 

Case  Y. — Mme.  D.,  florist,  sent  to  Dr.  Apostoli  by  Mr.  Du- 
caux,  pharmacist,  in  1884.  ^t.  35;  one  child  and  two  miscar- 
riages. Menstruated  at  12  ;  habitual  good  health  ;  married  at  27. 
First  miscarriage  at  28  years,  of  about  two  months,  probably 
caused  by  great  fatigue  ;  no  bad  results  or  subsequent  illness. 
A  child  at  term  at  29  ;  severe  labor ;  breech  presentation  ;  ver- 
sion ;  confined  to  bed  for  three  weeks.  Pathological  results 
after  confinement ;  suffers  ever  since.  Third  pregnancy  at  Si; 
miscarriage  at  about  three  months,  without  known  cause  except 
that  it  followed  after  great  exertion. 

Chief  Symptoms  (January,  1884). — Continual  pain  in  lumbo- 
sacral region;  walking  difiicult  and  painful;  lumbo-abdominal 
neuralgia,  more  intense  to  right;  periods  very  painful,  always 
delayed,  rather  scanty,  and  attended  by  intense  headache  ;  pa- 
tient continues  her  usual  avocation,  but  with  great  difiiciilty. 

Diagnosis. — Endometritis  with  uterine  hypertrophy;  posterior 
parametritis;  probable  inflammation  of  the  adnexa. 

Treatment. — Fifteen  galvano-caustic  intrauterine  positive  ap- 
plications and  two  galvano-caustic  intrauterine  negative,  from 
forty  to  sixty  milamperes,  five  minutes  each  ;  borne  with  difli- 
culty  (painful).  Six  intercurrent  intrauterine  faradizations. 
Progressive  improvement  in  the  local  symptoms,  but  incomplete 
because  of  frequent  interruptions  in  the  treatment.  In  1885  six 
galvano-caustic  intrauterine  positive  applications,  with  the  same 
therapeutical  response  as  in  1884.  Four  intrauterine  faradiza- 
tions with  coarse  coil.  The  continuous  occupation  of  the  patient, 
which  hinders  her  from  attending  regularly,  prevents  her  from 
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deriving  full  benefit  from  the  treatment,  which  nevertheless  for 
each  sitting  produces  a  certain  amelioration  of  symptoms  lasting 
one  or  more  weeks.  In  1880  live  galvano-caiistic  intrauterine 
negative  applications,  always  with  the  same  strength,  always 
causing  pain,  but  never  at  any  time  any  subsequent  accidents 
with  the  exception  of  some  uterine  colic  for  about  two  hours. 
She  has  never  interrupted  her  laborious  work  (for  the  most  part 
standing),  and  she  has  never  been  confined  to  bed  since  the  be- 
ginning of  electrical  treatment.  Four  intercurrent  intrauterine 
faradizations,  always  applied  with  the  bipolar  electrode,  from 
live  to  eight  minutes  each  time. 

Pregnancy  and  Miscarriage.— \\\  October,  1886,  became  preg- 
nant for  the  fourth  time,  which  fact  was  not  recognized.  One 
galvano-caustic  intrauterine  negative  by  mistake  (identical  with 
the  preceding  one)  on  November  23d,  1886.  Miscarriage  at 
about  two  months,  November  27th,  1886  ;  recovery  without 
accidents.  A  few  intrauterine  faradizations  with  coarse  coil  to 
hasten  and  complete  uterine  involution.  After  this  the  patient 
was  for  the  time  being  transferred  to  the  care  of  Dr.  Baraduc, 
who  treated  only  her  general  condition.  Then  she  was  treated 
by  Dr.  Guerder,  who  also  occupied  himself  with  her  general 
condition,  treating  especially  an  intercurrent  affection  of  the 
liver  (hepatic  colic).  In  1887  and  1888  no  intrauterine  treatment, 
the  local  symptoms  appearing  to  remain  about  the  same— «.^., 
much  improved  but  not  cured.  In  1889  patient  came  again  to 
consult  me  about  her  uterine  trouble ;  complains  of  return  of 
her  former  symptoms.  Examination  showed  still  existing  me- 
tritis with  posterior  parametritis.  November  21st,  1889,  again 
a  galvano-caustic  intrauterine  positive,  seventy  milamperes,  five 
minutes.  Patient  ceased  coming  for  treatment  for  private  rea- 
sons. From  1889  to  1894  I  lost  sight  of  the  patient ;  she  con- 
tinued to  be  treated  by  Dr.  Guerder  for  her  general  condition. 
March,  1894,  patient  came  to  see  me  at  my  request ;  told  me 
she  had  been  wearing  a  ring  pessary  for  two  years,  without  any 
other  uterine  treatment.  The  pessary  has  greatly  relieved  her 
in  walking  and  standing  upright. 

Status presens. — Much  improved,  but  not  cured;  walks  more 
easily ;  pain  in  lumbo-sacral  region  less  continuous ;  menses 
less  painful,  less  delayed,  continue  rather  scanty  ;  the  attacks 
of  migraine  occur  less  often  ;  has  not  been  contined  to  bed  a 
single  day  since  her  miscarriage  in  1886;  she  has  been  able  to 
continue  her  fatiguing  work  constantly  (as  a  florist),  even  during 
the  menstrual  period,  \vithout  everinterrupting  it.  The  patient, 
appreciating  herself  retrospectively  the  benefit  wliicii  she  has 
derived  from  the  electrical  treatment,  declares  that  this  benefit 
has  been  great,  although  incomplete  because  of  the  frequent 
interruptions  in  the  treatment  in  spite  of  her  efforts  to  attend 
regularly.  This  treatment,  she  says,  has  enabled  her  to  carry  on 
for  years  a  most  fatiguing  occupation   (always  standing)  under 
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more  favorable  conditions  than  formerly.  This  same  treatment 
has  favored  a  fourth  pregnancy,  which  unfortunately  did  not 
so  to  term  because  of  an  operative  mistake.  She  states  positive- 
ly that  she  improved  greatly  while  1  treated  her,  and  that  she 
felt  an  immediate  benefit  the  following  day  after  each  treat- 
ment. 

Kraiyiination  (jMarch  12th,  1894). — No  sensitiveness  on  abdo- 
minal pressure;  cervix  large;  uterus  hypertrophied,  anteverted, 
moval)le  from  side  to  side,  but  slightly  fixed  posteriorly  and 
sensitive  on  elevating  it ;  remains  of  exudation  or  old  poste- 
rior parametritis  ;  broad  ligaments  thickened  ;  adnexa  not  found 
by  palpation.  In  a  word,  the  anatomical  condition  seems  the 
same  as  at  the  last  examination,  in  November,  1889. 

Reflections. — This  case,  although  incomplete  by  reason  of  fre- 
quent interruptions  in  the  treatment,  pleads  favorably  for  elec- 
trical treatment,  as  also  the  fact  that  a  pregnancy  occurred  sub- 
sequently, which  unfortunately,  however,  was  not  recognized 
and  ended  in  a  miscarriage. 

Case  VI. — Mme.  B.,  seamstress,  referred  to  Dr.  Apostoli  by 
Dr.  L.  JuUien,  December  6th,  1888.  ^t.  32  ;  two  pregnan- 
cies. Very  nervous.  Severe  variola  at  18  months.  Eczema  of 
the  scalp  in  infancy.  Several  attacks  of  general  art/euJar  rheu- 
matism. Menstruated  at  13^  years;  married  at  24.  From  13 
to  24  menses  regular,  painless,  profuse,  lasting  six  days  on  the 
average.  Always  nervous;  at  times  even  convulsive  attacks 
on  the  slightest  provocation.  First  pregnancy  at  26  years  ;  de- 
livery at  term  ;  good  recovery.  Second  pregnancy  at  29  years; 
delivered  of  twins  at  the  Maternite  ;  remained  in  bed  fifteen 
days.  Ill  since  that  time ;  from  beginning  pain  in  abdomen, 
especially  left  side ;  walking  diificult ;  great  weakness,  but 
good  appetite  and  never  any  digestive  disturbances  ;  menses 
irregular,  always  profuse,  painful  during  almost  the  whole  pe- 
riod ;  leucorrhea  between  periods ;  feeling  of  great  weight 
in  abdomen ;  cannot  lie  on  the  left  side  in  bed  ;  no  constipa- 
tion ;  frequent  desire  for  micturition,  especially  at  night  (has 
to  get  up  from  two  to  eight  times  at  night).  From  29  to  32 
years  the  patient  states  that  she  has  had  a  series  of  six  pregnan- 
cies, each  time  ending  in  a  miscarriage  of  between  two  and 
three  months,  without  any  known  cause — in  October,  1885  ;  in 
January,  July,  and  November,  1886;  in  August,  1887;  and  in 
February,  1888.  Profuse  hemorrhage  following  each  miscar- 
riage, and  confinement  to  bed  from  three  to  four  weeks.  Pro- 
gressive aggravation  of  the  uterine  symptoms,  which  commenced 
after  the  birth  of  twins.  No  intrauterine  treatment.  She  has 
been  examined  only,  but  not  treated,  by  Dr.  Martinelli.  In 
1888  she  consulted  Dr.  Jullien,  who  treated  her  for  some 
months  and  afterward  referred  her  to  me. 
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Status  jpreaens  (December  Gth,  1888). — Walkinf^  almost  im- 
possible;  continual  weight  in  abdomen,  aggravated  by  walking 
and  standing ;  intense  pain  in  left  ovarian  region  ;  she  can 
scarcely  bear  the  pressure  of  corsets,  even  the  weight  of  the 
bedclothes  is  at  times  painful ;  metrorrhagia  almost  contin- 
ual ;  profuse  leucorrhea ;  work  is  very  difficult  for  her,  espe- 
cially on  the  sewing  machine,  and  she  is  often  obliged  to  leave 
it  and  take  to  bed  on  account  of  intense  pain. 

Diagnosis. — Endometritis  with  uterine  hypertrophy  ;  inflam- 
mation of  left  tube  with  prolapse  of  ovary  ;  hysteria. 

Treatment. — From  December,  1888,  to  January,  1889,  ten 
successive  intrauterine  faradizations  with  fine  coil,  from  five 
to  ten  minutes  each.  Some  intercurrent  static  baths.  Two 
galvano-caustic  intrauterine  positive  applications,  the  5tli  and 
8tli  of  February,  1889,  the  first  sixty  milamperes,  the  second 
one  hundred  and  fifty  milamperes,  five  minutes  each  time. 

Immediate  Results. — Great  relief  immediately  after  each 
faradization,  the  left  ovarian  pain  disappearing  or  diminishing 
after  each  sitting,  for  a  variable  time.  Marked  reaction,  on  the 
contrary,  the  same  evening  after  each  galvano-caustic  applica- 
tion. She  experienced  on  going  to  bed,  she  said,  a  "  sort  of 
nervous  attack  in  the  abdomen,"  lasting  from  twenty  to  thirty 
minutes,  which  finally  gave  place  to  great  fatigue  and  a  tired, 
aching  feeling  in  all  tiie  limbs;  then,  on  the  following  day  or 
the  day  after,  return  of  well-being. 

Subsequent  Results. — G-eneral  symptomatic  improvement,  very 
rapid ;  great  relief  in,  but  not  total  disappearance  of,  the  left 
ovarian  pain;  walks  easily;  disappearance  of  metrorrhagia; 
diminution  of  leucorrhea  ;  abdomen  feels  less  heavy.  In  June, 
1889,  beginning  of  a  pregnancy,  painful,  with  frequent  fainting 
spells;  some  show  of  blood  at  three  months  for  two  or  three 
days.  Delivery  at  term  of  a  tine  child,  March  13tli,  1890  ;  diflB- 
cult  labor  with  forceps  at  Ilopital  Baudelocque ;  remained  in 
bed  twenty  days ;  good  recovery  after  continement;  feels  very 
well  since.  Seen  again  November,  1890 ;  feels  very  well;  no 
longer  any  pain  in  abdomen. 

Status  presens  (March,  1894). — Came  to  see  me  at  my  re- 
quest ;  has  been  well  since  her  last  continement ;  has  never 
Uxidergone  any  other  treatment  nor  consulted  any  other  physi- 
cian since ;  has  never  been  contined  to  bed  since,  and  has  been 
able  to  continue  her  fatiguing  work  without  interruption,  even 
on  the  sewing  machine. 

Symptomatic  Condition. — Continues  to  be  very  nervous. 
Nervous  attacks  on  slight  provocation.  Frequent  desire  for 
micturition,  especially  at  night,  but  without  pain  (these  are  the 
only  two  symptoms  which  have  persisted  without  change  since 
the  electrical  treatment).  No  longer  any  metrorrhagia.  Ko  leu- 
corrhea. Walks  and  stands  without  difficulty.  Menses  regular, 
profuse,  lasting  tive  to  six  days,  and  very  slightly  painful.     The 
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left  ovarian  pain  appears  only  at  intervals  and  is  much  less  se- 
vere than  formerly. 

Physical  Examination. — Very  thorough  examination  made 
March,  1894.  Sli2;ht  left  ovarian  pain  on  pressing  deeply  ;  none 
on  the  right.  Uterus  slightly  prolapsed,  retrotlexed,  slightly 
hypertrophied  ;  uterus  movable,  slightly  sensitive  when  effort 
is  made  to  elevate  it,  without  peripheral  exudation.  Adnexa  on 
left  side  prolapsed,  sensitive  to  touch,  but  apparently  not  in- 
flamed ;  nothing  marked  in  right  lateral  cul-de-sac.  Briefly,  no 
marked  inflammatory  condition  anywhere  at  present. 

Reflections. — What  is  especially  to  be  observed  in  this  case  is 
the  really  marvellous  sedative  influence  of  the  faradic  current 
of  tension  against  the  hysterical  ovarian  pain.  The  subsequent 
pregnancy,  beginning  soon  after  the  end  of  the  electrical  treat- 
ment (and  going  to  term),  also  pleads  in  favor  of  the  efficacy  of 
the  latter. 

Case  YII. — Mme.  X.,  referred  to  Dr.  Apostoli  by  Dr.  Engle- 
bienne,  of  Mons,  April  27th,  1887.  Mi.  39  years,  multipara  (three 
children  and  a  miscarriage).  Attack  of  articular  and  muscular 
rheumatism  in  childhood.  Menstruated  at  11  ;  has  since  been 
regular,  with  moderate  flow,  accompanied  by  migraine  since  27 
years  of  age.  Married  at  28.  First  pregnancy  three  months 
later  ;  normal  ;  delivery  at  term  by  forceps  on  account  of  uterine 
inertia ;  good  recovery  after  conflnement.  Second  pregnancy 
four  months  later  ;  delivery  at  eight  and  a  half  months,  Decem- 
ber 27th,  1878.  Commencement  of  present  illness  after  this  con- 
flnement ;  post-puerperal  fever  and  attack  of  cellulitis  ;  conflned 
to  bed  for  six  months.  Classical  treatment,  emollient,  antiphlo- 
gistic, and  ergotine  pills,  without  apparent  result ;  has  always 
been  ill  since  then  (ei^lit  and  a  half  years).  All  the  revulsives 
in  use  were  applied  without  any  success:  blisters  and  tincture  of 
iodine  to  abdomen  ;  iodoform  suppository  in  the  uterus  ;  punc- 
ture of  cervix  with  cautery ;  leeches  to  cervix  ;  hot  vaginal 
douches  and  glycerine  tampons.  The  sound  measured  nine  centi- 
metres in  1881 — measurement  taken  by  Prof.  Yan  Cauvenberg 
de  Gand,  who  diagnosticated  a  cervical  metritis  with  retroflexion. 
General  tonic  treatment — peptone,  phosphate  of  calcium,  arse- 
nic, strychnine,  inhalations  of  oxygen,  Scotch  douches  and  cold 
douches,  ferruginous  preparations,  etc. ;  during  three  years, 
sojourn  at  the  seaside  for  about  six  weeks — all  with  very  little 
result.  Persistence  of  uterine  pain,  especially  in  the  middle  of 
the  intermenstrual  period  ;  cessation  of  this  pain  during  men- 
struation ;  frequent  desire  for  micturition;  defecation  painful; 
glairy  discharge  from  bowels;  anorexia;  absolute  distaste  for 
food  ;  extreme  weakness ;  walking  and  standing  painful  ;  in- 
tense neuralgic   pain  on    pressure  over  right   ovarian    region. 
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Third  pregnancy  in  1881,  noniial ;  delivery  three  weeks  before 
term,  by  forceps,  February  17th,  1882.  Made  a  fair  recovery 
after  confinement.  Small  fibroid  (?)  swelling  (subperitoneal), 
the  size  of  a  small  nut,  recognized  by  Dr.  Hubert  at  the  upper 
portion  of  the  anterior  aspect  of  the  uterus.  Sligiit  improve- 
ment in  general  condition  subsequently.  Continuation  of  vagi- 
nal treatment ;  glycerine  tampons  with  acetate  of  lead  without 
any  result.  For  two  years  and  a  half  application  of  collodion- 
cantharides  to  cervix  (it  is  from  this  medication  and  from  red- 
hot  puncture  of  the  cervix  that  she  has  derived  the  most  benefit). 
In  1S8.5  became  pregnant  for  fourth  time;  presence  of  the  small 
fibroma  still  verified  on  the  upper  portion  of  the  anterior  aspect 
of  the  uterus.  Miscarriage  at  three  months,  with  profuse  hem- 
orrhage. In  October,  1886,  patient  went  to  Dr.  Tripier  for 
treatment  (uterine  faradizations  with  coarse  coil,  three  minutes 
each,  and  intrauterine  applications  of  iodide  of  potash).  Slight 
improvementin  beginning,  then  almost  complete  amenorrhea  and 
aggravation  of  the  former  condition.  Tripier's  treatment  was 
carried  out  from  October,  1886,  to  February,  1887,  without  ap- 
preciable result.  In  March,  1887,  intrauterine  faradization  with 
coarse  coil,  with  temporary  improvement ;  menstruation  more 
abundant. 

Status  presens  (April  27th,  1887). — Al)dominal  pain  always 
after  walking,  on  raising  the  arms,  during  and  especially  after 
defecation  ;  obstinate  constipation  and  attacks  of  mucous  ente- 
ritis; frequent  desire  for  micturition  ;  painful  point  to  the 
right  constant,  at  the  right  border  of  the  rectus  muscle  and 
four  fingers'  breadth  above  the  fold  of  the  groin.  Headache  at 
each  menstrual  epoch,  coming  on  always  in  the  following  man- 
ner from  the  beginning  of  her  illness  to  the  present  day  :  Men- 
struation normal  for  one  or  two  days,  then  suppression  for  a  day 
and  a  half  on  the  average,  with  intense  pain  and  violent  head- 
aches;  complete  anorexia;  is  obliged  to  go  to  bed;  expulsion 
of  clots ;  normal  return  of  menstruation  for  one  or  two  days  ; 
general  improvement  of  symptoms  if  the  menstrual  fiow  is 
abundant;  marked  anorexia  ;  complete  distaste  for  food.  Sound 
measures  eight  and  a  half  centimetres.  A  small,  hard  nucleus, 
the  size  of  a  bean,  sensitive  to  pressure  and  situated  at  the 
lower  portion  of  the  anterior  aspect  of  the  uterus  (already  dia- 
gnosticated four  years  ago  by  Prof.  Bodart  as  a  nucleus  of 
parametritis).  It  is  either  the  remains  of  an  exudation  (which 
is  my  opinion)  or  a  fibroid  nucleus,  as  Tripier  considers  it  to 
be  (?).  Patient  was  seen  April  29tli  in  consultation  with  Dr. 
Duguet. 

Diagnosis. — Chronic  metritis  ;  mucous  enteritis  ;  old  parame- 
tritic exudation  ;  various  hysterical  manifestations,  without  any 
special  nervous  ci'ises,  however;  left  latero-version. 

Treatment. — From  the  27th  to  30th  of  April,  1887,  three  in- 
trauterine faradizations  with  fine  coil,  with  a  bipolar  electrode, 
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three  minutes'  duration.  April  SOtli,  first  galvano-caustic  in- 
trauterine negative,  sixty  railamperes,  five  minutes,  well  borne; 
no  after-elfects.  Patient  left  Paris  two  days  later  ;  menstruated 
ahead  of  time  in  May,  more  a])undantly  than  usual.  The  elec- 
trical treatment  advised  by  me  was  continued  by  Dr.  Eno;lebi- 
enne,  who  has  sent  me  the  following  complete  rei)ort:  1.  Eight 
intrauterine  faradizations  with  line  coil  in  May,  1887,  from  fif- 
teen to  twenty  minutes'  duration,  with  bipolar  electrode  ;  some 
amelioration  of  the  right  ovarian  pain,  but  not  complete  disap- 
pearance. 2.  From  May  25th  to  August  8th,  1887,  eight  gal- 
vano-caustic  intrauterine  negative  applications,  from  one  hun- 
dred to  one  hundred  and  twenty  milamperes  each,  five  minutes' 
duration  ;  slight  after-effects  (fatigue,  colicky  pains,  sero-purulent 
secretion) ;  improvement  in  the  general  condition,  also  a  favor- 
able but  incomplete  effect  on  the  menstrual  function — increased 
flow;  obstinate  constipation  continues.  3.  In  August  and  Sep- 
tember faradizations  with  fine  coil  resumed,  twenty  minutes' 
duration,  every  other  day  ;  diminution  in  the  menstrual  flow 
after  suspending  the  galvano-caustic  negative  treatment.  4. 
New  series  of  twelve  galvano-caustic  negative  applications 
(from  November  12th,  1887,  to  April  4th,  1888),  from  fifty  to 
sixty  milamperes  this  time  and  five  minutes'  duration  (gene- 
rally twice  monthly),  with  some  intercurrent  faradizations; 
menses  again  more  abundant ;  relief  of  pain  and  improvement 
of  general  condition  ;  sound  measures  eight  centimetres.  April 
25th,  1888  :  I  have  seen  and  examined  the  patient,  and  locally 
her  condition  seems  to  be  about  the  same,  with  the  exception  of 
some  sensitiveness  of  the  adnexa  on  the  right  side  which  was 
not  discovered  before  ;  generally,  as  regards  her  symptoms,  she 
is  mucli  better.  I  advised  a  change  of  treatment,  and  re(!om- 
mended  to  Dr.  Englebienne  to  make  henceforth  positive  gal- 
vano-caustic applications  instead  of  negative. 

Fifth  Pregnancy. — Beginning  of  a  new  pregnancy  in  the  end 
of  April,  1888,  not  recognized  at  first  on  account  of  the  per- 
sistence of  menstruation,  but  the  exact  date  of  which  was 
known,  the  husband  stating  positively  that  the  last  sexual  rela- 
tions had  taken  place  on  April  25th.  Menstruated  the  first  days 
of  May,  two  days  instead  of  three,  and  more  scanty  than  usual. 
Three  galvano-caustic  intrauterine  positive  applications  were 
made  during  the  first  month  of  this  unrecognized  pregnancy,  of 
one  hundred  milamperes,  five  minutes  each,  on  the  19th,  25th, 
and  3 1st  of  May.  The  platinum  electrode  was  introduced  each 
time  to  the  fundus  of  the  uterus.  No  marked  after-effects  after 
any  of  tiiese  applications,  no  bleeding;  but  there  was  no 
sedative  effect,  no  relief  of  the  abdominal  pain,  as  was  before 
the  case  with  the  galvano-caustic  negative  applications.  In  the 
end  of  June  Dr.  Hubert  declared  that  the  uterus  showed  the 
development  of  a  two  months'  pregnancy.  I  advised,  by  letter' 
cessation  of  all  treatment.  Aggravation  of  the  former  pains  > 
reflex  gastric   disturbances  (nausea);   bloating;    appearance   of 
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sure  signs  of  pregnancy,  which  afterward  progressed  normally. 
The  last  month  was  passed  mostly  in  bed  because  of  threat- 
ened premature  labor,  which  did  not  take  place.  Delivery  at 
term  January  24:th,  1889  ;  normal;  the  child  (girl)  was  well 
formed  and  healthy,  weighed  two  kilogrammes  seven  hun- 
dred grammes  ;  recovery  after  confinement  normal.  On  my  ad- 
vice eight  intrauterine  faradizations  with  coarse  coil  were  ap- 
plied in  February  to  hasten  and  complete  uterine  involution, 
which  progressed  normally.  Good  general  condition  ;  the  former 
pains  in  the  lumbar  region  and  abdomen  were  subdued  ;  appetite 
better.  The  child  was  nourished  partly  at  the  breast,  partly 
by  cow's  milk.  Continuation  of  intrauterine  faradization  with 
coarse  coil,  live  minutes  each  time,  up  to  the  month  of  June, 
with  intervals  more  and  more  prolonged.  Return  of  menstrua- 
tion in  spite  of  nursing  since  April;  more  abundant  flow  than 
before  pregnancy,  but  still  less  than  normally.  February  22d, 
sound  measured  ten  centimetres  (was  eight  and  a  quarter  centi- 
metres before  the  pregnancy).  June  1st,  sound  measured  nine  and 
a  quarter  centimetres.  Each  faradization,  and  even  the  simple 
passing  of  the  sound,  was  followed  by  slight  oozing  of  blood. 
Persistence  of  lumbar  pains  and  leucorrhea  for  some  days  at  the 
middle  of  the  intermenstrual  period.  Improvement  in  general 
condition  since  confinement,  but  the  symptoms  referring  to  the 
local  condition  remain  unchanged.  Galvano-caustic  positive  re- 
sumed on  my  advice.  From  September20tli  to  November  12th, 
1889,  tive  galvano-caustic  intrauterine  positive  applications,  of 
one  hundred  milamperes,  for  live  minutes.  These  last  galvano- 
caustics  were  less  well  borne  than  the  negative  and  caused  more 
pain  (contrary  to  what  is  customary).  In  spite  of  this,  marked 
improvement,  however  with  relapse.  The  leucorrhea  having 
diminished,  the  menstrual  How  also  showed  a  tendency  to  become 
more  scanty.  I  advised  cessation  of  all  treatment  except  atten- 
tion to  hygiene.  Condition  the  same  in  1890  ;  no  aggravation  ; 
partial  but  not  complete  improvement.  In  the  end  of  1890  the 
pain  increased  ;  menses  became  more  scanty  and  were  delayed 
a  few  days.  Three  galvano-caustic  intrauterine  negative  appli- 
cations :  one  in  October  (sixty  milamperes),  one  in  November 
(sixty  milamperes),  the  third  in  December,  1890  (one  hundred 
milamperes).  The  periods  which  followed  each  one  of  these 
applications  were  more  regular,  less  painful.  Sound  still  mea- 
sures the  same,  eight  and  a  quarter  centimetres. 

I  saw  the  patient  again  May  18th,  1891,  and  found  the  follow- 
ing :  1.  Improvement  in  general  condition  and  as  regards  sub- 
jective symptoms,  with  the  exception  of  frequent  micturition 
which  remains  the  same.  The  enteritis  has  disappeared,  but  de- 
fecation still  painful.  2.  The  local  condition  appears  the  same. 
Dr.  Englebienne  states  that  the  galvano  caustic  negative  appli- 
cations were  the  only  ones,  of  all  the  treatment  used,  which  bene- 
fited the  patient  symptomatically.      The   collodion-cantharides 
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applied  to  the  cervix,  as  well  as  the  red-hot  punctures,  may 
have  been  beneficial,  but  tlie  effect  produced  was,  however,  in- 
finitely less  than  that  of  tlie  galvano-caustic  negative  applica- 
tions. 3.  After  the  first  galvano-caustic  application  the  men- 
strual period  lost  its  former  character  (before  mentioned),  and 
there  was  no  longer  that  painful  cessation  in  the  flow  accom- 
panied by  violent  headaches. 

In  the  end  of  1891  two  more  galvano-caustic  negative  ajjplica- 
tions.  each  one  hundred  milamperes,  one  in  August,  the  other 
in  September,  1891.  Toward  the  middle  of  July,  1892,  Mme. 
X.  having  had  a  slight  congestive  attack,  a  galvano-caustic  posi- 
tive application  was  made,  fifty  milamperes,  five  minutes,  fol- 
lowed by  a  galvano-caustic  negative,  thirty  milamperes,  three 
minutes;  no  after-effects,  neither  did  the  treatment  have  any 
effect  on  the  pain.  In  September,  1892,  Mme.  X.  was  seen 
by  me  at  Brussels;  I  advised  a  few  sittings  of  galvano-caustic 
negative.  In  October,  1892,  two  sittings  galvano-caustic  negative, 
eighty  milamperes,  five  minutes;  no  after-effects ;  amelioration 
of  syit.ptoms  lasting  some  months.  Again  a  slight  congestive 
attack,  lasting  yet  in  April,  1893.  I  advised  discontinuing 
the  galvano-caustic;  pain  and  engorgement  persistent;  twice 
leeches  were  applied  to  cervix  and  seemed  to  benefit  her  con- 
siderably. In  January,  1894,  menstrual  period  ten  days  late  ; 
pain.  On  palpation  it  was  found  that  the  cervix  was  again 
engorged,  right  tube  sensitive  to  touch,  and  in  the  posterior 
vaginal  cul-de-sac  there  was  a  small  nucleus  of  exudation  (peri- 
metritis). Once  on  touching  this  part  the  patient  felt  a  vio- 
lent pain  at  the  neuralgic  point  situated  about  four  fingers' 
breadth  above  the  right  groin,  and  which  formerly  was  only  sen- 
sitive on  direct  pressure.  For  the  last  three  or  four  months  she 
has  at  times  felt  spontaneous  pains  at  this  point ;  this  slight  peri- 
metritis could  only  be  attributed  to  fatigue  (following  upon  the 
illness  of  the  eldest  of  her  children).  Sound  could  not  be  passed, 
owing  to  the  condition.  As  the  patient  feels  better  when  the  cer- 
vix is  open.  Dr.  Hubert,  after  having  put  in  the  speculum  and 
fixed  the  cervix,  introduced  first  the  catheter,  then  with  difficulty 
the  smallest  of  Fritsch's  dilators.  He  then  made  an  application 
of  iodine  (in  glycerine)  to  the  uterine  mucosa;  this  was  renewed 
several  times  and  was  of  benefit.  At  present  the  perimetritic 
exudation  is  almost  absorbed.  Sound  measured  eight  and  a  half 
centimetres. 

The  following  was  reported  to  me  hy  Dr.  Englebienne,  March 
10th,  1894:  "Not  taking  into  account  the  slight  perimetritis 
this  last  year  as  a  result  of  fatigue,  the  improvement  obtained 
persists,  however  without  any  further  progress  ;  the  cervix  re- 
maining large  ;  the  frequent  desire  for  micturition  continuing  ; 
defecation  followed  by  pain  ;  the  headaches  returning  about 
every  other  month  and  very  violent.  The  mucous  discharges  of 
the  intermenstrual  epoch  have  ceased,  but  this  is  rather  regretted 
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by  the  patient,  who  feels  better  while  she  has  them.  The  men- 
strual How  tends  still  to  diminish  in  quantity  and  duration  (from 
one  to  two  days),  but  there  is  very  rarely  any  discharge  of  clots." 

Reflections. — 1  have  wished  to  give  this  case  in  eactenso,  be- 
cause it  has  been  observed  most  attentively  and  the  most  careful 
notes  have  been  taken  by  the  physician  who  has  treated  the 
patient  undermy  direction,  so  that  it  has  the  character  of  al)Solute 
authenticity.  It  offers  the  greatest  interest  as  regards  the  elec- 
trical treatment  which  I  advocate,  but  which  in  this  case  was 
attended  with  onl}'  incomplete  success.  The  most  interesting  is 
the  evolution  of  a  pregnancy  during  a  course  of  intrauterine 
treatment. 

Cask  VIII. — Mme.  E.,  sent  to  Dr.  Apostoli  by  Mme.  Deles- 
tree,  midwife,  April 9th,  1887.  -^t.  30  years;  two  children  ;  no 
miscarriages.  Menstruated  at  13,  married  at  23.  From  13  to 
23  menstruation  very  painful,  but  abundant  and  regular.  First 
child  at  term  at  28  years ;  nursed  the  child  for  twenty  months 
and  has  been  ill  since  then.  Menses  became  very  profuse  dur- 
ing lactation  ;  much  leucorrhea  ;  was  treated  in  the  classical 
manner  and  cauterized  without  much  result. 

Principal  Symptoms  (April,  1887). — Pain  in  abdomen  almost 
continual,  with  feeling  of  weight;  profuse  leucorrhea;  menses 
have  become  less  profuse,  less  painful,  and  regular;  walks 
easily  ;  good  appetite  ;  digestion  good  ;  sleep  normal ;  not  ner- 
vous. 

Diagnosis. — Simple  endometritis  with  uterine  hypertrophy. 

Treatment. — Two  sittings  galvano-caustic  intrauterine  posi- 
tive (April  26th  and  May  29th,  1887),  sixty  railamperes,  five 
minutes.  No  operative  incidents  or  after- effects.  Improvement 
in  symptoms  followed  ;  patient  ceased  coming  for  treatment. 

Immediate  Results  {Pregnancy). — An  intercurrent  pregnancy 
commenced  the  first  days  of  May,  1887,  between  the  two  gal- 
vanic sittings,  but  remained  unrecognized,  the  menstrual  periods 
coming  on  regularly,  though  less  abundant.  Aborted  July  8th, 
1887,  at  more  than  two  months,  without  other  appreciable  cause 
than  the  galvanic  treatment  of  May  29th.  Made  a  good  recovery 
after  miscarriage  ;  no  subsequent  treatment. 

Subsequent  Results. — From  1887  to  1890  continued  to  be 
somewhat  better,  with  less  leucorrhea  and  pain  ;  menses  more 
abundant,  alwavs  regular,  and  without  pain.  When  seen  atrain, 
in  December,  1890,  she  was  fairly  well.  From  1890  to  ^1894 
condition  the  same,  no  treatment.  Seen  again  March  22d,  1894  ; 
feels  well ;  menses  continue  more  abundant,  but  slightly  painful ; 
the  former  leucorrhea  has  reappeared;  walks  easily  ;  appetite 
and  digestion  good.     Although  she  does  not  suffer  except  dur- 
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in:^  tlie  menstrual  period,  she  still  considers  herself  ill  on  account 
of  the  profuse  leucorrhea  (no  examination  made). 

Reflections. — In  this  case  we  have  to  note  the  following:  A 
pregnancy  followed  immediately  upon  the  first  galvano-caustic 
sitting,  and  it  is  highly  probable  that  the  abortion  was  caused 
by  the  second  galvanic  treatment,  given  by  mistake,  the  preg- 
nancy not  being  recognized. 

Case  IX. — Mme.  G.  M.,  referred  to  Dr.  Apostoli  by  Dr. 
Good,  May  12th,  1891.  JEt.  23  years ;  nullipara.  Menstruated 
at  12,  married  at  21.  From  12  to  21  menses  regular,  moderate. 
in  amount,  and  slightly  painful.     No  illness  before  marriage. 

Chief  Symptoms  (May,  1891). — Menses  very  irregular,  at 
times  delayed,  at  times  in  advance,  the  irregularity  increasing 
during  the  last  months;  always  free  from  pain  ;  no  leucorrhea, 
no  pain;  general  health  good;  complains  especially  of  her 
sterility. 

Diagnosis. — Slight  uterine  congestion  with  probable  lesions 
of  the  adnexa. 

Treatment. — May  22d,  1891,  first  galvano-caustic  intraute- 
rine negative,  thirty  milamperes,  five  minutes;  May  27th,  1891, 
second  galvano-caustic  intrauterine  positive,  forty-five  milam- 
peres, five  minutes;  June  1st,  1891,  third  galvano-caustic  intra- 
uterine positive,  fifty  milamperes,  five  minutes.  (N.  B. — All 
this  treatment  was  given  at  the  house  of  the  patient,  was  well 
borne,  without  any  incidents  or  after-effects.) 

Immediate  Results  {Pregnancy). — Treatment  suspended  in 
anticipation  of  the  menstrual  period,  which,  however,  did  not 
appear.  Beginning  of  a  pregnancy  in  the  first  days  of  June, 
which  progressed  normally  and  went  to  term.  Delivery  Febru- 
ary 28th,  1892;  very  large  child  weighing  eight  kilogrammes; 
difticult  labor,  terminated  by  forceps ;  death  of  child  after 
twenty-four  hours;  good  recovery  after  confinement.  Second 
Pregnancy. — A  second  pregnancy  commenced  in  June,  1892; 
normal  delivery  at  term,  February  21st,  1893;  good  recovery 
after  confinement. 

Status  presens  (March  21st,  1894). — Patient  states  that  she 
has  felt  perfectly  well  after  her  confinements ;  menses  regu- 
lar, arriving  at  a  fixed  day,  moderate  in  amount. 

Reflections. — This  case  is  of  the  greatest  interest  from  the 
fact  that  a  normal  pregnancy  going  to  term  succeeded  immedi- 
ately upon  three  galvano-caustic  intrauterine  applications  in  a 
woman  married  two  years  and  nulliparous.  A  second  preg- 
nancy followed  the  succeeding  year  without  any  additional 
treatment. 

Case   X. — Mme.  Y.  W. ;    referred   to  Dr.  Apostoli  by  Dr. 


ELECTRICAL   TREATMENT   IN   OYNKCOLOOY.  797 

Good,  December  13t.li,  1887.  -^t.  29  jears;  nullipara;  no 
miscarriages.  Menstruated  at  15,  married  at  26.  From  15  to 
26  always  well;  menses  regular,  without  pain,  normal  amount; 
no  leucorrliea.  Patient's  mother  nervous  ;  two  sisters  nervous. 
Taken  ill  three  months  before  marriage,  and  suffered  from  nerv- 
ous prostration  and  grave  neurasthenia  as  a  result  of  violent 
emotion.  Continual  insomnia  followed,  and  a  constant  pain  in 
left  side  of  abdomen,  with  difficulty  in  walking. 

Principal  Symptoms  (December,  1887). — Menses  regular,  but 
too  profuse,  and  painful ;  has  been  obliged  to  keep  her  bed  the 
first  two  days  since  her  marriage;  leucorrliea  for  some  years; 
walking  difficult  and  fatiguing;  appetite  normal,  digestion  bad  ; 
sleep  much  disturbed;  insomnia;  constipation;  frequent  desire 
to  urinate  ;  continual  left  ovarian  pain. 

Diagnosis. — Endometritis ;  left  ovaro-salpingitis  ;  grave  neu- 
rasthenia. 

Treatment.— From  December  18th,  1887,  to  June  15th,  1888, 
eighteen  galvano-caustic  intrauterine  applications,  of  which  two 
negative  and  sixteen  positive,  all  at  the  house  of  the  patient, 
from  thirty  to  forty  milamperes  each,  five  minutes  each  time. 
Treatment  rather  painful  to  the  patient,  with  immediate  aggra- 
vation of  nervous  prostration,  but  very  great  improvement  the 
day  after  each  sitting.  February  15th  and  March  5th,  1888, 
two  galvano-punctures,  under  chloroform,  in  Douglas'  cul-de-sac 
by  means  of  a  filiform  trocar  buried  to  the  depth  of  about  one 
centimetre;  each  sitting  sixty  milamperes  for  five  minutes,  and 
with  all  the  usual  antiseptic  precautions.     No  bad  after-effects. 

Immediate  Besults. — Has  been  gradually  growing  better  after 
this  treatment,  but  not  radically  cured.  Patient  left  Paris  for 
Switzerland  and  Italy,  and  has  had  no  other  intrauterine  treat- 
ment. 

Subsequent  Results  {Pregnancy). — Became  pregnant  for  the 
first  time  in  April,  1889.  Normal  delivery  at  term,  December 
26th,  1889.  The  child  was  healthy  and  well  developed.  Nor- 
mal recovery  after  confinement.  Seen  again  in  June,  1892, 
when  she  stated  that  she  had  felt  very  well  after  her  confine- 
tnent;  suffering  yet  some  at  the  menstrual  periods,  but  less 
and  less  each  time;  no  longer  any  pain  in  the  lumbar  region. 
She  felt,  in  a  word,  stronger  and  less  nervous. 

Status  presens  (1894:).— Seen  again  March  21st,  1894 ;  feels 
very  well  ;  menses  regular,  less  abundant  than  formerly,  and 
less  painful  ;  goes  to  bed  for  only  half  a  day  at  the  commence- 
ment of  menstruation  ;  less  leucorrliea ;  stronger,  less  nervous  ; 
less  pain  in  abdomen,  and  only  after  fatigue  and  taking  cold  ; 
walks  without  difficulty  ;  appetite  good,  digestion  better,  also 
sleep.  Siie  is  better  in  every  way,  and  believes  herself  cured  of 
her  old  neurasthenia. 

Reflections. — The  principal   features  of  this  instructive  case 
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are  :  1.  The  use  of  the  galvano-caustic  treatment  together  with 
gilvano-piincfciires  to  combat  an  endometritis  complicated  by 
inflammation  of  the  adnexa.  2.  The  subsequent  normal  evolu- 
tion of  a  pregnancy  in  a  nullipara,  testifying  to  the  efficacy  of 
the  above  treatment. 

Case  XI. — Mme.  de  Y. ,  sent  to  Dr.  Apostoli  June  27th, 
1890.  ^t.  22 years ;  nullipara ;  one  miscarriage  of  a  few  weeks. 
Married  at  20.  Habitual  good  health.  Ill  since  one  year; 
illness  commenced  with  delay  of  the  menses,  then  dysmenorrhea 
and  appearance  of  false  membranes.  Treated  without  result  at 
Toulouse  in  the  classical  manner  (intrauterine  injections  and 
curetting). 

Principal  Symptoms  (June,  1890). — Menses  irregular,  with 
delay  of  one  or  two  weeks  and  expulsion  of  false  membranes ; 
walks  with  ease  ;  slight  intermittent  pain  in  the  right  iliac 
fossa  ;  no  leucorrhea ;  no  constipation ;  good  appetite,  but  has 
lost  flo'sh  during  two  years. 

Diagnosis. — Slight  anteversion  ;  endometritis  without  hyper- 
trophy of  uterus  (sound  measures  six  and  one-half  centimetres) ; 
prolapsus  of  adnexa,  probably  without  inflammation. 

Treatment — From  June  28th  to  July  23d,  1890,  nine  galvano- 
caustic  intrauterine  applications,  of  which  seven  positive  and 
two  negative,  with  an  intensity  varjnng  from  fifty  to  ninety 
milamperes,  five  minutes  each.  Treatment  very  well  borne;  no 
bad  after-effects.     Treated  always  at  my  office. 

Immediate  Results. — Left  Paris  at  the  end  of  July  and  felt 
much  better  immediately  afterward.  The  false  membranes 
appear  less  often,  the  menses  otherwise  retaining  their  former 
character;  complete  disappearance  of  abdominal  pain;  general 
condition  excellent.  Returned  to  Paris  in  November  to  resume 
treatment. 

Second  Course  of  Treatment. — From  N^ovember  27th  to  De- 
cember 26th,  1890,  ten  galvano-caustic  intrauterine  positive 
applications,  averaging  from  eighty  to  one  hundred  and  fifty 
milamperes,  for  five  minutes;  well  borne, as  previously.  Treat- 
ment suspended  again  ;  condition  improved  this  time  also. 

First  Pregnancy. — Became  pregnant  in  April,  1891 ;  normal 
progress  for  seven  months.  At  the  seventh  month,  probably 
resulting  from  fatigue,  pain  in  the  lumbar  region,  then  severe 
neuralgia  of  the  stomach  and  intractable  vomiting  for  a  month. 
Appearance  of  albumin  in  the  urine  and  edema  of  the  lower 
extremities.  Delivery  at  eight  and  one-half  months,  December 
6th,  1891 ;  child  living,  but  died  two  days  afterward.  Normal 
recovery  after  confinement.  Peturn  of  menstruation  three 
months  later,  without  any  trouble,  and  complete  disappearance  of 
tile  false  membranes.  In  August,  1892,  slight  leucorrhea,  which 
yielded  to  antiseptic  injections.     In  September,  1892,  slight  re- 
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appearance  of  the  false  membranes  after  an  unusual  delay  in  the 
menstrual  period. 

Status  presens  (October  18th,  1892). — Has  grown  much 
stouter  and  appears  to  enjoy  excellent  health  ;  she  is  absolutely 
free  from  suffering,  and  complains  only  of  slight  return  of  the 
false  membranes.  Physical  examination  shows  the  condition  to 
be  perfectly  satisfactory. 

Third  Course  of  Treatment. — From  October  20th  to  Novem- 
ber 18th,  1892,  twelve  galvano-caustic  intrauterine  applications, 
of  which  nine  positive,  three  negative,  eighty  milatnperes  on  the 
average,  each  five  minutes.  Treatment  perfectly  well  borne,  as 
previously,  without  any  after-effects.  From  January  to  June, 
1893,  the  health  remained  perfect,  but  the  menstrual  periods 
became  more  and  more  delayed,  more  scanty,  but  no  pain. 

Secand  Pregnancy. — Became  pregnant  for  the  second  time  in 
June,  1893.  Normal  progress  until  the  seventh  month  ;  from 
this  time  albumin  in  the  urine  in  considerable  quantity.  Im- 
provement on  milk  diet,  but  not  disappearance.  Delivery  at 
term,  March  3d,  1894,  of  a  child  which  died  after  a  few  days. 

Reflections. — The  following  points  are  noteworthy  in  this 
case :  1.  The  efficacy  of  the  galvano-caustic  intrauterine  treat- 
ment in  combating  a  pseudo-membranous  endometritis,  which 
usually  proves  very  rebellions  to  classical  treatment.  2.  Two 
successive  pregnancies  following  shortly  upon  intrauterine  gal- 
vanic treatment  in  a  woman  previously  nuUiparous. 

Case  XII. — Mnie.  B.,  referred  to  Dr.  Apostoli  by  Dr.  Maury, 
April  28th,  1892.  JEt.  33  years  ;  one  child  5|  years  old.  Mar- 
ried  at  25.  Several  hysterical  attacks  since  marriage,  with 
various  intractable  symptoms  and  constant  left  ovarian  pain. 
Curetting  and  Schroder's  operation  performed  June  14th,  1891, 
without  any  improvement  following.  From  November,  1891, 
amenorrhea  lasting  six  months.  Various  and  diverging  opinions 
by  several  physicians  as  to  the  probable  inflammation  of  the  left 
ovary. 

Principal  Symptoms  (April,  1892). — Left  ovarian  pain  con- 
stant and  very  acute ;  daily  nervous  attacks ;  f aintness  and 
hysteria. 

Diagnosis. — Endometritis  ;  probable  inflammation  of  the  left 
ovary. 

Treatment.— Yi'om  April  28th  to  March  30th,  1892,  thirteen 
sittings  of  intrauterine  faradization  with  fine  coil;  also  static 
baths.  Treatment  very  badly  borne,  usually  followed  by  nerv- 
ous syncope  and  severe  nervous  crises,  interrupting  the  sittings. 
Patient  ceased  coming  for  treatment. 

Immediate  Results. — No  appreciable  symptomatic  result  of 
the  faradic  medication.  True,  it  was  applied  in  an  incomplete 
manner.     The  fact  that  the  faradic  treatment,  however  incom- 
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pletely  carried  oat,  was  unsuccessful,  proves  tliat  the  ovarian 
pain  was  not  of  an  essentially  nervous  nature,  and  that  there 
was  a  prohable  lesion  of  the  adnexa,  although  impossible  to 
recognize  by  bimanual  palpation. 

Subsequent  Results. — Unilateral,  left-sided  ovariotomy  Decem- 
ber 5th,  1892,  by  Dr.  Tegaud.  Good  results  after  operation. 
Immediate  relief  of  pains. 

Pregnanmj. — Became  pregnant  in  June,  1893;  progress  nor- 
mal; delivery  at  term,  March  21st,  1894.  The  latest  communi- 
cation from  the  patient,  received  in  the  end  of  March,  1894, 
reports  perfect  health  and  absence  of  all  pain. 

Refiectlons. — The  failure  of  the  faradic  treatment  in  this  case 
could  have  been  made  use  of  to  clear  up  at  once,  before  the 
laparatomy,  a  doubtful  and  obscure  diagnosis,  and  to  show  the 
necessity  at  an  earlier  date  of  an  operation  which  subsequently 
took  place.  This  same  intrauterine  electrical  treatment  did  not 
prevent  a  subsequent  normal  pregnancy. 

Case  XIII. — Mme.  B.,  sent  to  Dr.  Apostoli  in  April,  1885. 
^t.  28;  two  children. 

Diagnosis. — Endometritis  with  dysmenorrhea  and  frequent 
amenorrhea. 

First  Treatment  (1885). — Five  intrauterine  faradizations, 
from  April  13th  to  May  7th,  1885,  with  coarse  coil  and  bipolar 
electrode,  live  minutes  each.     Treatment  well  borne. 

Ivimediate  Results. — Immediate  improvement  and  disappear- 
ance of  amenorrhea,  but  persistence  of  endometritis.  Ceased 
coming  for  treatment. 

Second  Treatment  (March  21st,  1888). — Came  to  consult  me  for 
abdominal  pain  and  persistence  of  the  old  symptoms  of  endome- 
tritis. One  sitting  only  of  galvano-caustic  intrauterine  positive, 
sixty  milamperes,  live  minutes.  Treatment  well  borne ;  no  bad 
after-effects.     Again  ceased  coming  for  treatment. 

Suhsequejit  Results. — Became  pregnant  for  the  third  time 
in  June,  1889  ;  progress  normal ;  abortion  brought  on  after 
about  three  and  one-half  months,  in  October,  1889,  without  any 
bad  results  following.  Patient  was  lost  sight  of,  but  it  was 
learned  since  (January,  1894)  that  she  was  enjoying  a  fair  state 
of  health. 

ReHections. — This  observation,  although  very  incomplete, 
shows  the  favorable  influence  of  faradization  against  certain 
forms  of  amenorrhea.  One  cannot,  however,  affirm  that  all 
amenorrheas  are  amenable  to  this  one  form  of  electrical  medi- 
cation, for  the  greater  number  yield  readily  and  completely  to 
galvano-caustic  intrauterine    negative   treatment.     It  is  to   be 
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noted  that  a  pregnancy  followed  at  the  end  of  a  year  after  a 
single  application  of  galvano-caustic  positive,  and  it  is  to  be 
regretted  that  an  abortion  was  brought  on  by  the  patient  with- 
out my  knowledge. 

Case  XIV. — Mme.  V.,  sent  to  Dr.  Apostoli  by  Mme.  Erb, 
April  25th,  18S9.  ^t.  33 ;  three  children  ;  no  miscarriages. 
Menstruated  at  13,  married  at  22.  From  13  to  22  menses  regu- 
lar; very  moderate  ;  slightly  painful.  No  illness  during  child- 
hood, but  always  delicate.  First  child  at  term  at  23  years ; 
resumed  work  too  soon  ;  ill  after  continement.  Second  child  at 
term  at  26  years;  always  ill  since  this  continement;  beginning 
of  pain  in  abdomen  and  lumbago  ;  also  migraine.  Third  child 
at  term  at  29.  From  29  to  33  years  aggravation  of  condition  in 
spite  of  continued  treatment  for  uterine  disease,  without,  how- 
ever, interrupting  her  work  as  a  cook. 

Principal  /Symptoms  (April,  1889)  — Suffers  constantly  from 
lumbar  pain,  also  pain  in  left  side  of  abdomen  always  since  first 
confinement,  with  aggravation  after  second  confinement ;  menses 
regular,  very  moderate,  with  premenstrual  dysmenorrhea;  walk- 
ing very  difhcult ;  appetite  poor ;  digestion  disturbed ;  sleep 
disturbed ;  at  times  frequent  desire  for  urination  ;  no  constipa- 
tion ;  abdominal  and  lumbar  pains  aggravated  by  walking  and 
standing,  relieved  by  rest  in  bed. 

Diagnosis. — Endometritis;  left  ovaro-salpingitis  with  pro- 
lapse of  adnexa. 

First  Treatment. — From  April  25th  to  June  3d,  1889,  four 
galvano-caustic  intrauterine  positive,  with  progressively  increas- 
ing intensity,  sixty,  eighty,  one  hundred,  and  one  hundred  and 
fit^y  milampcres,  five  minutes  each.  Treatment  very  well  borne  ; 
no  marked  reaction  afterward. 

Immediate  Results. — Yery  marked  and  rapid  relief  of  the 
abdominal  and  lumbar  pains.  She  felt  so  well  after  the  fourth 
sitting  that  she  ceased  coming  for  treatment,  without  being  cured 
however. 

Subsequent  Results. — From  1889  to  1891  no  electrical  treat- 
ment, but  application  of  glycerine  tampons.  In  1891  symptomatic 
relapse ;  came  to  consult  me  for  a  return  of  the  same  symptoms 
after  an  absence  of  two  years.  Since  then  an  interstitial  fibroma 
has  developed,  the  size  of  a  fist. 

Second  Treatment. — Two  galvano-caustic  intrauterine  positive, 
the  1st  and  Gth  of  May,  1891,  seventy  to  eighty  milamperes,  five 
minutes  each.  Same  tolerance  to  treatment  as  before;  same 
symptomatic  relief  immediately  following. 

Immediate  Results  {Pregnancy). — Became  pregnant  for  fourth 
time  in  June,  1891  (a  few  days  after  the  last  galvano-caustic 
treatment).  Progress  normal ;  delivery  at  term,  March  1st,  1892, 
of  a  healthy  child  (which  died  six  months  later  from  whooping 
cough).  Feels  better,  as  regards  abdominal  pain,  since  last  con- 
61 
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linement;  lias  undergone  no  otlier  treatineiit.  Attacks  of  rlieu- 
niatisni  in  tlie  feet  during  live  montlis  last  -winter,  without 
interrupting  her  work,  however.     Loss  of  liesh  followed. 

Status  presens  (March  21st,  1894). — Menses  regular,  very 
moderate,  still  slightly  painful;  lumbar  pain,  but  nnich  less 
than  formerly;  pain  in  left  side  of  abdomen  is  also  diminished  ; 
walks  much  more  easily;  works  with  less  difiieulty  ;  sleep  still 
disturbed.  She  complains  especially  now  of  ex])eriencing  every 
month,  some  days  after  the  menstrual  ])eriod,  uterine  colic  and 
abundant  loss  of  watery  liuid ;  the  pain  then  ceases.  She  has 
been  applying  glycerine  tampons  every  month  for  about  eight 
months. 

Examination. — Slight  left  ovarian  pain.  Fibroma  is  greatly 
increased  in  size  and  now  reaches  half-way  up  to  the  umbilicus, 
having  doubled  in  size  since  1891.  Uterus  slightly  fixed  poste- 
riorly;  there  is  probably  no  lesion  of  the  adnexa  at  present. 

Rejlections. — The  chief  features  of  this  case  are:  1.  The  im- 
mediate benefit  from  the  intrauterine  galvanic  treatment.  2. 
The  normal  pregnancy  which  followed  a  second  course  of  the 
same  electrical  treatment,  in  spite  of  the  presence  of  a  fibroid- 
3.  The  growth  of  the  fibroid  in  spite  of  distinct  amelioration  of 
the  symptoms. 

Case  XV. — Mme.  L.  E.,  sent  to  Dr.  Apostoli  by  Mr.  Francis 
Koiix,  November,  1891.  JEt.  24;  one  child,  one  miscarriage. 
Menstruated  at  18;  from  18  to  21  menses  regular,  without  pain, 
profuse  always.  Pain  in  abdomen  since  first  sexual  relations- 
Much  intermenstrual  leucorrhea.  Seen  in  1885;  only  consulta- 
tion, without  intrauterine  treatment.  Continued  to  suffer  from 
pain  in  abdomen  from  1885  to  1892.  First  pregnancy  at  21  f 
delivery  at  term  February  19th,  1887.  Second  pregnancy  at  22  ; 
miscarriage  at  three  and  a  half  months  in  January,  1888,  after 
falling  down-stairs.     Aggravation  of  suffering  after  this. 

Principal  Symptoms  (November.  1891). — Menses  profuse, 
with  clots,  irregular  (delayed),  painful;  profuse  leucorrhea;  fre- 
quent micturition  ;  walking  and  standing  difficult,  painful ;  appe- 
tite poor;  digestion  disturbed;  sleep  disturbed;  very  nervous; 
pain  in  left  side  of  abdomen  aggravated  at  the  menstrual  period 
and  by  walking. 

Diagnosis. — Endometritis  with  probable  inflammation  of  ad- 
nexa on  left  side. 

Treatmejit. —In  November,  1891,  one  application,  galvano- 
caustic  intrauterine  positive,  fifty  milamperes,  five  minutes. 
Treatment  jiainful,  and,  contrary  to  my  instructions,  was  not  fol- 
lowed by  any  rest. 

Immediate  liesidts. — Hemorrhage  followed  the  same  evening; 
remained  in  bed  two  weeks  from  excessive  flowing ;  treated  by 
Dr.  Chenest;  ceased  coming;  for  treatment. 
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Subsequent  Iieaultx  {Pretjnancy). — Became  pregnant  for  the 
tliird  time  immediately  after;  pregnancy  not  recognized,  and 
attended  by  almost  continual  iiow  of  blood.  Miscarriage  at  three 
and  a  half  mon.tlis,  February,  1892,  without  any  appreciable 
cause.  Delivery  ditticult,  artificial ;  great  loss  of  blood  ;  re- 
mained in  bed "  two  m(»nths;  treated  still  by  Dr.  Clienest  (hot 
douches  and  cauterization  of  cervix  for  several  months).  No 
treatment  in  1803;  has  been  well. 

Status  j^resens  (March  19th,  1894).— Came  to  see  me  at  my 
request.  With  the  exception  of  a  typhoid  fever  in  1892  she  has 
been  well  since.  States  that  she  suffers  no  more  ;  no  more  leu- 
corrhea ;  she  walks  with  ease  and  complains  of  nothing,  but  is 
very  thin. 

Phynieal  Examination. — Slight  pain  on  abdominal  pressure. 
Uterus  slightly  displaced  downward,  large  (cervix  and  body)  and 
anteverted  ;  uterus  slightly  sensitive  on  being  elevated,  because 
of  remains  of  an  exudation  posteriorly,  the  result  of  an  old  para- 
metritis; adnexa  on  left  side  prolapsed,  slightly  sensitive,  but 
not  actually  inflamed.  In  a  word,  very  much  improved,  but  not 
cured  anatomically. 

Reflections. — Although  a  single  treatment  cannot  prove  any- 
thing either  for  or  against  the  treatment  which  I  advocate,  the 
fact,  however,  should  be  noted  that  this  one  sitting  was  followed 
almost  immediately  by  a  pregnancy  which,  unfortunately,  ended 
in  a  miscarriage. 

Case  XYL — Mme.  V.,  charcutiere,  sent  to  Dr.  Apostoli  by 
Mme.  Picart,  June  2Tth,  1892.  ^t.  24  ;  one  child,  a  year  old. 
Mother  very  nervous.  Menstruated  at  12,  married  at  22.  From 
12  to  22  years  menses  regular,  moderate,  without  pain;  no 
leucorrhea.  No  disease  in  childhood  or  before  marriage.  First 
pregnancy  at  23  ;  delivery  at  term  ;  beginning  of  present  illness 
shortly  after  confinement.  Loss  of  flesh  and  continual  digestive 
disturbances,  with  pain  in  left  side  of  abdomen. 

Pi'tncipal  Symptoms  (June,  1892). — Very  nervous  and  liyste- 
ical,  without  crises  ;  constant  ovarian  pain  on  left  side  ;  gastric 
disturbances  with  intense  gastralgia ;  frequent  attacks  of  ner- 
vous faintness  without  appreciable  cause  ;  difliculty  in  standing 
and  inability  to  do  her  ordinary  work;  appetite  capricious; 
digestion  often  disturbed ;  sleep  disturbed;  various  nervous 
troubles;  no  constipation  ;  at  times  frequent  desire  for  micturi- 
tion; leucorrhea  al)undant;  menses  normal,  regular,  moderate. 
Classical  treatment  without  success. 

Diagnosis. — Retroflexion  and  endometritis ;  prolapse  of  left 
ovary  with  probable  inflammation  ;  hysteria. 

Treatment  (1892).— From  June  28th  to  July  11th,  1892,  six 
successive   galvano-caustic    intrauterine    positive    applications, 
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forty  to  eight  V  niilainperes,  five  minutes  each,  with  static  baths 
after  eacli  sittijio:. 

Immediate  ResulU. — Considerable  nervous  reaction  after 
treatment  and  increase  of  fatigue,  probably  due  to  the  sittings 
following  too  closely  upon  one  another.  Patient  ceased  coining 
for  treatment  (seen  again  March  20th,  1894),  I  learn  that  she 
has  received  other  treatments  subsequently  (cauterization  of 
cervix,  aluminium  pessary,  daily  cold  douches).  She  states  that 
she  has  been  especially  benefited  by  the  cold  douches  as  regards 
lier  nervousness,  appetite,  and  sleep ;  the  left  ovarian  pain 
yielded  much  more  slowly. 

Subsequent  Eesidts  {l^regnancy). — Became  pregnant  for  the 
third  time  in  July,  1893  ;  progress  normal. 

Status  2)resens  (March  20th,  1894).— Feels  very  well,  looks 
well;  attends  to  her  work  with  ease  and  feels  stronger;  is  on 
the  point  of  being  confined.    (Delivery  normal,  at  term,  in  April.) 

Reflections. — This  nervous,  hysterical  woman,  afflicted  with 
ovarian  pain,  with  nervous,  gastric,  and  general  ailments,  with 
ovarian  lesions  (probably  not  yo.Y'^  grave),  was  subjected  to  an 
appropriate  electrical  treatment.  The  galvano-caustic  applica- 
tions seemed  at  first  to  aggravate  the  nervous  condition,  but  rest 
and  cold  douches  acted  as  sedatives,  and  a  progressive  improve- 
ment became  manifest,  of  which  a  part,  more  or  less,  can  and 
should  be  attributed  to  the  initiative  electrical  treatment,  al- 
though it  was  incomplete  and  of  short  duration.  A  subsequent 
normal  pregnancy  testifies  to  the  local  and  general  benefit  de- 
rived from  the  treatment. 

Case  XVII. — Mme.  G.,  storekeeper,  referred  to  Dr.  Apos- 
toli  by  Dr.  Dubonsquet,  April  15th,  1884.  Mi.  20  years  ;  one 
child  ;  no  miscarriage.  Mother  before  treated  by  me  for  a  hemor- 
rhagic fibroma.  Menstruated  at  lOJ  years,  married  at  16^  years. 
From  10  to  16  menses  regular,  somewhat  delayed  (amenorrhea 
six  months  from  taking  cold),  painless,  quite  profuse.  No  dis- 
eases of  childhood.  Immediate  pregnancy  after  marriage  ;  de- 
livery at  term  at  17^  years.  Pathological  condition  after  con- 
finement ;  has  always  had  pelvic  trouble  since  then  in  spite  of 
treatment. 

Principal  Symptoms  (April,  1884). — Suffers  constantly  from 
pain  in  left  abdomen,  rarely  in  the  right  side;  continual  lumbar 
pain  ;  walking  rather  difficult ;  menses  very  profuse,  somewhat 
painful,  with  clots  at  times,  but  regular ;  slight  leucorrhea  ; 
constipation  ;  aj)petite  variable ;  digestion  disturbed ;  nervous, 
without  crises  ;  frequent  desire  for  micturition  ;  no  intermen- 
strual fiow  of  blood  ;  sexual  relations  somewhat  painful. 

/>/<r/^/w.«.y.— Endometritis  with  hypertrophy  of  uterus  ;  prob- 
able inflammation  of  adnexa  on  left  side. 
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Treatment. — From  April  to  July,  1884,  eleven  applications  of 
intrauterine  faradization  M'itli  coarse  coil,  live  minutes  each.  In 
March,  1885,  two  applications  identical  with  the  preceding. 

Immediate  Results. — Yery  marked  relief  of  pain  under  this 
treatment;  no  action  on  menjses  or  on  leucorrhea.  Although 
the  treatment  was  not  iinislied,  the  ])atient  ceased  coming  ;  the 
galvano  caustic  treatment  proposed  was  not  taken.  From  21  to 
21:  years  the  situation  was  the  same;  did  n(»t  consult  any  phy- 
sician. 

Subsequent  Results. — At  21  second  pregnancy,  and  delivery 
at  term  of  a  healthy  child  ;  suffered  after  this  confinement  as 
after  the  preceding  one.  At  2.5  treated  hy  Dr.  Pean  for  a  year 
(local  treatment,  repeated  cauterizations  of  cervix,  etc.).  At  26 
third  pregnancy  ;  normal  delivery  at  term.  From  27  to  30 
years  (up  to  date)  condition  remained  the  same;  at  first  treated 
by  Dr.  Taubois,  then  by  Dr.  Peyrot.  For  four  months  daily 
warm  vaginal  injections,  then  two  successive  curettings  in 
March  and  October,  1892,  both  under  chloroform.  The  menor- 
rliagia  yielded  to  curetting  and  has  not  appeared  since,  but  the 
pain  in  the  left  side  has  remained  unchanged ;  no  other  treat- 
ment since  1892. 

Status  presens  (March  18th,  1891).— Came  to  see  me  at  my 
rerpiest.  The  condition  was  as  follows  :  Menses  regular,  mode- 
rate, lasting  three  to  four  days,  with  clots  at  times,  always 
slightly  painful  ;  slight  leucorrhea;  constant  pain  in  left  side  of 
abdomen  as  formerly,  also  in  lumbar  region  ;  pain  increased  by 
fatigue  and  standing ;  constipation;  frequent  desire  for  mictu- 
rition; coitus  slightly  painful;  appetite  good  ;  digestion  poor  ; 
feeling  of  suffocation  and  gastralgia,  especially  after  eating  ; 
walks  more  easily  than  formerly ;  no  nervous  attacks. 

^j3«w/?ia^/o;i.— Left  ovarian*^  pain  with  epigastralgia  ;  uterus 
much  hypertrophied,  anteflexed,  painful  on  being  elevated  ;  an 
old  posterior  parametritis  existing.  Prolapse  of  adnexa  on  left 
side,  very  painful  to  touch  and  probably  inflamed  ;  nothing  ap- 
preciable in  the  right  lateral  cul-de-sac.  In  fact,  the  anatomical 
condition  seemed  the  same  as  ten  years  ago  when  first  exam- 
ined. 

Reflections. — The  electrical  treatment  commenced  here  was 
insufficient  and  incomplete,  proving  again  that  the  faradic  cur- 
rent alone  is  powerless  to  cure  a  rebellious  endometritis  without 
the  supplementary  galvano-caustic  treatment.  The  faradic 
treatment,  however,  proved  a  real  benefit  as  regards  the  pain. 
It  is  to  be  noted  that  a  pregnancy  followed  three  years  after 
tills  treatment  without  any  other  additional  medication  in  the 
meantime. 

Case  XYIIL— Mme.  G.,  referred  to  Dr.  Apostoli  by   Dr. 
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Diibousquet,  April  23d,  1891.  ^t.  29;  nullipara;  no  miscar- 
riages. Mother  nervous;  hysterical.  Two  brothers,  of  whom 
one  is  nervous,  without  any  other  ailment.  Menstruated  at  11 ; 
cessation  of  menses  from  li  to  15  years.  From  15  to  19  menses 
irregular,  always  delayed;  very  moderate;  dysmenorrhea;  fre- 
quent periods  of  amenorrhea.  Married  at  19  ;  no  acute  illness 
either  before  or  after  marriage,  but  never  in  perfect  health. 
From  19  to  29  same  condition  of  menstrual  function  :  always 
irregular,  with  delays  varying  from  a  week  to  several  months 
without  known  cause ;  menses  rather  scanty  and  always  painful, 
at  times  even  compelling  her  to  remain  in  bed  for  one  or  two 
days.  Abdominal  pain,  localized,  always  to  left  (never  to  right), 
for  several  years;  pain  intermittent  with  exacerbations,  aggra- 
vated by  fatfgue ;  generally  relieved,  but  not  constantly,  by  rest 
in  bed,  and  usually  more  intense  at  the  time  of  menstruation. 
Treated  without  result  for  some  months  in  the  classical  manner 
(antiseptic  vaginal  douches  and  tonic  treatment). 

Principal  ^Symptoias  (April,  1891). — Left  ovarian  pain  ; 
dysmenorrhea  with  frequent  amenorrhea  ;  habitual  gastralgia ; 
appetite  poor  and  digestion  disturbed;  sleep  disturbed  ;  walking 
painful  and  work  difficult;  obstinate  constipation;  hysterical 
cough  followed  by  frequent  vomiting  ;  nervous  fainting  spells 
on  experiencing  vexation. 

Diagnosis. — Hysteria  ;  slight  left  ovaritis. 

Treatment  and  Immediate  Results  (April  23d,  1891).— First 
intrauterine  faradization  with  fine  coil  (current  of  tension),  with 
my  bipolar  electrode,  for  ten  minutes.  Immediate  disappear- 
ance of  ovarian  pain,  but  return  some  days  after.  Ceased 
treatment  on  account  of  leaving  Paris  for  a  short  time.  June 
23d,  1891,  second  intrauterine  faradization,  identical  with  the 
first.  After  each  seance  there  was  a  slight  oozing  of  blood. 
Again  relief  of  pain,  which  this  time  was  of  longer  duration, 
and  when  it  returned  again  it  was  milder.  January  25th,  1892, 
third  seance  of  faradization,  this  time  vaginal  only,  always  with 
the  current  of  tension  ;  the  large  bipolar  electrode  was  applied 
against  the  left  lateral  cul-de-sac.  [X.  B. — The  patient  states 
that  this  vaginal  application  -was  less  efficacious  (although  still 
sedative)  than  the  intrauterine  applications.] 

Pre/jnancy. — Became  pregnant  almost  immediately  afterward, 
in  February,  1892.  Pregnancy  was  painful,  although  normal ; 
delivery  October  22d,  1892,  at  about  eight  months,  of  a  small 
but  healthy  child  (which  is  still  living).  No  bad  results  after 
confinement ;  nursed  child  for  four  months,  then  engaged  a  wet- 
nurse.  Since  this  time  she  has  felt  much  better.  The  left  ova- 
rian pain  is  much  less  acute  and  less  frequent,  but  fatigue  brings 
it  on.  Return  of  menses  four  weeks  after,  and  since  then  there 
is  a  complete  change  in  their  character:  (1)  they  are  regular  on 
a  fixed  day  without  fail ;  (2)  more  abundant  than  formerly — four 
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or  five  days — and  with  vcrv  small  clots;  (3)  still  painful,  hut 
much  less  so  than  formerly. 

iStatus  pi'esens  (March  isth,  1894). — Patient  has  had  no  other 
treatment  since  that  given  by  myself.  She  looks  well ;  attends 
to  her  household  duties  much  more  easily  than  formerly;  less 
gastralgia ;  appetite  rather  poor  yet,  but  digestion  better ; 
6leep  no  longei-  disturbed;  walk  a  little  less  fatiguing;  con- 
stipation less  obstinate  ;  the  old  hysterical  cough  has  disap- 
peared since  her  confinement,  also  the  nervous  fainting  spells, 
which  she  now  has  only  at  rare  intervals.  In  a  word,  the  pa- 
tient states  that  she  felt  immediately  relieved  by  the  electrical 
treatment,  however  incomplete  this  was,  and  that  she  has  felt 
perfectly  well  ever  since  her  confinement. 

Physical  Examination. — On  palpation  slight  left  ovarian 
pain,  much  less  intense  than  formerly  ;  nothing  on  right  side. 
Slight  epigastralgia.  Slight  ante  version.  Uterus  seems  nor- 
mal ;  slightly  sensitive  on  being  elevated.  Bilateral  prolapse  of 
the  adnexa  ;  very  sensitive  to  touch,  especially  on  left  side,  but 
do  not  seem  to  be  infiamed.  The  anatomical  condition,  then,  is 
almost  the  same  as  at  the  time  of  her  first  visit,  before  the 
faradic  treatment. 

Reflections. — Two  facts  of  the  greatest  interest  characterize 
this  case  :  1.  The  immediate  and  lasting  relief  from  uterine 
faradization  with  fine  coil  in  the  case  of  an  intense  ovarian  pain 
of  long  standing.  2.  The  normal  evolution  of  a  pregnancy  im- 
mediately following,  after  ten  years  of  sterility. 

Case  XIX. — Mme.  D.,  referred  to  Dr.  Apostoli  by  her 
brother,  Dr.  X. 

Diagnosis. — Chronic  endometritis  with  probable  inflamma- 
tion of  adnexa. 

Treatment. — From  March  28tli  to  July  5th,  1884,  seventeen 
galvano-caustic  intrauterine  negative  applications  with  an  inten- 
sity varying  from  fifty  to  eighty  milamperes,  five  minutes  each. 
All  the  treatment  was  given  at  my  office,  and  was  well  borne, 
with  no  after-effects. 

Immediate  Results. — Continuous  and  complete  improvement 
up  to  the  time  that  she  left  Paris  at  the  end  of  the  treatment. 

Saljsequent  Results. — Pregnancy  two  years  later,  and  miscar- 
riage, without  known  cause,  at  the  end  of  1886.  In  1888  I 
learned  from  Dr.  Aecolas  that  she  has  had  another  pregnancy, 
going  to  term,  and  that  her  health  is  very  good.  The  last  news 
dates  from  1894,  and  this  is  also  good. 

Reflections. — The  absence  of  supplementary  information  from 
the  patient  herself,  whom  I  did  not  see  again,  explains,  to  my 
^reat  regret,  the  brevity  of  this  observation.  The  following 
points  are,  however,  to  be  noted  :  1.  The  curability  of  a  grave 
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endometritis  bj  a  series  of  galvano-canstic  intrauterine  applica- 
tions. 2.  The  subsequent  evohition  of  two  successive  preg- 
nancies. 

Case  XX. — Mnie.  D.,  dramatic  artist,  referred  to  Dr.  Apos- 
toli  by  Dr.  Galippe  in  October,  1885.  JEt.  25;  one  child  5 
years  old.  Pelvic  trouble  since  her  confinement ;  no  benefit 
from  the  classical  medication. 

Diagnosis. — Chronic  metritis  with  hyi)crtrophy  of  uterus  and 
inflammation  of  adnexa. 

Treatment  (1885-1886).— In  1885,  from  October  21st  to  De- 
cember 28th,  a  series  of  twenty-two  galvano-caustic  intrauterine 
negative  applications,  fifty  milamperes,  five  minntes  each.  In 
1880,  from  March  22d  to  October  9th,  a  series  of  twenty-nine 
galvano-eaustic  intrauterine  applications  identical  with  the  pre- 
ceding, all  in  my  office.     Treatment  well  borne  ;  no  after-effects. 

Immediate  and  Suhsequent  Results. — Continuons  and  \'q\"^ 
rapid  improvement  in  symptoms.  [N.  B. — The  patient  con- 
sidered herself  cured  long  before  the  end  of  her  treatment^ 
although  she  wished  to  continue  it  as  a  measure  of  precaution, 
to  avoid  a  dreaded  return  of  her  old  trouble,  which  had  caused 
her  so  much  suffering.  The  cure  remained  perfect  in  1887  and 
1888  without  any  other  treatment.] 

Relajyse. — In  May,  1889,  she  came  to  consult  me  for  a  return 
of  the  old  trouble,  due  to  a  recent  infection  (leucorrhea),  as  was 
shown  by  the  existing  specific  urethritis. 

Second  Treatment. — From  August  to  October,  1889,  eight 
new  galvano-eaustic  intrauterine  positive  applications,  wntli  an 
intensity  varying  from  eighty  to  one  hundred  and  ten  milam- 
peres,  five  minutes  each ;  treatment  well  borne  as  before,  and 
followed  by  an  immediate  relief  of  symptoms ;  health  good  in 
1890  ;  complains  of  no  pelvic  trouble  ;  no  treatment. 

Pregnancy. — Became  pregnant  in  August,  1891  ;  progress 
normal ;  delivery  at  term,  at  the  house  of  a  midwife  in  Paris,  in 
May,  1892;  sudden  death  twenty,  days  later  from  pulmonary 
embolism  at  the  moment  when  she  was  about  to  enter  a  carriage 
to  return  home;  no  autopsy  was  made. 

Reflections. — The  following  are  the  salient  features  in  this 
case:  1.  This  is  a  typical  case  of  radical  cure  of  a  grave  and 
chronic  endometritis  with  lesion  of  the  adnexa,  solely  by  means 
of  galvano-eaustic  intrauterine  treatment.  2.  A  late,  and  cer- 
tainly specific,  relapse  of  the  same  disease  was  cured  by  the 
same  method.  3.  A  subsequent  pregnancy  at  term  testifies  at 
the  same  time  to  the  symptomatic  cure  and  the  restoration  of  the 
functions  of  the  uterus. 

Case  XXI. — Mme.  M.  S.,  wine  merchant,  referred  to  Dr. 
Apostoli  by   Dr.  Mouin,  July  20th,  1889.     ^t.  29  years;  two 
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eliildren  at  term  ;  no  iiiisearriage.  Menstruated  at  15.  No  dis- 
eases of  cliildliood.  From  15  to  21  menses  regular,  scanty,  ])ain- 
less.  Married  at  21.  First  child  at  22  (1883) ;  normal  recovery 
after  confinement.  Second  child  at  24(1885);  pregnancy  nor- 
mal, but  pathological  condition  after  confinement.  Pelvic 
trouble  since  that  time.  Treated  without  success  by  several 
physicians  locally  and  generally.  IMenses  have  become  more 
and  more  scanty. 

Principal  Si/mptoms  (July,  1889). — Nervousness,  without 
nervous  crises ;  acute  abdominal  pain,  especially  to  the  left, 
never  to  the  right,  increasing  before  the  menstrual  periods; 
sexual  relations  painful,  almost  impossible  ;  leucorrhea  con- 
stant; menstruation  scanty,  only  a  few  hours;  absence  of 
menses  the  last  two  months;  constant  pain  in  lumbar  region  ; 
frequent  migraine;  anorexia;  digestion  disturbed;  sleep  dis- 
turbed; walking  difficult ;  work  difficult;  has  lost  much  flesh. 
In  a  word,  suffers  greatly. 

Diagnof^is. — Endometritis  with  left  ovaro-salpingitis ;  dys- 
menorrhea with  tendency  to  amenorrhea. 

Treatment.— Yvom  July  27th  to  August  30th,  1889,  eight  gal- 
vano-caustic  intrauterine  positive  applications,  from  fifty  to  one 
hundred  milamperes,  five  minutes  each,  all  very  well  borne, 
given  at  my  office.  Suspension  of  treatment  during  the  vaca- 
tion. From  October  5th  to  October  30th  three  galvano-caustic 
intrauterine  positive  applications  of  sixty,  eighty,  and  one  hun- 
dred milami)eres  ;  all  the  treatment  very  well  borne  ;  no  after- 
effec's. 

Immediate  Results. — From  the  first  sittings  there  was  marked 
benefit,  both  generally  and  locally ;  the  abdominal  and  lumbar 
pains  rapidly  diminished;  leucorrhea  considerably  diminished; 
the  gastric  disturbances  disappeared  ;  appetite  and  sleep  better; 
general  well-being  has  been  progressively  increasing;  menses 
more  al)undant,  in  October  lasting  three  days;  sexual  relations 
have  now  become  possible  and  not  painful.  In  October  the 
patient,  considering  herself  perfectly  cured,  wished  to  discon- 
tinue treatment. 

Third  Pregnancy. — Became  pregnant  for  the  third  time  in 
January,  1890  ;  normal  progress.  Delivery  at  term,  October 
3d,  1890,  of  a  healthy  child  ;  good  recovery  after  confinement. 
Remains  free  from  her  former  symptoms. 

Fourth  Pregnancy. — In  December,  1890,  commencement  of 
a  fourth  pregnancy  ;  at  first  progressed  normally,  afterward  mis- 
carried after  a  warm  bath  (?)  at  about  one  month  ;  remained 
in  bed  fifteen  days;  threatened  with  peritonitis;  treated  by 
Dr.  Kuff  and  a  midwife  ;  pathological  results  after  this  n)iscar- 
riage. 

Relapse. — Return  of  former  symptoms.  When  seen  again 
patient  was  found  to  have  anew  endometritis;  left  abdominal 


810  apostolt:  ultimate  results  of  conservative 

pain  ;  profuse  Icucorrliea  ;  tendency  to  amenorrhea  ;  complains 
niiicli  of  loss  of  memory. 

Dlag)iosis. — Endometritis  ;  uterine  subinvolution  ;  sound 
eight  centimetres  ;  probably  no  lesion  of  adnexa. 

Secoful  TreatmeiU  {iS9i). — From  October  9th  to  November 
6th,  1891,  three  galvano-caustic  intrauterine  positive  applica- 
tions, of  tifty,  seventy,  and  eighty  niilamperes,  five  minutes 
each.  Again  immediate  improvement ;  each  treatment  has 
been,  like  the  first  time,  remarkably  efficacious  ;  the  same  even- 
ing better  appetite  and  sleep,  the  following  day  more  able  to  do 
her  work.  Patient  ceased  coming  for  treatment ;  has  been  able 
to  resume  her  active  and  fatiguing  work,  and  considers  herself 
cured  anew. 

Subsequent  Results. — Came  to  me  at  my  request  March  14th, 
1894.  Health  flourisliing;  has  grown  much  stouter,  especially 
the  last  year ;  feels  well  in  every  way ;  no  more  pain  in  abdo- 
men or  in  lumbar  region  ;  menses  regular,  still  very  moderate, 
without  pain,  except  some  migraine ;  work  and  walking  very 
easy;  no  leucorrliea ;  appetite  and  digestion  very  good; 
sleeps  very  well;  sexual  relations  without  pain;  complains  of 
nothing.  Has  seen  no  other  physician  and  taken  no  other  treat- 
ment after  mine.  Is  now  33  years.  Has  not  had  any  illness 
since,  except  a  slight  enteritis  after  her  miscarriage.  No  local 
examination  made. 

Refiection^. — What  characterizes  this  observation  is,  briefly,  as 
follows:  1.  The  immediate  benefit  from  the  intrauterine  gal- 
vanic treatment ;  the  cure  was  so  rapid  and  surprising  that,  had 
I  not  beforehand  made  a  most  careful  examination,  I  should 
have  doubted  my  own  diagnosis.  2.  A  post-puerperal  return  of 
the  same  disease  was  treated  in  the  same  manner  with  equal  suc- 
cess and  certainty.  3.  Two  successive  pregnancies  which  fol- 
lowed the  first  electrical  treatment  plead  in  favor  of  the  curative 
value  of  this  medication  in  re-establishing  the  functions.  4.  The 
persistence  of  the  cure  after  years  testifies  to  the  efficacy  of  the 
treatment. 

Case  XXIl. — Mme.  C,  referred  to  Dr.  Apostoli  by  Dr.  Des- 
coust,  December  30th,  1890.  J^t.  30;  three  children  at  term, 
the  youngest  6  years;  no  miscarriage.  Menstruated  at  1-4;  from 
14  to  20  menses  regular,  moderate,  not  painful.  Married  at  20  ; 
very  good  health  before  marriage.  Ill  since  birth  of  second 
child,  with  aggravation  since  birth  of  third.  Pain  in  lumbar 
region  from  beginning,  persisting  for  seven  years,  with  exacer- 
bations;  pain  in  right  ovarian  region  since  last  childbirth. 
Treated  by  Dr.  Meniere  for  two  years  (wore  a  ring  pessary  for 
eighteen  months,  red-hot  puncture  of  cervix,  and  electrical 
applications);  improved  but  not  cured.     Treated  afterward  for 
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two  years  bv  Dr.  Desconst  (general  treatment,  a  season  at  Evian 
and  at  Contrexeville,  no  local  treatment) ;  no  improvement  in 
local  pain. 

CMef  Syitiptoms. — Kight  ovarian  pain  and  constant  lumbago; 
menses  irregular,  scanty  ;  frequent  desire  for  micturition. 

Diagnosis. — Hypertrophy  of  uterus  with  endometritis;  right 
ovaritis  with  prolapse  of  adnexa  on  right  side. 

Treatment. — In  1891  a  series  of  thirty-seven  galvano-caustic 
intrauterine  positive  applications,  with  an  intensity  varying 
from  forty  to  one  hundred  and  thirty  milamperes,  live  minutes 
each.  No  incidents  at  time  of  application  or  afterward;  im- 
provement continuous  and  almost  immediate  from  the  beginning 
of  the  treatment;  walks  more  easily;  relief  of  pain  in  lumbar 
region  and  abdomen  ;  right  ovary  remains  prolapsed,  but  the 
sensitiveness  to  touch  is  much  modified  ;  transient  return  at 
times  of  the  old  pains,  necessitating  a  prolongation  of  treatment. 
Ten   more  sittings  of   galvano-caustic   intrauterine   positive  in 

1892,  intensity  varying  from  forty  to  one  hundred  milamperes; 
a  few  static  baths  in  between.  General  condition  continues  to 
be  very  good  ;  the  local  condition  considerably  improved,  some 
relapse  at  times.     Four  galvano-caustic  vaginal  applications,  in 

1893,  to  right  lateral  cul-de-sac  by  means  of  an  electrode  pro- 
tected by  wadding;  sittings  from  forty  to  eighty  milamperes, 
five  minutes  each.  Same  excellent  general  condition  and  per- 
sistent improvement  locally,  but  not  a  radical  cure. 

Subsequent  Eesults  {Pregnancy). — In  August,  1893,  beginning 
of  a  normal  pregnancy,  the  progressive  and  regular  evolution  of 
which  I  followed.  March  7th,  1894, 1  saw  the  patient :  pregnant 
about  eight  months;  general  condition  good  ;  appetite  good  ;  no 
vomiting;  walks  easily;  looks  well;  complains  only  of  return 
of  lumbo-abdominal  neuralgia  for  a  month;  two  vaginal  bipolar 
faradizations  with  fine  coil  relieved  this  pain.  March  25th, 
pregnancy  still  progressing  normally.  Delivery  at  term.  May 
6th,  1891,  under  direction  of  Dr.  Grand  ;  good  recovery  after 
confinement. 

Reflections. — This  observation  is  a  very  good  example  of  in- 
flammation of  adnexa  considerably  improved  by  intrauterine 
galvanic  treatment,  even  to  the  point  of  making  possible  a  subse- 
quent pregnancy  which  progressed  normally  to  term. 

General  Conclusions. — If  I  should  continue  to  the  end  of  the 
eighty  observations  which  I  can  submit,  I  fear  I  should,  by. 
the  inordinate  length  of  my  communication,  abuse  the  place 
accorded  me.  I  shall  finish  my  observations  here,  therefore, 
referring  those  of  my  readers  who  are  interested  in  further 
accounts  to  the  complete  communication  which  I  shall  publish 
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soon  on  this  subject.  It  remains  only  to  present  to  you  now, 
in  the  form  of  ireneral  conchisions,  the  points  tliat  m'o  liave  to 
gather  from  this  article.  Intrauterine  electrotlierapy  (faradic, 
galvanic,  or  sinusoidal)  as  advocated  by  me,  prudently,  ration- 
ally, and  patiently  apj)lied,  merits  to  remain  at  the  head  of  con- 
servative gynecological  therapeutics  for  the  following  reasons: 

1.  Because  in  most  cases  it  assures  a  symptomatic  relief  which 
often  takes  the  place  of  cure. 

a.  Sovereign  in  its  eifects  on  endometritis  and  the  principal 
functional  troubles  (amenorrhea,  dysmenorrhea,  or  metror- 
rhagia). 

h.  Very  efficacious  against  non  cystic  fibromata. 

c.  Often  useful — not  always — in  non-suppurative  periute- 
rine inliammation. 

d.  Powerless,  of  itself  alone,  against  cystic  collections  of  all 
kinds,  and  suppurating  lesions  of  the  pelvis  or  vicinity. 

2.  Because  in  the  cases  where  it  is  inefficacious  its  failure  to 
benefit  can  be  made  use  of  (by  the  attentive  and  harmless  study 
of  its  reactions  during  and  after  application)  to  clear  up  or  con- 
firm a  doubtful  diagnosis,  and  thus  to  show  the  necessity  of  and 
hasten  a  surgical  interference  delayed  or  already  refused. 

3.  Because  if  the  immediate  symptomatic  results  of  its  appli- 
cation are  generally  favorable,  the  ultimate  results  offer  no  les& 
interest  by  reason  of  the  subsequent  pregnancies  observed. 

Eighty  women  treated  by  me,  and  solely  by  intrauterine  elec- 
tricil  applications,  have  had,  namely,  after  a  variable  delay,  but 
most  often  soon  after  the  end  of  treatment,  one  or  more  con- 
secutive pregnancies,  which  at  once  testifies  to  the  symptomatic 
and  functional  efficiency  of  the  treatment. 

In  conclusion  I  maintain  that  gynecological  electrotherapy,  far 
from  being  hostile  to  surgery — on  the  contrary,  often  pointing 
out  the  way  and  showing  the  legitimacy  of  its  indications — 
claims  an  important  role,  whether  it  be,  as  in  many  cases,  to 
avoid  a  dangerous  and  useless  mutilation  ;  or,  as  in  others,  to  em- 
phasize the  necessity  of  operative  interference ;  or,  in  fine,  in 
certain  cases  to  complete  the  work  of  surgery  which  has  exhausted 
its  means,  and  aid  in  the  most  efficacious  and  prompt  manner  in 
the  complete  relief  of  symptoms  and  restoration  of  functions. 
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No  accident  causes  the  physician  more  mental  anxiety  and 
shakes  his  reputation  more  than  the  occurrence  of  puerperal 
septicemia  in  his  patients.  How  important  this  subject  is  to 
me  will  be  apparent  to  you  when  I  say  that  I  have  been  called 
upon  as  many  as  five  times  in  a  week  to  see  cases  in  question 
for  five  anxious  and  unfortunate  medical  brothers.  Ever  since 
the  observations  of  Semmelweis  on  tlie  contagiousness  and  in- 
fectiousness of  puerperal  fever  have  been  accepted,  it  has  been 
the  aim  and  object  of  the  obstetrician  to  avail  himself  of  every 
means  which  would  reduce  the  number  of  cases  in  his  practice. 
Every  obstetrician  should  feel  that  in  a  very  great  majority  of 
cases  he  is  the  cause  when  his  patient  sickens  with  this  disease. 
The  sooner  we  recognize  this  the  better  for  our  wards  and  the 
better  for  the  profession.  Just  as  the  surgeon  knows  that  some- 
thing has  been  overlooked  in  an  operation  when  he  gets  septice- 
mia, so  the  obstetrician  should  seek  for  the  cause  of  his  failures. 

Please  remember  I  have  said  that  in  the  majority  of  cases 
the  obstetrician  is  to  blame.  There  are  times,  circumstances, 
and  conditions  when  it  becomes  unavoidable,  and  therefore 
beware  of  calling  a  professional  brother  unclean. 

Next  in  importance  to  the  prevention  of  this  disease  is  its 
early  recognition.  It  is  this  and  its  early  treatment  that  I  am 
especially  anxious  to  hear  you  discuss.  It  is  disastrous  to  hide 
our  fears  under  the  disguise  of  malaria  and  treat  with  a  handful 
of  quinine  pills  or,  as  is  so  common   now,  under  the  name  of 

1  Presented  at  the  seventh  annual  meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  at  Toronto,  September  19th-21st,  1894. 
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/(/  (j/'ippe.  Let  lis  immediately  know  wliat  the  symptoms  mean 
and  how  to  comhat  them,  as  a  delay  of  twenty-four  hours 
may  settle  the  patient's  fate  and  make  her  an  utterly  hopeless 
case.  It  is  not  my  purpose  to  give  you  a  lengthy  discourse  on 
the  pathology  of  the  disease;  suffice  it  to  say  that  the  presence 
of  pyogenic  bacteria  in  the  genital  tract  is  absolutely  necessary 
for  the  production  of  the  disease,  I  do  not  wish  to  go  into  any 
detail  as  to  the  symptoms  of  the  disease  under  consideration  ; 
allow  me  only  to  recall  what  at  tlie  bedside  is  sufficient  for  an 
immediate  interference. 

AVhen  a  woman,  on  the  second  or  third,  possibly  the  fourth 
day  after  her  labor,  has  a  sudden  chill  and  a  temperature  of 
ovei'  101°,  may  be  104°,  with  an  anxious  expression  of  the  face 
and  a  rapid,  full  pulse;  when  her  temperature  before  this  chill 
was  suspicious  at  100°  ;  when  possibly  her  uterus  at  a  bimanual 
examination  is  sensitive  on  pressure,  but  movable,  and  the 
broad  ligaments  are  not  the  seat  of  tumors;  when  the  cervi- 
cal canal  is  wide  open  and  there  is  a  fetid  and  fishy  odor  to 
the  linger  as  it  is  removed  from  the  vagina,  then  I  would  take 
the  necessary  steps  for  such  treatment  as  I  will  speak  of  below. 
Likewise  I  should  say  that  a  suppression,  or  rather  a  retention, 
of  lochial  discharge  needs  a  similar  attention.  To  assure  our- 
selves of  the  diagnosis  it  will  be  well  to  eliminate  by  careful 
examination  a  pneumonitis  or  symptoms  referring  to  it.  A 
ly:np!iangitis  of  the  breasts  due  to  fissured  nipples  must  be 
equally  carefully  eliminated.  An  acute  indigestion  or  a  rectum 
loaded  with  fecal  matter  will  often  produce  a  passing  rise  of 
temperature,  but  not  ^  chill;  and  a  saline  cathartic  with  a  dia- 
phoretic— say  ipecac — will  clear  up  the  case.  With  equal  care 
we  must  endeavor  to  eliminate  old  inflammatory  masses  on  either 
side  of  the  uterus  in  the  broad  ligaments.  We  may  have  an  old 
imprisuiied  abscess  or  pus  tube  which  has  produced  new  in- 
flammatory and  septic  symptoms  and  needs  quite  different  treat- 
ment from  that  of  which  this  paper  will  speak. 

If  we  still  feel  uncertain,  and  allow  several  hours  to  pass  after 
the  initiatory  symptoms  and  And  the  temperature  no  lower,  not 
having  given  an  antipyretic  to  misguide  us,  we  may  safely  goon 
with  what  seems  to  me  the  proper  and,  when  carefully  carried 
out,  a  safe  treatment.  During  the  last  ten  months  I  have  seen 
about  fifty  cases  of  septic  endometritis,  one-half  of  which  were 
at  term,  with  but  one  death.     This  case  should  hardly  be  con- 


OF   SEPTIC!    PUERPERAL    ENDOMETRITIS.  835 

sidered,  since  tlie  patient  was  in  a  semi-comatose  condition  from 
ptomaine  poisoning  and  liad  a  temperature  of  10i°  to  105* 
for  a  week.  She  died  in  twenty-four  hours  after  I  saw  her. 
I  do  not  know  of  any  cases  that  need  our  attention  so  much  and 
so  constantly. 

If  we  agree  that  the  disease  is  produced  by  pyogenic  germs, 
we  will  also  agree  that  the  fewer  there  are  in  the  uterus  and 
vagina  the  more  likely  will  the  patient  be  able  to  withstand 
their  onslaught.  We  will  further  agree  that  the  healthier  the 
tissue  the  less  chance  will  the  germs  have  to  enter  the  circula- 
tion. The  tissue  in  the  nterus  will  remain  healthy  in  propor- 
tion to  the  shortness  of  time  in  which  the  germs  are  allowed  to 
remain  in  the  uterus  and  the  possibility  of  preventing  their 
growth.  This  being  the  case,  it  must  be  our  endeavor  to  use 
those  means  which  experience  and  science  have  tanght  us  will 
destroy  or  prevent  germ  growth,  and  to  use  those  means  early, 
before  the  infection  has  penetrated  into  the  deeper  layers.  We 
may  not  and  do  not  always  succeed.  It  is  easier  to  prevent 
infection  than  to  cure  it,  and  a  good  deal  depends  upon  the 
resistance  of  the  patient. 

If  the  diagnosis  is  once  established  that  a  cavity,  let  it  be  the 
nasal  cavity,  the  ear,  the  pleura,  or  the  peritoneum,  is  tilled  with 
putrid  matter,  then  I  think  few  would  deny  the  propriety  of  re- 
moving this  and  keeping  the  cavity  clean.     Why  not  the  uterus  I 

If  the  cleansing  is  done  early  and  thoroughly  it  is  evident 
that  the  tissue  will  be  less  diseased  and  more  ready  to  withstand 
the  onslaught  of  the  few  septic  germs  remaining.  AVhat  fail- 
ures I  have  had  were  all  due  to  late  interference.  The  use  of 
quinine,  antipyretics,  aconite,  alcohol,  etc.,  is  not  going  to 
cleanse  the  uterus  of  a  mass  of  tilth. 

There  may  be  a  dilference  of  opinion  as  to  how  such  a  uterus 
can  or  should  be  kept  clean.  In  my  own  experience  the  best 
and  safest  method  is  as  follows  :  The  patient  should  be  placed 
under  an  anesthetic,  if  she  be  at  all  sensitive,  for  the  first 
operation.  She  is  then  put  on  a  table,  with  a  Kelly  perineum 
pad  or  an  ordinary  rubber  cloth  under  the  hips.  The  buttocks 
are  drawn  well  over  the  lower  edge  of  the  table  and  the  thighs 
flexed  on  the  abdomen.  All  the  outer  parts,  as  well  as  the 
vagina,  are  thoroughly  cleansed  with  soap  and  hot  water  and 
rinsed  with  a  solution  of  mercuric  bichloride  of  1  :  5000.  A 
perineal  retractorhaving  been  introduced,  the  anterior  lip  of 


816  ILL  :    EARLY    RECOGNITION    AND   TREATMENT 

the  cervix  is  caught  with  a  tenaculum  forceps  and  drawn 
downward  and  forward.  This  has  the  effect  of  straightening 
the  canal,  and  not  infrequently  a  gush  of  amnioniacal  grayish-red 
fluid  will  be  seen  to  escape  from  the  os.  From  the  moment  the 
speculum  is  introduced  a  stream  of  the  bichloride  solution  is 
constantly  kept  flowing  over  the  parts,  vulva,  vagina,  and  cervix. 
If  the  uterus  is  open,  as  it  usually  is,  a  long  glass  tube  bent  three 
inches  from  the  extremity,  or  a  large-sized  Fritsch-Bozeman 
catheter,  is  introduced  and  the  cavity  of  the  uterus  irrigated  with 
the  same  solution,  the  eye  closely  observing  the  outflow  of  the 
fluid,  as  it  is  most  important  that  its  escape  shall  be  unobstructed. 
As  soon  as  the  fluid  returns  clear  a  broad  curette  or  the  Rhein- 
stadter  irrigating  curette  is  thoroughly  but  carefully  applied  to  the 
whole  endometrium  to  remove  all  clots  of  blood  and  flakes  of  mem- 
brane.  If  the  case  is  of  short  duration  there  will  not  be  a  great 
flow  sf  blood,  but  a  case  of  several  days'  standing  will  often 
bleed  profusely.  At  times  shreds  of  membrane  which  the  curette 
misses  are  easily  removed  by  a  broad-bladed  forceps.  I  would 
warn  against  the  use  of  the  ordinary  narrow  uterine  dressing 
forceps,  as  being  entirely  too  pointed  and  therefore  dangerous. 
Unless  a  Kheinstadter  curette  is  used  a  constant  current  of  the 
solution  is  kept  pouring  over  the  cervix  and  vagina.  When  we 
are  satisfied  that  all  has  been  removed  the  uterus  is  again 
thoroughly  irrigated  with  the  above  solution.  When  I  can  get 
sterilized  water  I  prefer  it  for  intrauterine  irrigation.  The 
bloody  water  is  now  carefully  wiped  from  the  vagina  and  the 
uterine  cavity  loosely  filled  with  a  long,  narrow  strip  of  iodoform 
gauze.  This  strip  should  be  sufficiently  long  not  only  to  fill 
out  the  uterus  but  the  vagina  also.  After  the  uterus  has  been 
filled  the  vagina  is  dusted  over  with  iodoform,  carefully  cover- 
ing all  wounds  of  this  organ,  and  the  vagina  also  packed  with 
the  gauze.  This  dressing  insures  complete  drainage,  unless  the 
cervical  canal  and  uterine  cavity  have  been  packed  as  one  would 
for  hemorrhage.  After  twenty-four  hours,  or,  if  the  fever  has 
completely  subsided,  in  forty-eight  hours,  the  dressing  is  re- 
moved. A  complete  subsidence  of  the  fever  is  not  unusual. 
If  the  fever  rises  above  101.5°,  irrigations  of  sterilized  water 
are  used  every  four  hours,  and  once  a  day  the  bichloride  so- 
lution. As  soon  as  the  temperature  is  below  101°  nothing  is 
done.  When  circumstances  are  such  that  the  patient  cannot  be 
reached  often,  I  advise  the  injection  of  fifteen  grammes  of  a 


OF    SEPTIC    PUERPERAL   ENDOMETRITIS. 


817 


"five-per-cent  mixture  of  iodoform  and  sterilized  glycerine  liiiz:li 
up  into  the  cavity  of  the  uterus.  Thus  I  have  been  obliged 
to  treat  patients  from  one  to  twenty-seven  days.  All  vaginal 
■or  cervical  wounds,  especially  when  covered  with  diphtheritic 
patches,  I  treat  by  covering  them  with  iodoform  or  the  iodoform 
and  glycerine  mixture.  I  would  warn  against  cauterization  with 
the  chloride  of  iron  for  sloughing  or  diphtheritic  wounds  in  the 
vagina. 

This  procedure  I  can  recommend  to  your  consideration.  There 
are  some  who  are  sarcastic  enough  to  say  they  have  seen  patients 
get  well  in  spite  of  such  treatment.  To  such  I  should  say,  and 
I  know  of  them  personally,  that  at  their  hands  I  wonder  any 
sort  of  surgical  case  gets  well.  "We  hear  from  others  that  they 
have  known  severe  cases  to  get  well  without  such  so-called  heroic 
measures.  To  these  I  can  only  say  that  the  same  thing  can  be 
said  of  most  therapeutic  efforts,  as  we  have  no  means  by  which 
to  make  control  experiments.  It  is  certainly  not  with  the  desire 
of  doing  something  that  I  would  let  the  patient  undergo  such 
treatment.  To  say  that  there  are  no  dangers  or  accidents  to 
be  guarded  against  would  be  misrepresenting  facts ;  and  I  would 
be  the  last  man  to  recommend  this  method  to  a  rude  or  careless 
hand.  I  like  to  avoid  an  antiseptic  intrauterine  irrigation  when 
I  can  safely  do  so,  I  am  especially  opposed  to  carbolic  acid,  as 
I  have  several  times,  and  twice  in  the  same  patient,  seen  carbolic 
acid  solutions  produce  violent  convulsions  and  complete  insensi- 
bility lasting  for  an  hour  or  more. 

The  glass  tube  or  Rheinstiidter  curette  must  be  thoroughly 
emptied  of  air  before  its  introduction  into  the  uterine  cavity. 
The  hemorrhage  in  early  cases  is  rarely  severe  and  ceases  when 
all  foreign  matter  has  been  removed.  It  always  indicates  a  par- 
tial removal  of  an  adherent  piece  of  membrane,  placenta,  or 
blood  clot.  When,  however,  the  hemorrhage  occurs  during  an 
operation  which  is  done  several  days  after  the  onset  of  the  fe- 
ver, and  continues  after  thorough  curetting,  it  is  much  more  dan- 
gerous and  indicates  a  certain  amount  of  fatty  degeneration  of 
the  walls  of  the  uterus  and  poor  uterine  contractions.  The  prog- 
nosis in  these  cases  is  bad.  An  incident  which  is  alarming  is 
a  chill  almost  as  soon  as  the  patient  is  put  to  bed.  This  is  un- 
questionably due  to  a  sudden  large  absorption  of  septic  matter 
either  through  the  veins  or  lymphatics.  This  was  formerly 
looked  upon  by  myself  as  a  very  serious  matter,  as  it  meant 
52 
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septic  matter  in  the  c^eiieral  circulation.  It  is  nearly  always 
accompanied  by  a  sudden  rise  of  temperature.  Fortunately,  as 
I  soon  discovered,  there  was  soon  a  corresponding  lowering  of 
temperature.  I  believe  it  is  this  incident  which  has  frightened 
some  operators  into  standing  by  and  "  letting  Nature  take  its 
course,"  treating  symptoms  as  they  come  up.  Among  the  symp- 
toms wliich  they  most  forcibly  combat  is  the  liigli  temperature, 
and  they  combat  it  with  what  I  take  to  be  the  curse  in  medicine 
of  late  years — i.e.,  the  antipyretics.  It  simply  means  covering 
up  symptoms.  This  always  reminds  one  of  the  ostrich,  who 
hides  his  head  in  the  sand  so  as  not  to  be  seen  by  his  enemy. 
The  surgeon  recognizes  the  fever  as  the  enemy  and  lowers  the 
temperature  instead  of  removing  the  cause.  The  fever  does  not 
kill ;  it  is  the  septic  infection  that  kills. 

An  accident  which  may  occur  in  late  cases,  and  which  1  have 
seen  three  times,  twice  after  abortion  and  once  at  full  term,  is 
perforation  of  the  fundus  by  the  curette.  That  has  happened 
in  my  own  hands  and  in  the  hands  of  my  assistants.  It  is 
therefore  well  to  apply  the  instrument  with  the  greatest  cau- 
tion to  the  fundus  and  use  only  a  broad  curette.  The  ordinary 
uterine  curette  is  entirely  too  narrow.  Fortunately  all  these 
patients  got  well.  Since  my  experience  I  endeavor  to  avoid  the 
accident  by  keeping  one  hand  over  the  fundus  to  steady  the 
uterus. 

1002  Broad  street. 
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It  is  not  my  intention  to  introduce  to  you  any  new  form  or 
advocate  any  special  line  of  treatment  for  this  most  distressing 
malady,  but  to  outline  as  briefly  as  possible  the  different  methods 
that  we  have  at  our  disposal  and  which  have  given  me  greatest 

'  Read  before  the  Orange  County  Medical  Society,  at  Port  Jervis,  October  2d, 
1894. 
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satisfaction  in  my  work  at  the  Post-Graduate  Medical  School 
and  Hospital  of  JXew  York  City. 

The  treatment  of  malpositions  of  the  uterus  has  been  one  of 
the  most  tedious  and  troublesome  problems  with  which  the  pro- 
fession has  had  to  deal,  and  the  ingenuity  of  those  engaged  in 
the  special  practice  of  gynecology  has  been  taxed  to  the  utmost 
in  endeavors  to  devise  some  method  of  successfully  overcoming 
these  conditions  without  resorting  to  dangerous  surgical  means. 
Many  and  varied  have  been  the  methods,  both  medical  and  me- 
chanical, that  have  from  time  to  time  occupied  a  prominent  place 
in  our  text  books  and  journals  and  been  eagerly  grasped  by  phy- 
sicians anxious  to  find  some  means  of  relieving  their  suffering 
patients  from  this  most  pernicious  of  local  difiiciilties. 

The  proper  treatment,  either  surgical  or  non-surgical,  depends 
entirely  upon  our  ability  to  easily  restore  the  uterus  to  its  proper 
position,  and  the  inability  to  do  so  depends  solely  upon  compli- 
cations which  may  have  arisen  previous  to  our  seeing  the  case. 

The  Results  of  Infammation. — These  complications  will  be 
some  form  of  disease  in  the  tube,  ovary,  or  both  combined,  and 
adhesions  which  have  taken  place  about  them,  partially  or  com- 
pletely imprisoning  the  uterus  in  its  abnormal  position. 

If  these  can  be  clearly  made  out,  in  my  judgment  it  is  useless 
to  attempt  the  use  of  pessaries  ;  but  if  the  patient  is  so  situated 
that  she  cannot  or  will  not  receive  relief  by  surgical  means,  we 
should  not  necessarily  abandon  the  case,  but  continue  to  make 
efforts  to  relieve  her  symptoms  by  local  treatment  of  a  counter- 
irritating  nature,  such  as  the  use  of  iodine,  ichthyol,  borogly- 
ceride,  etc.,  and  the  support  of  tamponades.  Even  though  the 
uterus  is  displaced  and  fixed,  if  we  lift  it  bodily  into  the  pelvis 
and  support  it  by  such  tamponing  we  give  relief  to  the  patient, 
and  where  the  adhesions  about  the  uterus  are  frail  and  string- 
band  in  character  we  are  liable  in  time  to  break  them  up  or 
cause  their  absorption,  and  in  some  cases  finally  succeed  in 
restoring  the  uterus  to  its  proper  position.  If,  however,  the 
case  is  one  uncomplicated  by  adhesions,  in  which  the  uterus 
can  be  restored  to  its  normal  position  easily,  and  it  is  deemed 
advisable  to  resort  to  the  use  of  pessaries  rather  than  subject  the 
patient  to  a  serious  surgical  operation,  the  question  arises,  What 
form  of  support  shall  we  use?  There  are  many  in  the  market 
from  which  to  choose,  but  for  my  purpose  I  confine  myself  to 
the  use  of  three  varieties — Albert  Smith's,  Emmet's  hard-rubber, 
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and  Thomas'  soft-rubber  retroversion  pessaries.  When  I  cannot 
use  one  of  these  tliree  forms  I  resort  to  surgical  means,  and 
advise  cither  a  plastic  operation  upon  the  vagina  or  laparatomy 
and  fixation  of  the  uterus. 

To  fit  a  pessary  properly,  so  that  it  may  be  worn  without  fric- 
tion or  producing  pain,  requires  skill  and  good  judgment,  and  to 
do  it  successfully  the  patient  must  be  placed  in  the  Sims  posi- 
tion, well  on  the  left  side.  [Never  attempt  to  replace  a  rctro- 
displaccd  uterus  with  your  patient  lying  on  the  back.  Some  of 
you  may  ask  why.  To  restore  the  uterus  from  the  third  degree 
of  retroversion  to  the  normal  position  you  would  be  obliged  to 
force  it  quite  half  a  circle  against  the  pressure  of  the  weight  of 
the  intestines  which  are  in  front  of  it,  the  tension  of  the  blood 
vessels,  the  weight  of  the  abdominal  walls,  and  the  resistance 
the  patient  offered,  dependent  upon  the  amount  of  pain  you 
gave  her  in  your  efforts  to  restore  the  uterus. 

With  her  in  Sims'  position,  the  hips  well  elevated  and  the 
chest  depressed,  the  law  of  gravitation  comes  to  your  aid.  By 
drawing  back  the  perineum  with  a  Sims  speculum  you  at  once 
allow  air  to  enter  and  dilate  the  vagina;  the  venous  circulation 
is  at  once  relieved,  the  blood  gravitating  toward  the  greater  ves- 
sels of  the  abdomen  ;  the  intestines  gravitate  from  about  the 
uterus,  the  abdominal  muscles  are  relaxed ;  she  cannot  see  what 
you  are  doing,  therefore  makes  less  resistance.  Then,  grasping 
the  cervix  with  a  tenaculum,  you  draw  it  forward  gently  and  in- 
troduce your  elevator  or  sound.  If  the  uterus  is  not  imprisoned 
by  adhesions  it  can  be  readily  swung  to  its  normal  position  with- 
out much  pain  to  the  patient,  while  at  the  same  time  it  will  take 
a  higher  plane  in  the  pelvis,  owing  to  freedom  from  surrounding 
pressure,  than  it  would  had  it  been  replaced  while  the  patient 
lay  upon  the  back. 

Having  restored  the  uterus  to  its  proper  position,  your  next 
effort  would  be  to  choose  and  fit  a  pessary  that  will  maintain  it 
there  without  discomfort  to  the  patient,  and  the  task  is  some- 
times a  difficult  one.  It  is  seldom  you  meet  with  a  patient  who 
can  be  fitted  with  any  of  the  ready-made  instruments  without 
having  to  change  its  shape;  for  that  reason  I  use  the  Albert 
Smith  pessaries  more  than  any  other  make,  because  they  are  less 
brittle,  bear  heat  better,  and  can  be  much  more  easily  moulded 
into  different  shapes  without  breaking. 

Where  tenderness  exists  about  the  uterus  or  appendages,  then 
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I  use  a  soft,  elastic  support,  as  Thomas'  soft-rubber  retroversion 
pessary.  The  only  drawback  to  its  use  is  tliat  it  is  short-lived, 
the  soft  rubber  soon  decomposing  and  requiring  frequent  douch- 
ino^  to  keep  it  clean  ;  but  for  the  purpose  required  nothing  can 
take  its  place.  Whatever  instrument  you  use  should  be  so 
shaped  that  its  support  will  be  exerted  in  the  direction  of  the 
least  resistance  when  introduced,  making  pressure  on  a  line 
with  the  curve  of  the  pelvis  and  in  a  direction  posterior  to  the 
uterus.  Then,  by  lifting  the  cul-de-sac  up  in  the  pelvis,  it  will 
tilt  the  body  of  the  uterus  forward  and  carry  the  cervix  back 
toward  the  sacrum. 

If  a  pessary  is  not  properly  fitted  it  will  not  be  easily  borne 
by  the  patient ;  it  will  soon  cause  irritation  and  ulceration  ;  and 
I  have  seen  cases  where  it  would  bury  itself  in  the  tissues  at  the 
utero- vaginal  junction,  causing  not  only  great  distress  to  the  pa- 
tient, but  actually  doing  more  harm  than  good. 

Until  within  the  past  few  years  the  accepted  and,  I  may  say, 
only  method  of  treatment  for  any  and  all  cases  was  mechanical 
by  some  form  of  vaginal  support,  and  the  surgical  methods  of 
treatment  for  the  relief  of  complicated  displacements  that  have 
since  been  devised  as  a  direct  outcome  of  our  advanced  knowl- 
edge of  abdominal  surgery  would  at  that  time  have  been  con- 
sidered impossible. 

The  credit  for  one  of  the  greatest  boons  ever  given  to  suffer- 
ing humanity  has  been  accorded  to  Mr.  Tait,  who  by  his  bold 
and  successful  invasion  of  the  abdominal  cavity  opened  the  eyes 
of  the  profession  to  the  fact  that  what  had  been  considered  an 
extraperitoneal  pathological  condition  (a  cellulitis),  and  treated 
with  hot-water  injections,  iodine,  and  glycerine  packs,  was  really 
not  such,  but  an  intraperitoneal  disease,  in  many  cases  of  a  very 
grave  nature.  This  knowledge  opened  up  a  new  field  for  inves- 
tigation, both  physiological  and  pathological.  But  from  these 
combined  investigations  we  are  to-day  in  possession  of  certain 
facts  respecting  malpositions  of  the  uterus  which  otherwise 
would  have  defied  our  skill,  and  we  should  yet  be  attempting  to 
correct  them  with  the  sound,  pessaries,  tampons,  etc.,  and  still 
wondering  why  Nature  should  rebel  in  such  a  vigorous  manner 
occasionally. 

Whether  the  result  of  accident,  violence,  or  puerperal  changes, 
we  know  that  the  uterus  cannot  long  remain  in  a  malposition 
without  creating  marked  disturbance  in  the  blood  circulation  of 
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the  pelvis,  especially  that  of  the  venous  system.  The  veins  of 
the  broad  ligament,  which  have  no  lateral  support,  are  twisted 
and  made  tortuous  by  the  downward  displacement  of  the  ute- 
rus; passive  congestion  at  once  supervenes;  the  veins  are  put 
upon  the  stretch  and  weakened.  A  little  extra  abuse  is  be- 
stowed upon  the  uterus  by  a  forced  abortion,  the  careless  use  of 
the  sound,  exposure  to  cold,  or  violent  sexual  intercourse,  and 
the  passive  congestion  advances  a  step  to  the  first  stage  of  in- 
flammation, Nature  attempts  to  relieve  the  pressure  by  osmo- 
sis of  serum  and  lymph  into  the  peritoneum,  and  the  malposed 
uterus  is  soon  lirmly  fixed  in  its  abnormal  position  by  bands  of 
adhesions. 

It  is  not  an  uncommon  thing  for  the  laparatomist  to  see  such 
displaced  uteri,  tubes,  and  ovaries  covered  over  as  with  a  veil 
by  successive  layers  of  organized  lyrapli  that  will  offer  marked 
res  is  Lance  to  our  efforts  to  break  them  up. 

It  has  been  claimed  hy  the  advocates  of  mechanical  treatment 
that  packs,  pessaries,  massage,  etc.,  will  be  all-sufficient  for  these 
conditions.  It  may  possibly  be  due  to  my  want  of  diagnostic 
ability  and  manipulative  skill  in  the  management  of  such  cases, 
but  my  experience  in  the  management  of  long-standing  cases  of 
retrodisplacement  of  the  uterus  accompanied  with  a  history  of 
frequent  attacks  of  pelvic  pain  and  tenderness  will  not  allow 
me  to  concur  in  the  above  opinion,  for  I  have  found  many  cases 
where  attempts  to  restore  such  uteri  have  only  been  attended 
with  harm. 

There  is  abundant  clinical  evidence  to  show  that  of  all  the 
various  derangements  of  function  which  we  meet  with  in  the 
treatment  of  diseases  of  the  uterus,  by  far  the  greater  propor- 
tion of  them  are  traceable  to  the  existence  of  some  form  of  dis- 
placement or  to  the  secondary  effects  of  tliose  conditions.  It  is 
not  my  purpose  to  attempt  to  deal  with  simple  displacements  of 
the  uterus  that  have  been  of  short  duration  and  unattended 
with  any  form  of  periuterine  inflammation,  but  to  call  your  at- 
tention to  complicated  displacements  of  long  standing,  and  the 
methods  of  treatment  that  have  been  resorted  to  for  the  relief 
of  those  which  have  defied  the  skill  of  the  surgeon  to  relieve  by 
any  and  all  of  the  medicinal  or  mechanical  methods  at  our  dis- 
posal. 

All  authors  agree  that  of  the  various  displacements  to  which 
the  uterus  is  subject,  the   backward,  or    retrodisplacement,  is 
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much  tlie  most  frequently  met  with  and  gives  rise  to  the  great- 
est amount  of  trouble.  It  matters  little  whether  it  is  a  retro- 
flexion or  a  retroversion  ;  the  condition  is  always  pathological. 
The  cardinal  rules  of  treatment  laid  down  by  Graily  Hewitt 
were,  first,  to  attend  to  the  patient's  general  health,  and,  sec- 
ondly, to  restore  the  uterus  to  its  normal  shape  and  position  by 
the  use  of  some  form  of  vaginal  pessary.  Many  workers  in  this 
field  of  practice  have  found  it  impossible  to  always  succeed  in 
carrying  out  these  directions.  Pathological  changes  interposed 
a  barrier  above  the  vaginal  vault,  and  periuterine  adhesions 
would  strenuously  resist  the  pressure  of  a  vaginal  support,  until, 
wearied  with  vain  efforts  in  this  direction,  the  surgeon  sought  a 
more  radical  and  rapid  method  of  dealing  with  these  pernicious 
cases  by  opening  the  abdomen  and  treating  the  condition  from 
above. 

The  method  that  I  will  call  your  attention  to  first  has  been 
termed  hysterorrhaphy  by  Howard  Kelly,  of  Johns  Hopkins 
Hospital.  This  operation  was  first  performed  in  this  country 
by  T.  G.  Thomas,  of  New  York,  some  thirteen  or  fourteen 
years  ago.  It  was  rapidly  taken  up  and  practised  by  others,  and 
it  stands  to-day  one  of  the  foremost  at  our  command.  With  the 
usual  antiseptic  precautions,  an  incision  is  made  in  the  median 
line  of  the  abdomen  midway  between  the  umbilicus  and  pubes; 
then  introduce  two  fingers  into  the  abdominal  cavity  and  exam- 
ine the  appendages  ;  then  carefully  separate  the  adhesions,  if 
any  be  present,  direct  an  assistant  to  introduce  his  finger  into 
the  vagina  far  back  into  the  cul-de-sac  and  make  pressure  up- 
ward, in  that  way  assisting  you  in  elevating  the  fundus  so  you 
can  readily  grasp  it  with  a  tenaculum  and  draw  it  up  into  the 
abdominal  wound. 

With  a  knife  or  a  small  pair  of  curved  scissors  denude  the 
peritoneum  from  the  anterior  surface  about  the  size  of  a  twenty- 
five-cent  piece  ;  then  introduce  two  or  three  sutures  of  extra 
heavy  silkworm  gut  through  the  uterine  tissue,  taking  a  generous 
hold  so  there  will  be  no  danger  of  their  cutting  out  by  the  traction 
put  upon  them  by  the  weight  of  the  organ,  and  at  the  same  time 
guarding  yourself  that  you  do  not  penetrate  the  uterine  cavity  ; 
then  carry  your  suture  through  the  entire  abdominal  wall  on 
either  side  of  your  incision,  and  fasten  the  fundus  in  the  median 
line  midway  between  the  umbilicus  and  pubes,  and  close  the 
abdominal  wound  in  the  usual  way  ;  then  place  your  patient  in 
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the  Sims  position  and  introduce  a  Thomas  soft-rubber  pessary 
to  support  the  uterus  from  below,  to  relieve  the  traction  upon 
the  abduininal  sutures.  This  pessary  is  worn  by  tlie  patient  for 
about  six  months.  The  sutures  are  allowed  to  remain  in  about 
three  weeks,  which  is  sufficient  time  for  good  union  to  have 
taken  place  between  the  fundus  and  abdominal  wall. 

Another  method  I  will  call  your  attention  to  is  that  of  short- 
ening the  round  ligaments,  first  devised  by  Alexander,  of  Scot- 
land, in  1881,  for  the  relief  of  retrodisplacement  of  the  uterus. 
To-day  it  is  still  being  performed,  but  with  much  less  frequency 
than  formerly.  As  the  result  of  occasional  failures,  efforts  have 
been  directed  toward  some  modification  of  the  operation  that 
would  insure  universal  success.  That  devised  by  Edebohls,  of 
New  York,  is  the  same  as  that  of  Alexander  until  the  external 
abdominal  ring  is  exposed.  Instead  of  attempting  to  pick  up 
the  ligament  at  that  point  he  passes  a  grooved  director  along 
the  inguinal  canal,  and  with  a  knife  or  scissors  cuts  up  the 
canal  its  entire  length.  The  round  ligament  is  then  picked  up 
with  a  blunt  hook  at  tlie  internal  ring  and  gradually  drawn  for- 
ward, carrying  the  anterior  layer  of  the  broad  ligament  with  it ; 
the  latter  is  then  gently  pulled  off  the  round  ligament  and  al- 
lowed to  drop  back  through  the  internal  ring.  By  this  method 
the  ligament  is  more  easily  secured,  is  less  liable  to  be  broken^ 
and  with  care  there  is  no  reason  why  the  peritoneum  should  be 
opened.  The  ligaments  are  then  secured  by  passing  the  sutures 
through  them  in  reclosing  the  canal. 

Respecting  some  of  the  dangers  which  menace  the  success 
of  this  operation,  I  will  quote  from  Alexander's  own  report: 
"  Owing  to  the  disturbance  of  the  inguinal  rings  and  canal,  there 
is  no  doubt  a  slight  tendency  to  hernia  produced  by  the  opera- 
tion, requiring  plenty  of  rest  afterward  and  the  wearing  of  an 
abdominal  belt  for  some  time."  Alexander  admits  that  pelvic 
adhesions,  prolapsed  ovaries,  and  thickened  appendages  also  ren- 
der the  anatomical  success  of  the  operation  somewhat  uncertain, 
and  in  such  cases  advises  tliat  the  Hodge  and  stem  pessary  be  used 
while  the  healing  process  goes  on,  and  at  the  same  time  warns  u& 
to  be  prepared  to  find  the  result  a  therapeutic  failure,  owing  to 
the  dependence  of  the  symptoms  upon  some  other  cause  in  spite  of 
the  most  careful  local  examination.  If  we  couple  these  words  of 
advice  from  the  originator  of  the  operation  with  the  well-known 
fact  that  forcibly  pulling  the  uterus  forward  and  fastening  it 
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there  by  the  round  h'gaments  does  not  tell  us  anything  respect- 
ing the  pathological  condition  within  the  pelvis  which  caused 
and  maintained  the  uterus  in  its  malposition,  or  how  much  dis- 
ease the  malposition  has  directly  or  indirectly  produced  in  the 
appendages,  we  find  the  field  for  the  Alexander  operation  is 
limited  to  simple  cases  of  retroflexion  and  retroversion  unat- 
tended by  diseased  appendages  and  adhesions. 

The  third  method  I  will  speak  of  is  one  first  described  by 
A.  P.  Dudley,  of  New  York,  in  a  paper  read  by  him  before 
the  New  York  State  Medical  Association,  1890.  It  has  been 
given  the  term  "  desmopycnosis."  The  abdominal  incision  is 
made  and  the  tubes  and  ovaries  treated  the  same  as  in  other 
methods.  An  assistant  is  then  asked  to  place  two  fingers  within 
the  vagina  and  lift  the  uterus  as  high  as  possible  in  the  pel- 
vis. Aided  in  this  manner  you  are  able  to  bring  the  uterus 
up  through  the  abdominal  incision,  and  denude  the  peritoneum 
from  the  anterior  wall  in  an  oval  shape,  taking  care  not 
to  go  too  near  the  bladder.  Then  each  round  ligament  is 
brought  up  and  a  portion  of  the  peritoneal  covering  upon  the 
inner  side  of  it  denuded  to  correspond  with  that  upon  the  ute- 
rus. "With  catgut  sutures,  used  in  continuous  stitch,  sew  the 
three  denuded  surfaces  together.  In  adjusting  the  sutures  take 
care  and  pass  them  deep  enough  in  the  uterine  tissue  to  secure 
against  their  cutting  out  before  union  between  the  parts  has 
taken  place.  The  uterus  is  then  dropped  back  into  the  pelvis, 
and  the  traction  upon  the  round  ligaments  at  once  draws  the 
organ  into  a  position  of  anteversion  and  the  sutured  surface 
remains  in  apposition  to  the  posterior  surface  of  the  bladder. 

The  objects  attained  by  this  operation  are  threefold  : 

1.  It  shortens  the  round  ligaments,  without  sacrificing  any  of 
them,  sufliciently  to  hold  the  uterus  in  a  position  anterior  to  the 
perpendicular  line  of  the  body,  by  simply  changing  their  point 
of  uterine  attachment  and  including  with  them  the  anterior  fold 
of  the  broad  ligament,  across  which  the  round  ligament  passes 
to  reach  the  inguinal  canal. 

2.  Denuding  and  firmly  fastening  the  round  ligaments  to  the 
anterior  surface  of  the  uterus  thickens  and  gives  extra  support 
to  the  latter. 

3.  By  this  procedure  you  succeed  in  maintaining  the  uterus 
in  a  normal  position  without  fastening  any  portion  of  it  to  the 
anterior  abdominal  wall. 
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The  object  to  be  attained  in  all  of  these  operations  for  tlie 
relief  of  retrodisplaceraent  is  to  maintain  tlie  body  of  the  \ite- 
riis  in  a  position  anterior  to  the  perpendicular  line  of  tlie  body 
until  the  causes  which  produced  and  kept  up  the  displacement 
shall  have  been  relieved  and  the  uterus  allowed  time  to  return 
to  a  normal  condition. 

If  we  can  secure  this  result  without  imprisoning  the  uterus  to 
the  abdominal  wall  or  interfering  with  the  proper  function  of 
the  bladder,  it  certainly  is  an  advance.  It  is  applicable  to  only 
a  certain  class  of  cases.  It  is  not  called  for  in  cases  of  retro- 
displacement  of  the  uterus  unaccompanied  by  adhesions  or  peri- 
uterine disease.  It  is  unnecessary  in  cases  where  the  tubes 
and  ovaries  are  down  with  the  uterus  and  so  diseased  that  their 
removal  is  obligatory,  but  is  suitable  for  cases  where  we  find  the 
tube  unoccluded  and  the  ovary,  although  somewhat  enlarged  by 
cystic  degeneration,  not  hopelessly  diseased. 

Dudley  claims  the  following  advantages  for  this  method  over 
either  hysterorrhaphy  or  the  Alexander  operation  : 

1.  It  corrects  the  displacement  by  utilizing  the  natural  sup- 
ports of  the  uterus  without  sacrificing  any  of  them. 

2.  The  proper  diaphragmatic  action  of  the  pelvic  floor  is  not 
interfered  with. 

3.  The  bladder  is  not  imprisoned  in  the  least  and  its  proper 
action  is  undisturbed. 

4.  There  is  no  chance  for  intestinal  adhesions  about  the  line 
of  sutures,  for  the  latter  lie  in  apposition  to  the  posterior  sur- 
face of  the  bladder,  and  adhesions  taking  place  at  this  point 
simply  elongate  the  utero-vesical  junction. 

5.  In  case  of  impregnation  the  uterus  is  free  to  rise  in  the 
abdominal  cavity. 

6.  The  use  of  catgut  as  a  suture  material  in  the  operation  does 
away  with  the  dangers  of  the  formation  of  sinuses  by  the  liga- 
ture. 

219  East  19th  street. 
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WILLIAM  GOODELL.  M.D.,   LL.D. 


A  STRONG  man  has  fallen.  A  light  that  has  been  shining  for 
nearly  thirty  years  with  increasing  brilliancy,  has  gone  out.  A 
name  than  which  few  others  of  the  American  profession  in  this 
second  half  of  the  nineteenth  century  have  been  more  widely 
known,  is  now  written  in  the  ever-growing  list  of  the  dead.  A 
voice  sounding  so  often  with  clearness  and  power,  and  to  which 
doctors  listened  to  learn,  is  now  forever  silent. 

Upon  brief  notice,'  and  amid  the  pressure  of  other  urgent 
duties,  I  attempt  this  tribute  to  the  character  and  work  of 
William  Goodell. 

He  was  born  on  the  island  of  Malta  on  the  17th  of  October, 
1829.  His  father  was  a  missionary  of  the  American  Board  in 
Beyrout,  and  the  name  of  that  father  is  honored  among  those 
who  toiled  in  foreign  lands  under  the  auspices  of  this  Board. 
The  battle  of  Navarino  caused  the  temporary  removal  of  the 
family  to  Malta. 

The  son  was  supposed  to  have  derived  from  his  father  love  of 
humor,  while  the  graver  elements  of  his  character  came  from 
his  mother.  Goethe,  in  well-known  lines,  said  that  he  had  from 
his  father  stature,  earnestness,  and  stability  of  purpose,  and  his 
wit  and  fondness  for  story-writing  from  his  mother — in  some 
respects  the  very  reverse  of  what  has  been  stated  as  to  Dr. 
Goodell.  Kant  said  he  could  never  forget  that  his  mother 
caused  goodness  to  grow  in  his  soul ;  and  tiiis  is  the  testimony 
of  the  majority  of  eminent  men  as  to  maternal  influence  in 
childhood  and  youth. 

William  Goodell  entered  Williams  College  in  1847  and  gradu- 
ated in  1851.  Soon  after  completing  his  academic  studies  he 
became  a  student  of  Jefferson  Medical  College,  receiving  his 

'  A  few  days  ago  I  received  a  letter  from  the  editor  of  The  American  Jour- 
nal OP  Obstetrics  with  the  following  request :  "  May  I  beg  of  you,  in  be- 
half of  the  medical  profession,  as  well  as  the  family  of  Dr.  Goodell,  who  have 
been  consulted  in  the  matter,  to  write  a  memorial  sketch  for  publication  in 
this  journal.' 
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degree  in  18.j4.  Ho  returned  to  Constantinople,  that  was  tlie 
field  of  the  lie\ .  Dr.  GoodeH's  labor  after  about  a  year  spent  in 
^falta,  and  three  years  later  was  married  at  Smyrna,  Asia  IMiiior 
— wiiither  lie  had  gone  to  meet  his  bride  upon  her  arrival  from 
the  United  States — to  the  daughter  of  the  late  Judge  Thomas 
S.  Bell,  of  West  Chester,  Pa.  Ilis  father  was  still  engaged  in 
missionary  work,  but  the  son  was  not  satisfied  with  the  tield  of 
practice  afforded  in  Turkey  and  was  ambitious  to  have  better 
opportunity  for  his  life  work.  Carlyle  said  :  "  Find  out  your 
task;  stand  to  it:  the  night  cometh  when  no  man  can  work." 
But  it  is  of  the  first  importance  to  find  out  where  the  work  is, 
and  Constantinople  did  not  seem  to  the  subject  of  this  sketch 
a  suitable  place.  In  1861  he  returned  to  the  United  States, 
bringing  his  wife  and  their  child,  and  settled  at  West  Chester. 
Discouraged  by  the  slowly  coming  and  little  remunerative  prac- 
tice, he  had  decided  to  try  his  fortune  in  one  of  the  newer 
Western  States.  But  the  Hon.  William  Butler,  the  present 
United  States  District  Judge,  having  learned  from  one  of  the 
managers  of  the  Preston  Retreat  that  a  suitable  physician  to  be 
put  in  charge  of  this  institution  was  needed,  strongly  recom- 
mended Dr.  Goodell  and  made  earnest  efforts  to  secure  his 
ajipointment.  That  appointment  followed,  and  thus  the  oppor- 
tunity was  given  for  working  in  his  chosen  field  of  medicine  ; 
the  salary  was  ample,  so  that  pecuniary  embarrassment  was  at 
an  end;  and  at  the  same  time  there  was  sufiicient  leisure  from 
his  official  duties  to  let  him  spend  many  an  hour  among  the 
treasures  of  the  library  of  the  College  of  Physicians  :  he  used 
those  hours  in  diligent  study,  and  the  fruit  of  that  study  was 
often  shown  in  his  contributions  to  medical  literature  and  in  his 
teaching. 

In  1870  he  wa?  appointed  lecturer  on  diseases  of  women  in 
t\i3  Uaivjrjjty,  and  four  years  later  became  clinical  professor 
of  gynecology.  His  lectures  excited  much  interest  and  at- 
tracted not  only  many  medical  men,  but  also  lawyers  and  other 
educated  persons  not  belonging  to  the  medical  profession.  The 
University  buildings  were  then  on  Xinth  street,  al)ove  Chestnut. 

In  1887  he  resigned  his  position  at  Preston  Petreat,  and  in 
1893  his  professorship. 

For  two  years  before  his  death  Dr.  Goodell  suffered  from  in- 
somnia, unrelieved  by  hypnotics.  He  also  had  frequent  attacks 
of  go.ity  arthritic,  the  1 3ft  knee  and  ankle  being  chiefly  affected- 
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Want  of  health  prevented  his  attendance  at  the  Congress  of 
American  Physicians  and  Suri^eons  in  Wushin<i;t<)n    last  May 
and  the  paper  whicli  he  had  been  appointed  to  present  the  Con- 
gress, "The  Conservative  Treatment  of  the  Female  Pelvic  Or- 
gans," his  last  contribntion  to  medical  literatnre,  was  read  by 
another.     He  was  at  this  time  snffering  from  slight  paralysis  of 
the  left  ankle,  which  prevented  walking,  and  was  first  thought 
only  a  return  of  gout.     As  the  disorder  became  worse  he  started 
0!i   iiis   summer  vacation   quite  early,  going  to  Williamstown, 
Mass.,  where  he  had  rented  a  house  for  the  season.     The  para- 
lysis gradually  extended  up  the  limb,  and  his  attending  physi- 
cian, Dr.   Frank  W.   Olds,  requested  that  Dr.  Allan   McLane 
Hamilton  should  be  called  in  consultation.     Dr.  Hamilton  came, 
made  the  diagnosis  of  a  central  lesion,  and  predicted  a  fatal  re- 
sult.    A  pleuro-pneumonia  occurred,  and,  following  this,  paraly- 
sis of  the  left  arm.     lie  was  brought  home  the  last  of  Septem- 
ber, and  for  a  time  seemed  better  and  was  more  cheerful,  but 
strength  steadily  declined.     In  the  latter  part  of  October  two  or 
three  times  an  attack  of  unconsciousness,  lasting  some  hours, 
happened.     At  2  o'clock  on  the  morning  of  the  27th  of  October 
the  end   seemed  at  hand,  and  at  9:30  o'clock  he  breathed  his 
last.     Airs.  Goodell  and  four  children,  two  sons  and  two  daugh- 
ters, remain. 

In  religious  belief  and  profession  Dr.  Goodell  was  an  Episco- 
palian, and  at  the  time  of  his  death  a  member  of  St.  Luke's. 

The  funeral,  which  was  private,  was  on  the  30th  of  October, 
his  body  being  taken  to  its  last  resting  place  in  Woodlands 
Cemetery^,  the  representatives  of  the  Medical  Department  of 
the  University  accompanying  the  remains,  lectures  having  been 
suspended,  and  the  Hag  on  the  University  at  half-mast. 

Dr.  Goodell's  contributions  to  medical  literature  were  nume- 
rous, and  some  of  them  of  more  than  temporary  value.  The  list 
which  is  appended  to  this  tribute  has  been  copied  from  his  own 
record.  The  only  book  he  wrote  was  "  Lessons  in  Gynecology," 
which  has  passed  through  three  editions,  the  first  being  issued 
in  1879.  By  his  request  I  reviewed  this  work  in  the  Medical 
and  Surgical  Reporter^  and  of  course  found  ample  ground  for 
warm  commendation,  especially  in  this,  that  Philadelphia  had 
been  so  long  silent  in  contributions  either  to  obstetrics  or  dis- 
eases of  women,  and  now  the  protracted  silence  was  so  bravely 
broken!  The  book  sold  rapidly;  indeed,  the  supply  was  soon 
exhausted,  and  a  new  edition  appeared  the  next  year.     It  was 
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Dr.  GoodelTs  hope  to  issue  tlie  fourth  edition,  and  to  tliis  end 
lie  had  done  some  work  in  revising  the  third. 

As  a  teacher  in  the  University  he  was  associated  for  a  greater 
or  less  time  with  many  able  and  eminent  men.  There  was  Pen- 
rose, one  of  the  best  teachers  of  obstetrics  Philadelphia  lias  ever 
had  ;  and  there  were  Leidy,  Agnew,  Ashlmrst,  and  other  great 
instructors;  and  Goodell  was  as  able  in  his  own  department  as 
any  one  of  these  in  his.  Herein  was  the  test  of  his  power,  for 
if  a  profe.>sor  falls  materially  below  his  associates  in  teaching 
ability  it  would  be  well  were  he  to  seek  some  inferior  work. 
If  professorships  become  venal,  or  rewards  for  cunning  and 
nnscrupulons  schemers,  or  tributes  to  family  influence  and  social 
power,  there  can  be  only  evil  results  in  the  end.  No  such 
taint  attached  to  Dr.  Goodell's  appointment,  no  such  suspicion 
could  be  whispered,  and  by  his  able  teaching  he  vindicated  the 
wisdom  of  those  who  appointed  him.  Few  men  combine  the 
necessary  knowledge  and  the  power  of  imparting  it  in  such  a 
way  that  students  will  listen,  understand,  and  remember,  but 
to  Dr.  Goodell  belonged  both  the  knowledge  and  the  power. 

He  was  especially  well  qualified  to  teach  diseases  of  women 
by  knowledge,  both  theoretical  and  practical,  of  obstetrics,  and 
his  great  success  as  a  specialist  was  in  a  large  measure  due  to  his 
obstetric  study  and  experience.  I  believe  it  is  an  error  in  medi- 
cal teaching  and  practice  to  separate  obstetrics  and  diseases  of 
women,  for  the  two  are  essentially  united.  One  day  this  arbi- 
trary and  unjust  divorce,  so  commonly  prevailing  in  American 
medical  schools,  must  cease,  and,  wiser  counsels  prevailing, 
their  teaching  will  conform  with  that  invariably  observed  in  the 
German  schools. 

A  teacher's  greatest  glory  is,  not  so  much  in  what  he  says  and 
does,  as  in  what  he  enables  others  to  say  and  do.  Able  and  suc- 
cessful pupils  are  the  brightest  jewels  in  the  crown  of  his  fanje. 
Tried  In-  this  test.  Dr.  Goodell's  honor  and  renown  are  assured. 

He  was  a  pioneer,  and  even  if  others  have,  or  will,  push  their 
progress  beyond  where  his  ceased,  they  could  not  have  gone  so 
far  if  he,  or  some  one  like  him,  had  not  led  at  first  the  advance. 
Herbert  said  :  '-  A  dwarf  on  a  giant's  shoulders  sees  further  of 
the  two  "  ;  and  still  more,  if  giant  climbs  on  giant  he  will  see 
further.  Wordsworth,  the  great  poet  of  Nature,  believed  that 
he  had  to  create  the  taste  by  which  his  writings  were  to  be 
enjoyed.     Dr.   Goodell   contributed  materially,  particularly   in 
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Philadelphia,  to  create  the  department  in  which  he  labored  so 
snccessfullv,  and  in  wliich  specialists  now  swarm — for  where 
the  carcass  is,  there  will  be  the  gatherin^^  of  the  eagles. 

Dr.  Goodell's  papers  are  good  examples  of  clear  and  strong 
English.  JSTevertheless  he  did  not  write  with  facility,  and  his 
sentences  frequently  cost  much  labor,  so  severe  was  his  critical 
faculty,  though  ever  art  concealed  the  art.  There  was  a  con- 
stant progress  in  the  vigor,  clearness,  and  simplicity  of  his  lan- 
guage from  year  to  year,  as  there  must  be  in  the  utterances  of 
every  scholarly  man.  Like  the  athlete  who  rids  himself  of  each 
ounce  of  superfluous  tissue,  so  the  writer  eliminates  from  his 
sentences  any  unnecessary  word  in  order  that  the  idea  may  be 
clear  and  distinct,  the  thought  standing  out  in  perfect  strength 
and  not  hidden  in  pleonasm. 

He  understood  the  motives  of  men,  had  a  rare  facility  in  read- 
ing the  book  of  human  nature.  Herein  he  was  as  wise  as  a  ser- 
pent, but,  if  controversy  arose,  hardly  as  harmless  as  a  dove. 
He  had  great  force  of  character  and  firmness  of  purpose.  He 
could  not  be  easily  found  off  his  guard  or  thrown  from  his 
balance.  He  was  a  well-poised,  watchful,  strong  man.  Dr. 
Johnson,  in  discussing  Pope's  "Epitaphs,"  remarked  that  ''the 
greater  part  of  mankind  have  no  character  at  all,  have  little 
that  distinguishes  them  from  others  equally  good  or  bad,  and 
therefore  nothing  can  be  said  of  them  which  may  not  be  ap- 
plied with  equal  propriety  to  thousands  more."  But  Dr. 
Goodell  had  an  individuality  distinguishing  him  from  the  mass 
of  men,  even  of  eminent  men. 

So  far  as  pecuniary  success  is  concerned.  Dr.  Goodell's  work 
had  abundant  reward.  One  year  his  professional  fees  amounted 
to  fifty  thousand  dollars,  and  during  the  last  few  years  his  an- 
nual income  was  but  little  less  than  that  sum. 

The  entire  number  of  his  abdominal  sections  was  six  hundred. 
From  his  son,  Dr.  W.  Constantine  Goodell,  I  have  the  following 
statements  :  "  He  has  had  but  few  operations  for  the  removal  of 
the  ovaries  when  the  disease  was  not  decided,  for  he  was  thor- 
oughly conservative,  and  believed  that  where  there  is  any  doubt 
all  other  means  should  be  first  tried.  This  was  his  reason  for 
assuming  the  expense  of  a  private  hospital,  for  he  had  so  many 
cases  sent  him  from  all  over  the  country,  girls  and  young  mar- 
ried women,  who  were  doomed  to  castration  for  no  other  reason 
than  ovarian  congestion  or  neuralgia,  fancied  or  real,   that  he 
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absolutely  refused  operatinir  and  would  advise  rest  treatment 
instead.  Therefore  the  number  of  his  major  operations  was 
small  consideriuii:  the  number  of  women  he  treated." 

The  number  of  his  operations  for  tears  of  the  perineum  and 
of  the  cervix  was  also  about  six  hundred. 

Dr.  Goodell  received  many  honors  and  was  a  member  of 
several  professional  organizations.  lie  was  an  honorary  fellow 
of  the  Edinburgh  Obstetrical  Society,  corresponding  fellow  of 
the  London  Obstetrical  Society,  iionorary  fellow  of  the  Imperial 
Medical  Society  of  Constantinople,  one  of  the  founders  of  the 
American  Gynecological  Societ}'^  and  its  acting  president  in 
1878;  he  was  a  member  of  various  local  organizations — the  Col- 
lege of  Physicians,  Philadelphia  Obstetrical  Society, Philadelphia 
County  Medical  Society,  etc. ;  member  of  the  State  Medical  So- 
ciety, of  the  American  Medical  Association,  and  of  the  Ameri- 
can Congress  of  Physicians  and  Surgeons.  Last  spring  he 
received  the  degree  of  LL.D.  from  Jefferson  Medical  College. 

His  successful  career  is  a  testimony  to  his  signal  ability,  his 
tireless  energy  and  perseverance.  Plato  said:  "To  honor  with 
hymns  and  panegyrics  those  who  are  still  alive  is  not  safe;  a 
man  should  run  his  course  and  make  a  fair  ending,  and  then 
we  will  praise  him."  The  name  of  William  Goodell  is  worthy 
and  will  receive  the  praise  of  the  profession,  both  at  home  and 
abroad.  He  was  no  mushroom  springing  up  in  a  night  and 
perishing  in  a  few  days,  but  an  oak  of  many  years'  growth, 
sturdy  to  battle  with  the  storms,  and  strong  to  send  out  its 
sheltering  boughs  over  a  wide  extent.  Men  will  come  and  men 
will  go  in  the  profession,  but  not  many  of  them  in  a  genera- 
tion will  be  his  peers.  t.  p. 

PAPERS   BY   DU.    WILLIAM   GOODELL. 

1.  Concealed  Accidental  Hemorrhage  of  the  Gravid  Womb,  with  one  hun- 
dred and  six  cases.  American  Journal  of  Obstetrics,  August,  1869,  page 
281. 

2.  A  Case  of  Chorea  complicating  Pregnancy.  American  Journal  op 
Obstetrics,  vol.  iii.,  1870,  page  140. 

3.  A  Critical  Inquiry  into  the  Management  of  the  Perineum  during  Labor. 
American  Journal  of  Medical  Sciences,  January,  1871,  page  53. 

4.  A  New  Mode  of  Delivering  the  After-coming  Head  in  Contracted  Pelves 
American  Journal  of  Obstetrics,  1871,  page  484. 

5.  On  Early  Puberty.     American  Journal  of  Obstetrics,  1871,  page  670. 

6.  Lecture  on  Monstrosities,  illustrated  by  a  remarkable  living  double  mon- 
ster.    Philadelphia  Medical  Times,  June  loth,  1871,  page  332. 


IN    MEMORIAM. 


838 


7.  Conjugal  Onanism  and  Kindred  Sins.  Philadelphia  Medical  Times,  Feb- 
ruary 1st,  1872,  page  161. 

8,  9, 10.  Three  Lectures  on  Fibroid  Tumors  of  the  Womb.  Ibid.,  pages 281, 
301,  321. 

11.  Some  Ancient  Modes  of  Delivery.  American  Jodrnal  op  Obstetrics, 
February,  1872,  page  664. 

12.  A  Plea  for  the  Tractor.     American  Practitioner,  January,  1878,  page  23. 

13.  Discussion  on  the  Application  of  the  Forceps.  American  Journal  op 
Obstetrics,  vol.  v.,  1873,  page  343. 

14.  Annual  Address  before  the  Philadelphia  Obstetrical  Society,  which  gave 
birth  to  the  "Special  Rules  for  the  Management  of  Infants  during  the  Hot 
Season,"  of  which  over  one  hundred  thousand  copies  have  been  printed  and 
distributed  all  over  the  country.  American  Journal  of  Obstetrics,  1873, 
page  606. 

15.  Report  on  the  Progress  of  Obstetrics  and  Gynecology.  Transactions  of 
the  Medical  Society  of  Pennsylvania,  1873. 

16.  The  Relation  of  Faulty  Closet  Accommodation  to  Diseases  of  Women  ; 
also  the  editorial  in  the  same  issue.  Philadelphia  Medical  Times,  August, 
1873,  page  737. 

17.  18.  Two  Clinical  Lectures  on  Prolapse  of  the  Womb.  Philadelphia 
Medical  Times,  1873,  pages  97,  129,  145,  161,  177. 

19.  Biographical  Memoir  of  Hugh  L.  Hodge,  M.D.  Transactions  of  the 
Medical  Society  of  Pennsylvania,  1874. 

20.  The  Means  employed  at  the  Preston  Retreat  for  the  Prevention  and 
Treatment  of  Puerperal  Diseases.  American  Supplement  to  Obstetrical  Jour- 
nal of  Great  Britain,  July  and  August,  1874. 

21.  Some  Practical  Hints  for  the  Treatment  and  the  Prevention  of  Diseases 
of  Women.  Philadelphia  Medical  and  Surgical  Reporter,  January  and  Feb- 
ruary, 1874. 

22.  President's  Address  to  Philadelphia  Obstetrical  Society,  with  memoirs  of 
Dr.  George  Pepper  and  Dr.  Augustine  Fish,  1874. 

23.  Clinical  Lecture  on  some  Affections  peculiar  to  the  Female  Urethra. 
Philadelphia  Medical  Times,  October  24th,  1874,  page  49. 

24.  Management  of  Head-last  Labors.  Philadelphia  Medical  Times,  March 
20th,  1875,  page  385. 

25.  Two  Clinical  Lectures  on  the  Causes,  Prevention,  and  Treatment  of 
Laceration  of  the  Female  Perineum.  Philadelphia  Medical  Times,  November, 
1875,  pages  74  and  97. 

26.  Clinical  Memoir  on  Turning  in  Pelves  narrowed  in  the  Conjugate 
Diameter.     American  Journal  of  Obstetrics,  August,  1875,  page  193. 

27.  Lengthy  Discussion  on  above  Paper  American  Journal  op  Obstet- 
Bics,  1876. 

28.  When  and  Why  were  Male  Physicians  employed  as  Accoucheurs? 
American  Journal  of  Obstetrics,  August,  1876,  page  381. 

29.  A  Sketch  of  the  Life  and  Writings  of  Louyse  Bourgeois.  Read  before 
the  Philadelphia  County  Medical  Society,  June,  1876. 

30.  The  Mechanism  of  Natural  and  xirtificial  Labor  in  Narrow  Pelves. 
Transactions  of  the  International  Medical  Congress,  Philadelphia,  1876. 

31.  The  Relation  of  Neurasthenia  to  the  Diseases  of  the  Womb,  September, 
1878.    Transactions  of  the  American  Gynecological  Society,  vol.  iii. 

32.  Vaginal  Hernia.    Obstetric  Gazette.Cincinnati,  1879-1880,  pages  302-305^ 

53 


834  IN    MEMORIAM. 

83.  Laceration  of  the  Cervix  Uteri.  The  Address  in  Obstetrics  before  the 
Medical  Society  of  the  State  of  Pennsylvania,  1878. 

34.  Vegetations  of  the  Endometrium.  The  Report  of  Chairman  of  Obstetric* 
before  Pliiladelphia  County  Medical  Society,  December  11th,  1878.  Phila- 
delphia Medical  Times. 

35.  A  Case  of  Spaying  for  Fibroid  Tumor  of  the  Womb.  American  Jour- 
nal of  Medical  Sciences,  1878. 

36.  Clinical  Notes  on  Elongations  of  the  Cervix  Uteri.  Transactions  of  the 
American  Gynecological  Society,  vol.  iv. 

87.  The  Extirpation  of  the  Ovaries  for  some  of  the  Disorders  of  Menstrual" 
Life.     Transactions  of  the  Pennsylvania  State  Medical  Society,  1879. 

38.  Clinical  Lecture  on  Prolapse  of  the  Ovaries.  Medical  News,  etc.,  No- 
vember, 1879. 

39.  Five  Cases  of  Laparatomy  under  the  Spray.  American  Journal  of  Medi- 
cal Sciences,  October,  1879. 

40.  A  Year's  Work  in  Ovariotomy.  Dr.  S.  M.  Miller's  Clinical  Record, 
January,  1890. 

41.  The  Valedictory  Address,  delivered  March,  1878,  to  the  Graduating 
Class  at  the  University  of  Pennsylvania. 

42.  The  Dangers  and  the  Duty  of  the  Hour.  An  address  delivered  at  Balti- 
more before  the  .Medical  and  Chirurgical  Society  of  Maryland,  April,  1881. 

43.  Lessons  in  Gynecology.  First  edition,  1879;  second  edition,  1880;  third 
edition,  1887. 

44.  Clinical  Notes  on  the  Removal  of  the  Ovaries  for  Insanity.  Transactions 
of  the  Pennsylvania  State  Medical  Society,  1881. 

45.  The  Valedictory  Address,  delivered  in  May,  1887,  to  the  Graduating 
Class  of  the  University  of  Pennsylvania. 

46.  Bursting  Cysts  of  the  Abdomen.  Read  before  the  American  Gyneco- 
logical Society,  September  22d,  1881. 

47.  Personal  Statistics  in  Ovariotomy.  American  Journal  op  Obstet- 
rics, April,  18S2. 

48.  A  Year's  Work  in  Ovariotomy.     Medical  News,  March,  1883. 

49.  A  Year's  Work  in  Ovariotomy.     Medical  News,  March,  1883. 

50.  A  Year's  Work  in  Ovariotomy.     Medical  News,  March,  1884. 

51.  A  Year's  Work  in  Ovariotomy.     Medical  News,  March,  1885. 

52.  A  Year's  Work  in  Ovariotomy.     Medical  News,  March,  1886. 

53.  A  Year's  Work  in  Ovariotomy.     Medical  News,  March,  1887. 

54.  Nerve  Counterfeits  of  Uterine  Disease,  Medical  News,  December  6th, 
1884. 

55.  Rapid  Dilatation  of  the  Cervical  Canal.  American  Journal  of  Ob- 
stetrics, November,  1884. 

56.  Inflammation  of  the  Parotid  Glands  following  Operations  on  the  Female 
Genital  Organs.  Transactions  of  the  American  Gynecological  Society,  vol.  x., 
1885. 

57.  Intraligamentary  Cysts.  American  Journal  op  Obstetrics,  January, 
1888. 

58.  Diseases  of  the  Ovaries  and  Oviducts,  in  the  "  System  of  Practical  Medi- 
cine" by  Dr.  Wm.  Pepper,  vol.  iv.,  1886. 

59.  The  Treatment  of  Ovarian  and  Extra-ovarian  Tumors  in  Mann's  "Ame- 
rican System  of  Gynecology,"  vol.  ii.,  1888. 

60.  Removal  of  an  Ovarian  Tumor.  Medical  and  Surgical  Reporter,  Sep- 
tember 28th,  1889,  page  338. 


IN    MEMORIAM.  835 

61.  Mechanical  Dysmenorrhea.  University  Medical  IVIagazine,  December, 
1889. 

63.  Oophorectomy  for  Painful  Menorrhagia;  Uterine  Fibroids.  Medical 
and  Surgical  Reporter,  October  5th,  lb89,  page  366. 

63.  The  Abuse  of  Uterine  Treatment  through  Mistaken  Diagnosis.  Medical 
News,  December  7th,  1889. 

64.  Co-education  and  the  Higher  Education  of  Women.  Medical  News, 
December  14th,  1889,  page  667. 

65.  Lecture  on  Abdominal  Tumors  and  their  Treatment  by  Electricity. 
Journal  of  the  American  Medical  A.ssociation,  December  28th,  1889,  page  919. 

66.  Lecture  on  Anal  Fissure  with  Cervical  Laceration  ;  Neurasthenia.  An- 
nals of  Gynecology,  February,  1890. 

67.  Lecture  on  Double  Oophorectomy  and  Fibroid  Tumor  of  the  Womb. 
Medical  and  Surgical  Reporter,  January  11th,  1890,  page  46. 

68.  Lecture  on  the  Danger  of  Syphilitic  Infection  by  Gynecologists.  Annals 
of  Gynecology,  March,  1890. 

69.  Lecture  on  Retained  Placenta.     Practice,  February  20th,  1890. 

70.  Lecture  on  the  Removal  of  an  Anomalous  Abdominal  Tumor.  Medical 
News,  February  22d,  1890. 

71.  Lecture  on  Two  Successive  Ovariotomies.  International  Journal  of 
Surgery,  February,  1890,  page  31. 

72.  Clinical  Lecture  on  Amputation  of  a  Tapiroid  Cervix;  Enucleation  of  a 
Uterine  Fibroid.     Medical  News, May  10th,  1890. 

73.  Clinical  Lecture  on  Two  Successive  Laparatomies  for  Ovarian  Cyst  and 
for  Ovarian  Insanity.     MedicalNews,  May  17th,  1890,  page  521. 

74.  Clinical  Lecture  on  Oophorectomy  for  Adhesions  and  a  Pedunculated 
Fibroid.     Medical  Age,  May  26th,  1890,  page  222. 

75.  Lecture  on  Ripid  Dilatation  of  the  Cervix  for  Mechanical  Dysmenorrhea, 
etc.     American  Lancet,  July,  1890,  page  241. 

76.  Clinical  Lecture  on  Oophorectomy  for  Uterine  Fibroids.  Medical  and 
Surgical  Reporter,  July  19th,  1890,  page  61. 

77.  Clinical  Lecture  on  Amputation  of  the  Neck  of  the  Womb.  Medical 
News,  July  26th,  1890,  page  73. 

78.  Clinical  Lecture  on  Laceration  of  the  Cervix  Uteri.  Medical  and  Sur- 
gical Reporter,  September  13th,  1890,  page  301. 

79.  Clinical  Lecture  on  the  Removal  of  an  Intraligamentary  Cyst.  Medical 
News,  September  13th,  1890,  page  249. 

80.  Clinical  Lecture  on  Phantom  Tumors  and  Abdominal  Dropsy.  Medical 
News,  October  25th,  1890,  page  409. 

81.  Clinical  Lecture  on  Removal  of  a  Dermoid  Cyst.  Journal  of  the  Ameri- 
can Medical  Association,  November  15th,  1890,  page  714. 

82.  Clinical  Lecture  on  Menorrhagia  and  Metrorrhagia.  Medical  Mirror, 
November,  1890,  page  513. 

83.  Original  Paper  on  What  I  Have  Learned  to  Unlearn  in  Gynecology. 
Medical  News,  November  29th,  1890,  page  560. 

84.  Clinical  Lecture  on  Broken  Needles  left  in  Wounds  ;  Prosecutions  for 
Alleged  Malpraxis.  Journal  of  the  American  Medical  Association,  December 
13th,  1890,  page  857. 

85.  Clinical  Lecture  on  Cancer  of  Uterus ;  Recurrent  Pericecal  Abscess. 
American  Lancet,  January,  1891,  page  8. 


836  IN   MEMORIAM. 

86.  Discussion  on  Minor  Gynecological  Operations.  Annals  of  Gynecology 
and  Pediatry,  January,  1891,  page  230. 

87.  Clinical  Lecture  on  Closure  of  Vulva  for  Vesico  vaginal  Fistula.  Medi- 
cal and  Surgical  Reporter,  December  27th,  1890. 

88.  Clinical  Lecture  on  Cancer  of  the  Vagina  ;  Retained  Placenta  after  Mis- 
carriage; Tuboovarian  Cyst.  Medical  and  Surgical  Reporter,  May  2d,  1891, 
page  487;  International  Clinics,  April,  1891,  page  189. 

89.  Clinical  Lecture  on  Malignant  Disease  of  the  Pelvis  in  a  Girl  under 
Fifteen  Years  of  Age — Operation.  Medical  and  Surgical  Reporter,  March 
21st,  1891, 

90.  Suggestions  for  Abdominal  Operations  and  After-care.  Medical  and 
Surgical  Reporter,  April  11th,  1891. 

91  Clinical  Lecture  on  Closure  of  the  Vulva  for  Incurable  Vesico-vaginal 
Fistulae.     Dental  and  Surgical  Microcosm,  October,  1891,  page  44. 

92.  Remarks  on  Dermoid  Tumors,  on  the  Use  of  Catgut,  and  on  Trendelen- 
burg's Position.    Annals  of  Gynecology,  November,  1891. 

93.  Original  Paper  on  The  Radical  Treatment  of  Uterine  Cancer.  Medical 
News,  December  oth,  1891,  page  641. 

94.  Original  Paper  on  Catgut  m  Gynecological  Operations.  Therapeutic 
Gazette,  December,  1891. 

95.  Clinical  Lecture  on  Operation  for  Lacerated  Cervix.  Medical  Age,  Feb- 
ruary 10th,  1892,  page  6S. 

96.  Clinical  Lecture  on  Cancer  of  the  Womb.  International  Clinics,  Janu- 
ary, 1892,  page  185, 

97.  Clinical  Lecture  on  Abdominal  Section  for  Extrauterine  Fetation. 
American  Lancet,  January,  1892,  page  1. 

98.  Clinical  Lecture  on  Dermoid  Cyst  of  Right  Ovary.  International  Clin- 
ics, vol.  i.,  second  series,  1893,  page  290, 

99.  Clinical  Lecture  on  Incomplete  Laparatomy  vrith  Injury  to  the  Bladder, 
Medical  and  Surgical  Reporter,  May  7th,  1892,  page  724, 

100.  Clinical  Lecture  on  The  Radical  Cure  of  Cancer  of  the  Womb  by  Hys- 
terectomy.    International  Clinics.  October,  1892,  page  267. 

101.  Original  Article  on  Early  Diagnosis  essential  to  the  Cure  of  Uterine 
Cancer.    Medical  News,  December  10th,  1892. 

102.  Clinical  Lecture  on  Nephrorrhaphy  for  Wandering  Kidney,  Interna- 
tional Clinics,  vol,  ii.,  third  series,  1893,  page  270. 

103.  Clinical  Lecture  on  A  Distended  Gall  Bladder  mistaken  for  Floating 
Kidney ;  Cholecystotomy  for  the  Removal  of  a  Gall  Stone.  International 
Clinics,  vol.  iii.,  third  series,  1893,  page  242. 

104.  Clinical  Lecture  on  Menorrhagia,  Dysmenorrhea,  and  Leucorrhea. 
Practice,  January,  1893. 

105.  Clinical  Lecture  on  Prolapse  of  Womb  from  Hypertrophic  Elongation, 
Pyosalpinx.  etc.  Medical  and  Surgical  Reporter,  February  4th,  1893,  page 
163  (?). 

106.  Clinical  Lecture  on  The  Risks  of  Syphilitic  Infection  incurred  by  Gyne- 
cologists.    International  Clinics,  vol.  i,,  third  series,  1893,  page  271. 

107.  Clinical  Lecture  on  A  Case  of  Operation  for  Tubal  Pregnancy  at  Term. 
International  Clinics,  September  (?),  1893. 

108.  Clinical  Lecture  on  Remarks  on  a  Case  of  Tubal  Pregnancy.  Medical 
News,  April  15th,  1893. 

109.  Original  Paper  on  The  Effect  of  Castration  on  Women,  and  other 
Problems  in  Gynecology,     Medical  News,  December  9th,  1893, 


TRANS.    OF   THE   CHICAGO    OYNEOOLOGIOAL  SOCIETY.  837 

110.  Original  Paper  on  The  Great  Medical  Error  of  the  Day.     University 
Medical  Magazine,  January,  1894. 

111.  Discussion  on  the  Effects  of  Castration  on  Women.     Annals  of  Gyne- 
cology and  Pediatry,  January,  1894. 

112.  The  Introductory  to  his  new  work  on  Gynecology. 

113.  The  Conservative  Treatment  of  the  Female  Pelvic  Organs.   University 
Medical  Magazine,  July.  1894. 


TRANSACTIONS  OF  THE 
CHICAGO  GYNECOLOGICAL  SOCIETY. 


Meeting  of  May  lUh,  1894. 
The  President^  Fernaj^d  Henrotin,  M.D.,  in  the  Chair. 
Dr.  E.  C.  Dudley  read  a  paper  describing 

A   NEW    operation    FOR   PROCIDENTIA    UTERI. 

The  numerous  plastic  operations  for  the  relief  of  the  complete 
descent  of  tlie  uterus  are  divisible  into  two  classes : 

1.  Operations  designed  to  hold  the  uterus  up  by  narrowing  the 
vagina  so  much  that  the  uterus  cannot  pass  through  it  and  conse- 
quently must  be  maintained  somewhere  in  the  pelvis  above  the 
vaginal  constriction.  These  operations  usually  consist  of  the  re- 
moval of  an  elliptical  piece  from  the  anterior  or  posterior  wall 
of  the  vagina,  or  from  both ;  or  of  making  longitudinal  denuda- 
tions and  bringing  the  edges  of  the  exposed  surfaces  together 
from  side  to  side.  In  this  class  of  operation  no  effort  is  made  to 
restore  the  normal  axes  of  the  uterus  or  the  vagina.  The  whole 
purpose  is  to  make  the  vagina  so  narrow  that  lixa  uterus  cannot 
pass  througli  it. 

2.  Operations  designed  to  hold  the  uterus  in  position  by  re- 
storing the  normal  angle  between  the  long  axis  of  the  uterus  and 
the  long  axis  of  the  vagina.  These  operations  may  somewhat 
narrow  the  vagina,  but  such  narrowing  is  only  an  incident  rather 
to  be  regretted  than  desired.  It  is  not  essential  to  the  success  of 
the  operation. 

Operations  of  Class  1  generally  fail  because  they  do  not  restore 
the  normal  angle  between  the  uterus  and  the  vagina.  The  con- 
stricted vagina  cannot  resist  the  downward  force  of  the  uterus, 
which  almost  invariably  dilates  the  vagina  again,  forces  itself 
through,  and  the  hernia  is  reproduced.  Moreover  the  operation 
does  permanent  harm  because  it  sliortens  the  vagina,  thereby 
making  it  draw  the  cervix  away  from  the  sacrum  toward  the 
pubes,  which,  as  already  stated,  is  an  essential  element  in  the 
genesis  of  descent.     The  rational  indication  is,  tirst,  to  iixthe  up- 
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per  extremity  of  the  vagina  in  its  normal  location  within  an  inch 
of  the  junction  of  the  second  and  third  sacral  vertehr?e,  just 
where  the  utero-sacral  ligaments  wouhl  liold  it  if  their  normal 
tonicity  and  integrity  coukl  be  restored,  and,  second,  to  bring  the 
lower  extremity  of  tlie  vagina  forward  so  that  its  posterior  wall 
shall  be  close  np  against  the  pubes.  This  will  restore  the  normal 
obliquity  to  the  vagina  and  will  hold  the  cervix  so  far  back 
toward  the  sacrum  that  the  direction  of  least  resistance  for  the 
uterus  must  l)e  forward  in  its  normal  anteverted  position  of 
mobile  equilibrium. 

It  is  perhaps  not  too  much  to  say  that  anterior  elytrorrhaphy 
and  the  operation  on  the  posterior  wall  of  the  vaginal  outlet,  as 
practised  by  T.  A.  Emmet,  will  accomplish  this  result  more 
satisfactorily  than  any  other  surgical  means  hitherto  described 

The  operation  about  to  be  described  is  lateral  elytrorrhaphy. 


Fig.  1 


Fig.  2. 


It  is  performed  under  anesthesia  and  in  Sims'  position,  with  the 
vagina  exposed  by  means  of  Sims'  speculum,  the  blade  of  which 
has  been  perforated  at  its  extreme  end.  Before  the  speculum  is 
introduced  the  cervix  is  attached  to  the  end  of  its  blade  by 
means  of  a  temporary  suture  which  is  passed  through  the  poste- 
rior lip  and  through  the  perforation  and  tied.  This  enables  the 
operator  to  dispense  with  the  sponge  probang,  as  described  by 
Emmet,  which  in  the  hand  of  an  assistant  is  used  to  force  back 
the  cervix  while  the  first  sutures  are  being  applied.  The  pro- 
bang  is  objectionable  because  it  oljstructs  the  operator.  This 
suture  should  be  removed  at  the  end  of  the  operation.  "When 
the  cervix  is  thus  held  back  in  its  normal  location  by  the  specu- 
lum, the  space  anterior  to  the  uterus  is  so  increased  that  the 
uterus  readily  falls  forward  into  a  position  of  decided  ante  ver- 
sion. The  operation  should  be  done  with  the  organ  in  this 
position.  The  first  step  in  the  operation  proper  is  to  denude 
two  semicircular  strips,  x  y  and  x'  y'  (Fig.  1),  in  the  vaginal  wall 
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close  to  the  uterus,  about  one-tliird  of  an  inch  wide  on  either 
jside  of  the  nteru?,  their  concavity  being  toward  the  cervix,  as 
shown  in  Figs.  1  and  2.  Fig.  2  is  a  section  and  shows  tlie  de- 
nudation on  one  side  of  the  cervix. 

Each  denuded  surface  is  then  closed  upon  itself  by  means  of 
silkworm -gut  sutures.  Figs.  1  and  2  show  the  sutures  as  intro- 
duced before  tying.  Fig.  S  {a  b  and  c  d)  and  Fig.  4  {a  h)  show 
the  lines  of  union  after  the  sutures  have  been  tied. 

In  the  folding  of  these  denuded  surfaces  upon  themselves 
their  lower  extremities,  y  and  y\  are  brought  in  contact  with 
their  upper  extremities,  x  and  x\  Fig.  1.  By  this  means  the 
cervix  is  lifted  bodily  upward  and  backward. 

The  next  step  in  the  operation  is  to  denude  two  strips  about 


Fig.  3. 

a  quarter  of  an  inch  wide,  extending  from  points  Ij  and  fZ.  Fig. 
3,  and  from  paint  h  to  point  c,  Fig.  4,  along  the  lateral  sulci  of 
the  vagina  to  the  vaginal  outlet,  terminating  in  the  lateral  sulci 
of  the  vagina  on  either  side  of  the  urethra.  The  lateral  edges 
of  each  of  these  two  denuded  surfaces  are  now  brought  together 
by  means  of  sutures,  passed,  not  transversely  across  the  denuded 
strip,  but  obliquely  (see  sutures  1 — 1',  2 — 2,'  3 — 3',  etc..  Figs.  3 
and  4).  One  side  of  each  of  these  denuded  strips  is  adjacent  to 
the  anterior  vaginal  wall  and  the  other  is  adjacent  to  the  poste- 
rior vaginal  wall.  Upon  tyin^  these  obliquely  placed  sutures 
(Figs.  3  and  5)  it  will  be  seen  that  point  1  is  brought  into  coin- 
cidence with  point  V,  point  2  with  point  2',  and  so  on.  The 
line  of  union  made  l)y  suture  d,  Fig.  5,  closes  and  disposes  of 
the  redundant  margin  of  the  wound  produced  by  sliding  the 
anterior  wall  upon  the  posterior.     The  effect  of  this  method  of 
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suturing,  wlien  applied  to  both  sides  of  the  vagiua,  is  to  slide  the 
anterior  vaginal  wall  upward  and  backward  on  the  posterior 
vaginal  wall  and  to  tix  it  there.  The  cervix  uteri,  being,  so  to 
speak,  in  the  anterior  vaginal  wall,  must  participate  in  this  up- 
ward and  backward  movement.     The  fascia  and  other  structures 


Fig.  4. 


which  compose  the  lateral  walls  of  the  vagina  are  much  more 
fixed  than  the  corresponding  structures  in  the  anterior  or  poste- 
rior wall,  consequently  the  sustaining  power  of  sutures  in  this 


Fig.  5. 


location  is  greater  than  in  any  operation  on  the  anterior  or  pos- 
terior wall.  My  own  experience  of  three  years  in  this  lateral 
operation  has  always  shown  permanently  good  results  so  far  as  I 
have  been  able  to  follow  the  cases.  The  object  accomplished  by 
this  operation  is  the  restoration  of  the  upper  extremity  of  the 
vagina  and  of  the  anterior  vaginal  wall  in  its  normal  location 
and  direction.     By  this  means  the  cervix  uteri  is  forced  back  to 
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its  normal  location  near  the  liollow  of  the  sacrum,  and  thereby 
the  remainder  of  the  uterus  follows  the  direction  of  least  resist- 
ance into  its  normal  anterior  position. 

It  is  most  important  to  add  that  in  nearly  every  case  of  pro- 
cidentia tlie  lower  extremity  of  the  vagina  is  displaced  back- 
ward. This  is  consequent  upon  subinvolution  of  the  vaginal 
walls  and  especially  subinvolution  or  rupture  of  the  perineum. 
Unless,  therefore,  the  posterior  wall  of  the  vagina  and  the  peri- 
neum can  be  brought  forward  so  as  to  give  support  to  the  ante- 
rior vaginal  wall,  the  latter  will  again  fall,  will  drag  the  uterus 
after  it,  and  the  hernial  protrusion  will  be  reproduced.  The 
treatment,  therefore,  of  complete  procidentia  must  always  in- 
clude an  adequate  operation  upon  the  perineum  or,  more  com- 
prehensively speaking,  upon  the  vaginal  outlet — i.e.,  an  opera- 
tion must  be  done  which  will  carry  the  lower  extremity  of  the 
vagina  forward  to  the  normal  location,  which  is  close  up  under 
the  pubes.  Then  will  the  whole  vagina  have  its  normal  oblique 
direction  ;  its  long  axis  will  make  an  acute  angle  to  the  long 
axis  of  the  uterus. 

Dr.  Fernand  Henrotin. — How  long  since  you  have  been 
doing  this  operation  ? 

Dr.  E.  C.  Dudley. — Three  years ;  I  have  done  it  about  thirty 
times.  The  uterus  stays  up  remarkably  well  after  this  opera- 
tion. Of  course  you  mast  have  something  to  tie  the  uterus  to, 
and  the  lateral  walls  of  the  vagina  may  be  very  lax,  so  that  the 
operation  may  not  succeed  as  well  in  some  cases  as  in  others. 
No  operation  of  any  kind  is  entirely  satisfactory,  and  this  fol- 
lows more  nearly  the  natural  lines  than  any  other  I  have  used. 

Dr.  Henrotin. — In  case  of  enlargement  of  the  cervical  por- 
tion of  the  uterus,  when  you  have  the  uterus  up  and  supported 
by  this  operation,  do  you  find  the  cervix  becomes  lessened  in  size  ? 

Dr.  Dudley. — Enlargement  of  the  uterus  is  generally  due  to 
eversion  from  laceration,  and  that  has  to  be  taken  care  of  in  ad- 
dition to  this  operation.  As  a  general  rule,  when  the  cervix  is 
enlarged  and  not  lacerated  the  body  of  the  uterus  is  enlarged 
also.  If  you  try  the  experiment  of  measuring  the  length  of  the 
uterine  canal  with  the  organ  in  complete  procidentia,  then  re- 
place and  measure  again  after  five  minutes,  you  will  find  the 
length  very  materially  decreased,  perhaps  one-half.  There  are 
some  changes  in  the  uterus  which  would  make  it  large  and  upon 
which  this  operation  would  have  no  influence;  hypertrophic  en- 
largement of  the  uterus  would  not  be  cured  by  it  or  by  any 
other  plastic  operation. 

Dr.  Henrotin. — Restoring  the  circulation  by  holding  the  ute- 
rus in  position  will  lessen  its  size. 

Dr.  Dudley. — The  uterus  will  always  assume  a  more  healthy 
condition  when  in  a  healthy  position,  but  reduction  in  size 
would  be  due  chiefly  to  relief  from  congestion. 

Dr.  W.  W.  Jaggard  congratulated   Dr.  Dudley,  first,  on  a 
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valuable  and  a  ne^v  procedure;  second,  on  an  uncominonlj  clear 
demonstration  of  a  conij)lex  ])lastic  operation. 

Dr.  Jau;gard  had  seen  Dr.  Dudley  successfully  operate  on  a 
typical  case  under  the  following  unfavorable  conditions:  A  young 
priniipara,  recovered  from  a  severe  puerperal  septic  infection 
about  one  year  before,  presented  herself  to  Dr.  Jaggard  for 
relief.  The  uterus,  of  normal  size  and  mobility,  was  retroflexed 
and  prolapsed  below  the  plane  of  the  s])ines  of  the  ischium  ;  the 
infravaginal  cervix  protruded  beyond  the  plane  of  the  vulvar 
oririce  for  the  distance  of  one  centimetre;  the  os  externum 
everted,  excoriated,  and  bleeding  from  friction  ;  perineum  re- 
laxed ;  cystocele,  frequent  urination,  slight  rectocele ;  the  ova- 
ries and  Fallopian  tubes  strictl}'  normal.  There  seemed  to  have 
been  a  destruction  of  the  parauterine  connective  tissue  without 
the  least  residual  trace  of  iutlammatory  infiltration.  The  woman 
since  her  illness  had  worn  a  titjlit-fittino;  corset  durino-  her  work 
as  a  chambermaid.  The  vagina  was  not  completely  inverted, 
and  could  not  be  inverted  on  moderate  traction.  This  fact 
showed  the  persistence  of  same  intrapelvic  muscular  or  connec- 
tive-tissue supports.  The  case  was  not  the  typical  complete 
procidentia  so  often  seen  in  German  clinics  and  so  seldom 
observed  in  America. 

Dr.  Jaggard  repaired  the  ectropium  and  did  the  classical  ope- 
ration of  riegar  on  the  anterior  and  posterior  vaginal  walls  and 
perineum.  Dr.  Jaggard  begged  to  say  that  in  his  hands  this 
operation  has  and  does  still  yield  good  results  in  many  cases. 
The  patient  at  the  end  of  four  weeks  was  discharged  apparently 
perfectly  relieved.  Six  months  later  she  presented  herself  with 
an  exact  reproduction  of  her  primary  state. 

The  patient  was  then  operated  on  for  prolapse  of  the  anterior 
vaginal  wall.  The  woman  left  the  hospital  apparently  cured, 
only  to  return  three  months  later  with  her  genitalia  in  no  degree 
improved.  Dr.  Banga  advised  letting  her  alone.  At  this  junc- 
ture Dr.  Dudley  performed  the  operation  just  described. 

The  woman  reported  nine  months  after  the  operation  with  the 
uterus  in  relatively  normal  position,  the  bladder  and  rectum  in 
good  place;  no  bladder  symptoms.  Six  months  later  (fifteen 
months  after  the  operation)  she  made  her  final  appearance  suffer- 
ing from  acute  gonorrhea — strong  presumptive  evidence,  in  her 
case,  of  normal  organs.  Examination  confirmed  the  presumption. 
Since  this  date  she  passed  from  observation. 

Dr.  Jaggard  thought  the  effect  of  the  operation  was  twofold  : 

(1)  maintenance  of    the   infravaginal    cervix  near  the  sacrum; 

(2)  the  creation  of  an  artificial  pelvic  diaphragm. 

Dr.  C.  S.  Bacon. — I  understand  that  this  operation  involves 
only  the  vaginal  walls.  The  essayist  has  not  considered  injuries 
to  the  pelvic  diaphragm  which  destroy  or  weaken  the  support 
given  by  the  levator  ani  muscle.  An  operation  that  involves 
the  vaginal  walls  alone  cannot  meet  all  the  requirements  in  a 
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case  where  the  essential  part,  the  diaphragm,  is  affected.  Is 
there  any  ditfereiice  in  principle  between  this  operation  and 
that  of  other  vaginal  operations  for  relief  of  procidentia  'i  It  is 
true  that  in  various  ways  a  retrod isplaced  or  prolapsed  uterus  is 
helped  by  a  variety  of  measures.  The  pessary  alone  will  fre- 
quently relieve  the  condition.  The  same  is  true  of  astringent 
tampons.  The  vaginal  operations  may  give  temporary  relief, 
but  to  permanently  relieve  obstinate  procidentia  it  is  necessary 
to  take  into  consideration  the  injured  pelvic  diaphragm  and  also 
the  relaxed  utero-sacral  ligaments.  The  essayist  considers  the 
relaxed  condition  of  the  utero-sacral  ligaments  which  always 
exists,  but  the  operation  does  not  affect  them.  In  obstinate 
cases  of  procidentia  the  tj^pical  operation  must  be  one  which 
restores  the  utero-sacral  ligaments  to  their  normal  condition. 
If  this  can  be  safely  done  either  by  the  vaginal  operation  of 
Freund  or  by  the  abdominal  operation  proposed  by  Kelly,  it  will 
become  the  operation  of  election.  It  is  a  question  whether  this 
operation  differs  in  principle  from  any  of  the  vaginal  operations 
for  procidentia  which  give  temporary  relief  by  putting  the  ute- 
rus in  a  condition  to  diminish  in  size,  and,  perhaps,  to  remain  in 
position,  because  of  a  change  in  the  direction  of  abdominal 
pressure  upon  the  uterus. 

I  fail  to  see  the  objection  to  amputation  of  an  enlarged  and 
elongated  cervix,  which  seems  to  be  a  very  reasonal)le  procedure, 
and  certainly,  in  practice,  is  often  a  valuable  adjunct  to  any 
measure  for  the  relief  of  procidentia. 

Dr.  J.  T.  BiNKLEY. — I  desire  to  congratulate  Dr.  Dudley 
upon  devising  his  operation,  and  upon  his  lucid  description 
from  a  mechanical  standpoint.  Every  one  who  understands 
mechanics  must  appreciate  the  value  of  such  an  operation.  I 
would  like  to  ask  Dr.  Dudley  if  he  ever  supplements  his  opera- 
tion by  hysterorrhaphy.  I  have  seen  a  few  cases  of  very  large 
uteri  which  seemed  too  heavy  to  be  supported,  and  I  would  like 
to  hear  his  opinion  on  such  cases. 

Dr.  H.  p.  Newman. — I  also  wish  to  congratulate  the  essayist 
on  the  lucid  description  of  his  operation,  and  particularly  on 
exploding  the  old  idea  that  sewing  up  or  narrowing  the  vagina 
will  relieve  procidentia.  Another  point  worthy  of  commenda- 
tion is  adapting  the  operation  of  perineorrhaphy  to  the  individual, 
and  not  doing  any  one  classical  operation  for  all  cases.  That 
point  is  well  taken,  although  many  do  a  single  operation,  or  at 
least  advise  one  operation,  for  all  tears.  1  have  found  that  in 
severe  cases  of  procidentia  vaginal  operations  are  not  sufficient 
to  effect  cures;  they  have  no  fixed  point  of  attachment;  the 
united  tissues  are  not  stable,  and  will  yield  in  the  majority  of 
cases  to  the  influences  that  produced  the  displacement ;  and, 
consequently,  that  these  operations  have  not  been  satisfactorv. 
I  believe  the  operation  Dr.  Dudley  has  described  is  more  effi- 
cient than  any  other  vaginal  operation,  but  I  believe  it  would 
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be  good  surgery,  in  tlie  severe  cases,  to  fortify  it  by  shorten- 
intr  tbe  round  li<i:aincnts,  wbich  would  to  a  certain  extent 
take  care  of  the  uterus  higher  np.  It  is  apparent  that  tins 
will  bring  the  uterus  from  a  retroverted  to  its  normal  posi- 
tion. A  like  result  can  be  accomplished  by  attachment  of  the 
abdominal  walls  to  the  fundus  or  posterior  wall  of  the  uterus. 
I  do  not  approve  of  amputations  of  the  cervix,  and  I  have  not 
performed  liysterectomy  for  procidentia,  although  it  is  advocated 
and  done  by  prominent  gynecologists.  I  believe  no  vaginal 
operation  will  meet  all  the  indications  in  the  treatment  of 
procidentia. 

Dr.  Feknand  Henrotin. — The  illustration  Dr.  Dudley  has 
given  us  of  the  principles  involved  in  his  operation  is  a  matter 
of  great  value  to  every  man  who  is  engaged  in  gynecology. 
When  Dr.  Jaggard  mentions  that  some  other  operations  are 
still  found  to  be  satisfactory,  it  seems  to  me  they  must  act  on  the 
principles  of  the  operation  described.  I  think  in  cases  of  pro- 
cidentia with  lengthening  of  the  lower  segment  of  the  uterus, 
by  amputation  of  the  cervix  and  narrowing  of  the  vagina  we 
accomplish  the  same  result  as  Dr.  Dudley,  but  not  in  as  perfect 
a  manner.  In  removing  the  lower  segment  of  the  uterus  the 
diiference  in  weight  of  the  organ  above  and  below  the  plane  of 
support  is  increased  ;  in  narrowing  the  vagina  we  cause  the  cer- 
vix to  be  held  up,  and  in  this  way,  I  think,  the  old  operation 
succeeds  by  restoring  the  normal  angle  of  the  uterus  to  the 
vagina.  I  cannot  understand  the  objection  to  amputation  of  an 
enlarged  cervix  and  removal  of  some  of  the  uterus  in  women  past 
the  menopause.  I  have  recently  had  occasion  to  examine  three 
patients  on  whom  I  operated  nearly  two  years  ago,  and  the  ute- 
ri are  in  almost  absolutely  perfect  position.  In  suturing  the 
perineum  I  hold  up  the  last  suture  and  do  not  cut  it  off  until  I 
have  the  next  in  place. 

Dr.  E.  C.  Dudley,  in  closing  the  discussion,  said  :  The  propo- 
sition of  Dr.  Jaggard,  that  the  uterus  while  maintaining  an  acute 
angle  with  the  vagina  will  descend  and  come  out,  is  entirely  cor- 
rect. I  have  observed  that  form  of  complete  procidentia  re- 
peatedly, and  although  not  so  common  as  the  others,  still  it  is 
not  very  uncommon,  I  have  not  done  the  oj^eration  in  such  a 
case  and  do  not  know  what  the  result  would  be  with  an  enor- 
mously wide  pelvis.  I  should  think  that  any  operation  of  this 
class  would  be  less  likely  to  succeed  in  such  a  pelvis,  and  that 
if  we  were  to  have  recourse  to  operative  procedure  it  would 
perhaps  be  necessary  to  make  an  abdominal  section  and  fasten 
the  posterior  wall  of  the  corpus  uteri  to  the  anterior  abdominal 
wall. 

Dr.  Bacon  says  that  the  operation  has  only  to  do  with  the 
vagrina,  which  is  perhaps  in  a  measure  true,  and  that  it  does  not 
take  into  account  the  pelvic  diaphragm  and  the  utero-sacral  liga- 
ments.    The  utero-sacral  liijaments  are  difKcult  to  find  even  on 
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autopsy  sometimes  ;  they  are  not  always  demonstrable ;  they  are 
nothing  but  peritoneal  folds ;  and  while  their  fnneti(jn  undoubt- 
edly is  to  hold  the  uterus  back  to  some  extent,  1  think  it  would 
be  impossible  to  devise  an  adequate  operation  upon  the  utero- 
sacral  ligaments.  This  operation  does  take  into  consideration 
the  pelvic  diaphragm — in  fact,  the  vaginal  walls  constitute  a 
part  of  the  pelvic  diaphragm.  Dr.  Bacon  asks  how  this  opera- 
tion differs  in  principle  from  other  vaginal  operations.  1  tried 
to  make  that  plain  when  I  said  it  differs  in  principle  from  them 
in  that  it  restores  the  normal  angle  between  the  uterus  and  the 
vagina,  which  the  old  operations  fail  to  do.  The  doctor  will 
have  to  take  my  word  that  it  does  change  the  angles  between 
the  uterus  and  vagina,  until  he  has  had  an  opportunity  to  de- 
monstrate the  fact  for  himself.  His  proposition  that  the  tj'pieal 
operation  should  restore  the  utero-sacral  ligaments  would  seem 
to  be  theoretically  good,  but  practically  sucli  an  operation  will 
never  be  possible. 

The  question  was  asked.  What  is  the  objection  to  removing  a 
part  of  the  nterus  ?  The  objection,  I  think,  is  that  it  adds  un- 
necessarily to  the  mutilation  and  thereby  violates  a  principle  in 
surgery. 

Have  I  ever  supplemented  this  operation  by  hysterorrhaphy  ? 
I  have  not  done  so,  but  I  think  it  would  be  a  good  supplement 
to  the  operation  in  certain  cases  where  this  operation  alone 
may  fail.     Dr.  Jaggard  has  mentioned  that  class  of  cases. 

No  such  operation  is  ever  universally  applicable  ;  if  it  does 
better  than  older  operations  of  its  class  it  will  fultil  all  my  ex- 
pectations. 

Removal  of  the  uterus  for  procidentia  is  an  operation  that 
ought  to  be  discouraged.  We  should  not  remove  an  organ  to 
get  rid  of  it.  Stitching  the  posterior  wall  of  the  uterus  to  the 
abdominal  wall,  or  some  operation  of  this  class,  will  usually  suf- 
fice. Of  course  the  uterus  may  be  in  procidentia  and  be  dis- 
eased in  other  ways  and  require  removal  for  other  reasons,  but 
removal  of  the  uterus  for  procidentia  is  ordinarily  an  unjustifi- 
able procedure. 

Meeting  of  September  21«^,  1894. 

The  President^  Fern  and  Henkotin,  M.D.,  in  the  Chair. 

Dr.  M.  L.  Harris  read  the  paper  of  the  evening,  entitled 

SrMPHYSIOTOMY.' 

Dr.  F.  a.  Stahl. — I  congratulate  Dr.  Harris  on  the  success 
he  has  had  in  his  operations.  The  measurements  are  what  we 
should  have  in  mind  in  considering  such  a  serious  operation  as 

'  See  original  article,  p.  758. 
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syiupliysiotoni}'.  Dr.  Jaggard  has  already  called  attention  to 
tiie  apparently  normal  pelvic  measurements  of  the  patient  ex- 
hibited by  Dr.  Harris.  After  cursory  external  examination  I 
am  of  the  opinion  that  this  pelvis  is  normal.  The  conditions 
which  have  arisen  subsequent  to  the  operation  may  have 
changed  the  preoperative  measurements.  We  may  encounter  a 
pelvis  which  viewed  externally  seems  normal,  but  upon  inter- 
nal examination  the  promontory  of  the  sacrum  may  be  found  to 
be  so  pronounced  as  to  cause  a  serious  narrowing  of  the  canal. 
This  may  be  due  to  traumatism,  curvature  of  the  spine, 
tuberculosis,  or  rachitis.  Of  course  in  multiparee  you  may  have  a 
history  of  previous  dystocia.  These  conditions  did  not  exist  in 
the  case  under  consideration.  I  am  not  inclined  to  alter  my 
opinion,  expressed  in  the  discussion  of  Dr.  Sandberg's  paper,  be- 
cause of  the  patient  or  the  statistics  presented  to-night.  1  would 
ask  why  version  was  not  attempted.  I  had  a  case  a  few  weeks 
ago  in  which  the  pelvic  diameters  were  generally  shortened  and 
disproportionate  to  those  of  the  child's  head.  In  this  patient's 
first  labor  the  child  was  born  asphyxiated,  and  died.  In  the 
second  labor  she  had  twins,  one  of  which  is  still  living.  Her 
third,  fourth,  and  fifth  labors  were  spontaneous  deliveries  with 
living  children.  In  the  sixth  labor  the  physician  applied  forceps, 
but  could  not  move  the  head  ;  he  then  turned  and  delivered 
a  dead  child.  I  attended  her  in  her  seventh  labor.  Her  history 
led  me  to  believe  that  there  might  be  some  trouble  with  the  pel- 
vic diameters.  On  examination  I  found  that  the  promontory  of 
the  sacrum  projected  to  such  an  extent  that  there  was  a  con- 
jugata  vera  of  three  and  one-eighth  inches — eight  centimetres. 
As  both  the  patient  and  her  husband  were  well  developed,  I  ex- 
pected a  well-developed  child.  When  I  was  called  she  was 
already  twenty  hours  in  labor ;  the  cervix  was  dilated,  the  head 
above  the  superior  strait.  In  cases  where  the  head  is  above 
the  brim  of  the  pelvis  I  prefer  not  to  use  the  forceps.  I  turned 
the  child  and  encountered  no  special  difficulty  until  I  attempted 
to  deliver  the  after-coming  head,  which  became  fixed  above  the 
brim.  To  save  the  child  I  introduced  my  linger  high  up  in  the 
vagina  and  above  the  brim,  and  succeeded  in  drawing  down  the 
inferior  maxilla,  thus  permitting  the  child  to  breathe,  while  the 
head  was  still  high.  With  my  finger  in  the  mouth  I  could 
appreciate  several  respiratory  attempts  and  hear  the  vagitus 
uterinum.  After  decided  pressure  from  above,  with  assistance 
from  the  hand  introduced  below,  the  head  was  soon  delivered. 
The  child  was  born  in  the  second  degree  of  asphyxiation,  but 
was  soon  restored  and  is  to-day  in  excellent  condition.  Was  a 
a  symphysiotomy  indicated  in  this  case?  Great  stress  should 
not  be  laid  upon  a  centimetre,  but  rather  upon  the  condition 
and  p  nvers  of  the  parturient  and  her  tissues,  as  also  those  of  the 
child.  We  should  not  overlook  the  favorable  influences  that 
cause  adaptation  of  the  fetal  head  to  the  parturient  canal.     In 
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patients  with  contracted  pelves  this  fatal  adaptation  and  inden- 
tation often  occnrs. 

Dr.  II.  P.  Newman. — I  was  very  much  interested  in  tlie  paper, 
and  I  think  the  description  of  the  deep  fascia  and  its  separation 
will  he  valuable,  and  I  hope  the  techniciue  f^iven  hy  Dr.  Harris 
will  do  away  with  the  heniorrhaii;e  which  ispometimes  appalling. 
Excessive  se])aration  of  the  symphysis  ought  to  be  controlled 
by  bandaging  previous  to  opening  the  joint,  which  can  be  ac- 
complished by  surrounding  the  pelvic  bone  with  a  roller  bandage, 
which  will  prevent  abrupt  separation  at  the  time  the  division  is 
complete.  In  my  maiden  operation  I  did  not  appreciate  the 
importance  of  hemorrhage  and  rupture  of  the  soft  parts,  or,  at 
least,  this  method  of  preventing  it,  l»ut  I  did  take  the  precaution 
to  bandage  the  pelvis;  and  yet  I  got  some  hemorrhage,  which 
was  readily  checked  and  no  l)ad  results  followed.  1  think  a 
comparison  of  symphysiotomy  with  some  other  obstetric  ope- 
rations is  worthy  of  consideration,  and  particularly  with  higher 
forceps  delivery  which  is  now  frequently  done.  We  hear  in 
the  reports  of  obstetrical  work  of  the  great  force  used  with  for- 
ceps to  deliver  the  child's  head.  This  I  consider  an  unjustifiable 
and  barbarous  procedure.  I  would  certaiidy  employ  symphysi- 
otomy in  preference  to  the  use  of  forceps  to  deliver  a  child's  head 
through  the  pelvis,  particularly  when  it  is  above  the  superior 
strait  of  the  pelvis.  The  injury  that  may  result  from  forcible 
use  of  forceps  may  not  prove  fatal,  but  will  be  permanent. 
Statistics  based  on  the  recovery  of  the  mother  and  life  of  the 
child  are  very  misleading.  They  do  not  take  into  consideration 
the  injury  that  results  from  traumatism  to  the  cervix  and  pelvic 
muscles  and  fascia,  and  the  protracted  convalescence  or  chronic 
invalidism  that  supervenes.  Cases  where  so  much  force  has  to 
be  used  to  deliver  are  an  indication  for  some  other  procedure. 
The  usual  method  employed  is  version  or  adapting  the  child's 
head  to  the  pelvis;  but  where  this  cannot  be  accomplished,  through 
the  faulty  relation  of  the  child's  head  to  the  pelvis,  symphysi- 
otomy is,  I  believe,  justifiable,  because  the  technique  is  such  that 
we  know  what  we  are  doing  and  we  can  prevent  the  bad  result 
that  I  have  mentioned. 

Dr.  M.  L.  Harris,  in  closing  the  discussion,  said  :  The  criti- 
cisms regarding  the  indications  for  the  operation  were  fully  an- 
ticipated and  appreciated.  I  agree  as  to  the  difficulty  of  mea- 
suring a  pelvis.  If  there  is  any  one  who  does  not  appreciate 
this  it  will  only  be  necessary  for  him  to  read  a  few  of  the  Ger- 
man authors  and  to  notice  the  difference  in  their  measurements 
of  the  pelvis  before  and  after  death,  or  to  view  some  of  the 
complicated  machines  the  Germans  have  devised  for  measuring 
the  pelvis,  to  be  convinced.  If  these  machines  were  necessary 
we  would  need  a  specialist  who  would  do  nothing  but  measure 
pelves.  In  the  paper  all  the  measurements,  except  those  that 
could  be  made  externally,  were  given  as  estimates  or  approxi- 
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mate  measurements.     I  recognize  perfectly  that  tliese  measure- 
ments were  not  accurate.     I  also  recognize  in  the  reports  of 
tliese  cases  the  extremely  small  value  of  any  and  all  external 
measurements.     So  far  as  determining  tlit;  necessity  or  advis- 
ability of  doing  symphysiotomy  or  any  other  operation,  they  are 
absolutely  valueless  when  considered  alone.     There  are  deformi- 
ties of  the  pelvis,  other  than  flattening  or  obliquity,  which  the 
external  measurements  cannot  determine.     I  would  refer  any 
one  who  Avould  like  to  look  over  tiie  subject  in  this  connection 
to  Neugebauer's  article  on  exostosis  and  prominent  ju'omonto- 
ries  where  it  is  absolutely  impossible  to  bring  the  child's  head 
through  the  pelvis,  without  any  indication  whatever  from  ex- 
ternal measurements.     There  are  two  elements  to  be  considered 
in  a  case  of  labor — the  pelvis  and  the  child's  head.     With  a  pel- 
vis which  measures  eight  centimetres  and  a  head  that  will  pass 
through  it,  there  is  no  indication  for  operation.     I  do  not  make 
a  specialty  of  obstetrics  and  am  willing  to  be  criticised,  but  ob- 
stetricians will  discuss  and  argue  for  hours,  in  articles  of  im- 
mense length,  whether  symphysiotomy  shall  be  done  in  a  pelvis 
which  measures  sixty-seven  or  sixty-five  millimetres — a  difference 
which  no  man  can  determine  by  any  measurement,  internal  or 
external.     It  is  all  useless  argument.     The  plain,  practical  ques- 
tion is.  Will  this  head  go  through  this  pelvis  ?     I  do  not  care 
whether  you  determine  it  with  your  tinger  or  with  an  instru- 
ment.    In  the  first  case,  which  was  Dr.  Banga's,  I  had  nothing 
to  do  with  examining  the  patient  or  making  the  measurements  ; 
bat  the  patient  had  had  four  previous  labors,  in  which  it  had 
been  impossible  to  deliver  a  living  child,  and  in  two  of  these 
labors  craniotomy  was  done.     This  history  is  presumptive  evi- 
dence, at  least,  that  in  the  fifth  labor  symphysiotomy  was  indi- 
cated.    In  the  second  case  the  patient  had  been  in  labor  from 
Sunday  night  until  Tuesday  morning,  when  I  was  called.     The 
OS  was  completely  dilated  ;  the  head  lay  above  the  jjelvis,  not  en- 
gaged in  the  least.     The  two  physicians  in  attendance  had  used 
forceps,  but  were  unable  by  their  combined  efforts  to  engage 
the  head,  which  lay  resting  on   the  promontory  and  symphysis 
in  a  transverse  diameter.     I  tried  to  deliver  with  the  forceps 
myself.     I  carefully  examined  the  head,  and  the  pelvis  in  all  its 
dimensions,  with  the  hand  introduced  into  the  vagina,  and  I  ex- 
amined the  head  bimanually,  and  am  of  the  opinion  that  that 
head  could  not  have  gone  through  that  pelvis.     Consequently, 
to  terminate  this  woman's  labor  I  deemed  symphysiotomy  the 
best  operation   for    Ijoth   child  and  mother,  and  the   result  is 
evident.     Dr.  Jaggard  alluded  to  the  looseness  of  the  scientific 
statements;  but,  as  I  said  before,  it  was  impossible  to  be  accu- 
rate in  the  measurements  of  the  pelvis,  and  as  that  is  only  one 
element,  the  head  being  as  much  of  an  element  as  the  pelvis,  the 
only  practical  and  scientific  estimate  to  be  made  is  whether  this 
head    will  go   through   this  pelvis,  regardless  of   whether  the 
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diani3ter  is  six,  ten,  or  eleven  centimetres.  Tlie  cases  operated 
upon  will  show  that  in  eighteen  or  twenty  per  cent  the  conju- 
gata  vera  measured  over  eight  centimetres.  Itegarding  the 
question  about  the  application  of  the  forcei)s,  I  will  state  that 
they  were  applied  in  both  cases  above  the  brim  of  the  pelvis. 

COMBINED    UTKKINE    DILATOK,    TISS'JE    FORCEPS,    AND    'lAMI'OX 

CARRIER. 

Dr.  Newman. — This  instrument  is  one  which  1  devised  two 
or  three  years  ago  for  dilating  the  cervical  canal  in  cases  of  ste- 
nosis where  the  larger  instruments  were  impracticable.  It  is 
serviceable  as  tissue  forceps,  and  particulai'ly  nsefiil  in  tampon- 
ing the  uterus,  and  I  have  fonnd  the  adjustment  of  its  curves 
nicely  adapted  to  intracervical  and  uterine  work. 

Haviag  the  mouse-tooth  bite,  a  very  accurate  coaptation  of  its 
blades  is  insured.  AVhere  applications  of  iodine,  iodized  phenol, 
and  tlio  like  are  made  to  the  non-puerperal  nterus,  their  astrin- 
gent action  often  constricts  the  canal  or  stimulates  contraction  at 
the  internal  os,  making  the  subsequent  introduction  of  the  tam- 
pon very  difficult.  This  instrument  obviates  that  difficulty  by 
allowing  you  to  dilate  the  canal  each  time  before  withdrawing 
the  blades  to  carrj^  in  another  portion  of  the  gauze. 

FIBROID   IN    MYXOMATOUS    DEGENERATION. 

Dr.  H.  p.  Newman. — This  is  a  tumor  which  was  removed 
a  week  ago  from  a  maiden  lady,  36  years  of  age,  who  had  been 
uniformly  healthy.  Iler  menstruation,  which  first  occurred  at 
13,  was  regular,  hut  quite  painful  during  the  first  day  through 
her  entire  menstiual  life. 

The  tumor  is  a  fibroid  with  myxomatous  degeneration  of  its 
entire  inner  portion.  The  interesting  feature  of  the  case  is  the 
fact  that  the  patient  never  had  any  nndue  hemorrhage,  her  prin- 
cipal distress  arising  from  pressure.  The  growth  is  interesting 
from  its  uniformity  of  outline  and  its  great  resemblance  to  the 
pregnant  uterus.  It  imparts  a  sensation  of  fluctuation,  owing  to 
the  softness  and  degeneration  of  its  structure,  though  it  con- 
tains no  cystic. accumulations. 

When  the  tumor  was  opened  its  uniformity,  its  smoothness, 
and  its  general  outline  indicated  pregnancy.  It  pervades  the 
entire  matrix  of  the  uterus,  the  development  being  in  the  ante- 
rior wall  uniform  throughout,  and  finally  invading  the  fundus 
and  the  posterior  and  lateral  walls.  The  cavity  of  the  uterus  is 
not  materially  enlarged.  Evidently  at  one  period  in  the  growth 
of  the  tumor  the  veins  were  large  externally,  and  in  the  dense 
structure  certain  of  them  became  strangulated,  and  varicose 
veins,  which  are  rarely  seen  in  growths  of  this  kind,  are  seen  all 
through  this  specimen. 
54 
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The  patient  lias  had  no  rise  in  temperature  since  the  opera- 
tion and  no  increase  of  the  heart's  action,  and  has  up  to  this 
time  made  a  uniformly  good  recovery. 

There  were  broad-ligament  cysts  running  down  both  sides, 
which  could  not  be  entirely  extirpated,  consequently  it  was 
thought  best  to  tix  the  pedicle  in  the  abdominal  wall  and  drain. 


TRANSACTIONS    OF    THE 
NEW  YORK  OBSTETRICAL  SOCIETY. 


Stated  Meeting^  October  2c?,  1894. 

The  President,  Dk.  Charles  Jewett,  in  the  Chair. 
Dr.  xVndrew  F.  Currier  presented  specimens  as  follows : 
Case  I. — An 

atrophied  gall  bladder  with  five  gall  stones 

completely  filling  it;  removed  post  mortem.  The  patient  was  a 
German  woman  52  years  of  age,  who  was  operated  upon  by  Dr. 
Currier,  October  6th,  1894,  on  account  of  a  large,  bleeding 
fibroid  tumor  of  tlie  uterus.  The  tumor  was  sun-ounded  by 
very  dense  adhesions,  and  only  one  ovary  (the  right)  could  be 
found.  This  was  hard,  as  large  as  a  hen's  ^^g,  and  was  removed ; 
it  resembled  the  kidney  in  appearance.  Deep  sutures  of  silk 
were  passed  at  different  points  in  the  tumor  with  the  hope  of 
impairing  its  vitality.  This  was  accomplished,  but  at  great  risk 
to  the  patient,  as  a  long  and  tedious  inflammatory  process  fol- 
lowed, incidental  to  which  were  a  fistula  of  the  bladder  and  an 
abdominal  sinus.  The  former  was  cured  by  drainage  with  a 
catheter  in  the  urethra  ;  the  latter,  after  various  unsuccessful 
experiments,  was  treated  by  vaginal  incision,  a  drainage  tube 
being  passed  through  the  vagina  and  out  at  the  abdominal  open- 
ing. Finally  the  sinus  closed,  and  the  patient  was  presented 
before  this  Society  in  1893  in  very  good  condition.  She  re- 
mained well  several  months,  became  strong  and  active,  but  in 
the  spring  of  this  year  became  melancholy  and  complained  of 
pain  in  the  hepatic  region.  May  30tli  she  committed  suicide  with 
carbolic  acid.  An  autopsy  was  made  by  Dr.  Currier  and  all 
traces  of  the  original  pelvic  disease  had  disappeared.  The  uterus 
was  atrophied,  there  was  no  trace  discoverable  of  the  sinus  which 
had  persisted  so  long,  and,  apart  from  the  corrosive  lesions  due 
to  the  Duison  and  acute  inflammatory  condition  of  the  kidneys, 
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the  gross  evidence  of  disease  was  limited  to  the  gall  bladder,  in 
accordance  with  the  specimen  shown. 
Cask  II. — Specimen  of 

OVARY    AND   TUBE    FROM    A    CASE    OF   TUBERCULAR    PKRrfONITIS. 

This  patient  had  fever,  presenting  all  the  phenomena  of  malarial 
fever,  for  more  than  two  months  after  the  operation,  but  whether 
dne  to  tubercle  or  to  malaria  cannot  be  stated.  It  was  modilied, 
however,  under  the  prolonged  influence  of  quinine.  The  patient 
now  seems  to  be  entirely  well.  Both  ovaries  and  tubes  were 
extensively  diseased  in  addition  to  the  tubercular  disease  of  the 
peritoneum. 

Case  III.— 

CAST    PRODUCED    BY    AN    APPLICATION  OF    A    FIFTY-PERCENT 
SOLUTION    OF   chloride'  OF    ZINC 

in  the  vaginal  terminus  of  a  woman  from  whom  the  uterus  was 
removed  in  the  summer  of  1803  for  cancer.  She  has  been  under 
constant  observation,  and  as  symptoms  of  a  return  of  the  disease 
have  manifested  themselves  the  cauteiy,  either  actual  or  poten- 
tial, has  been  applied.  She  has  also  been  constantly  under  the 
influence  of  bromide  of  arsenic,  taken  by  the  mouth,  and  Gude's 
pepto-manganate  of  iron.  The  case  was  a  most  unpromising  one 
at  the  time  of  the  operation,  and  shows  the  possibilities  even  in 
such  cases. 
Case  IV.— 


UTERUS    AND    APPENDAGES 


the  latter  extensively  diseased.  The  patient  was  feeble  and  sep- 
tic at  the  time  of  the  operation.  The  diagnosis  was  myoma 
uteri,  but  the  condition  found  was  double  pyosalpinx  with  con- 
glomeration of  the  pelvic  and  lower  abdominal  viscera.  The 
uterus  was  so  mutilated  in  removing  the  diseased  appendages 
that  it  was  removed,  the  j)lan  being  that  which  I  now  uniformly 
adopt  of  removing  the  entire  organ,  the  uterine  arteries  and 
veins  being  flrst  exposed,  isolated,  and  ligated.  The  descending 
colon  was  injured  during  this  operation  and  required  a  number 
of  sutures  to  repair  the  injury.  The  result  was  a  fecal  flstula 
which  happily  closed  within  two  or  three  days  and  gave  no 
further  trouble. 
Case  V.— 

MYOMA   UTERI 

in  a  small  single  woman  36  years  of  age.  The  history  was  that 
of  profuse  hemorrhage  continuing  through  the  past  seven  years. 
Medication  internally  and  per  vaginam,  electricity,  and  various 
other  experiments  had  all  proved  futile,  and  I  could  recommend 
nothing  but  hysterectomy  when  consulted  in  the  case.  The 
operation  resulted  favorably,  being  performed  with  isolation  and 
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ligation  in  continuity  df  tlie  uterine  arteries  and  veins.  I  have 
remarked  on  a  pi-evious  occasion,  and  the  expei-ienee  of  the  jiast 
iew  months  lias  strengtliened  my  o])inion,  that  those  who  under- 
go this  extensive  operation  do  not  regain  thcii*  noinial  sti'ength 
as  readily  as  those  who  are  subjected  to  removal  of  the  ai)i)eii- 
dages  alone.  I  think  this  fact  is  an  important  one,  and  should 
be  considered  in  deciding  as  to  the  propriety  of  removing  a])peii- 
dages  alone  or  apiicndages  plus  uterus.  If  au  individual  has 
vital  force  sufh'cient  to  recuperate  after  one  opei'ation  but  not 
after  the  otiiei-,  or  only  very  badly  and  very  slowly,  we  should 
be  very  careful  to  give  her  tlie  benefit  of  the  less  hazardous  ope- 
ration. 

Dr.  AV.  R.  Pkvor. — I  desire  to  ask  Dr.  Currier  the  difference 
in  time  between  his  ligation  of  the  uterine  arteries  en  masse  and 
his  ligation  of  them  in  cojitinuity.  Of  course  there  are  so  many 
conditions  to  be  considered,  other  than  where  you  apply  the  liga- 
ture, that  I  do  not  think  it  is  fair  to  say,  because  you  can  take 
out  tho  ovaries  and  tubes  in  twenty  minutes,  therefore  the  opera- 
tion is  a  better  operation  than  where  the  same  man  has  to  take 
a  longer  time  to  take  out  the  uterus.  If  the  uterus  can  also  be 
taken  out  in  the  same  time  that  the  average  man  can  take  out 
the  adnexa  only,  I  think  we  can  compare  figures.  Certain  it  is 
that  tlie  figures  of  the  complete  hysterectomy  are  vastly  better. 
It  makes  no  difference  whether  you  have  shock.  If  the  ultimate 
result  is  better,  certainly  the  objections  to  the  complete  hysterec- 
tomy become  insigniticant.  If  a  man  wants  to  close  the  vagina 
I  cannot  see  the  o'ojection  to  the  ligation  en  masse.  Inasmuch 
as  really  the  vaginal  scar  is  better  when  you  do  leave  the  vagina 
open  and  have  the  ligation  e7i  masse  than  when  you  close  it,  I 
cannot  see  the  force  of  the  ligation  in  continuity.  Now,  as  to 
taking  out  the  whole  uterus,  the  figures  are  simply  these — eighty- 
five  cases  with  three  deaths  by  ablation  of  the  uterus.  Gentle- 
men may  talk  about  the  shock  which  may  occur  when  you  take 
out  the  uterus  and  prolong  the  operation,  but  in  the  face  of 
these  figures  I  think  the  objections  are  insignificant.  Ligation 
en  masse  is  the  ligation  Dr.  Currier  applies  to  the  ovarian  arte- 
ries; it  is  the  same  ligation  that  he  applies  to  any  old  adhesion. 
"Why  pick  out  the  uterine  arteries  because  they  happen  to  be 
uterine  arteries,  and  not  the  others,  I  fail  to  see. 

Dk.  II.  J.  BoLDT. — I  can  only  say,  what  I  have  on  other  occa- 
sions said,  that  when  it  is  at  all  feasible  to  remove  the  uterus  per 
vaginam  I  think  it  is  an  operation  which  should  have  preference 
over  the  abdominal  operation. 

Dr.  Cl'rrikr. — But  it  was  an  unmarried  woman  with  a  small 
vagina,  and  the  uterus  could  not  have  been  removed  ])er  vaginam. 
I  must  say  that  I  do  not  appreciate  the  force  of  Di-.  Pi-yor's 
criticism.  In  many  casesthe  question  of  time,  of  fifteen  minutes 
or  even  half  an  hour,  is  not  vital.  While  I  am  well  aware  that 
in  some  cases  it  is  important,  in  others  it  is  not  vital.     That  the 
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method  of  ligating  en  ynasse  is  an  unsafe  and  insecure  one  I  have 
not  the  sliojhtest  doubt  in  the  world,  and  1  know  from  what  I 
have  seen  of  tlie  work  of  other  men,  and  from  what  I  have  seen 
in  my  own  work,  that  there  is  far  more  danger  from  that 
method  of  performing  the  operation  than  there  is  from  the 
method  which  I  mentioned,  hoth  with  reference  to  the  sli[)ping 
of  ligatures  and  hemorrliage  and  to  ligation  of  the  ureters.  The 
subsequent  court^e  of  the  operation,  it  seems  to  me,  cannot  fail 
to  be  better ;  there  is  less  material  to  slough  away.  Possibly 
the  drainage  is  no  better  than  it  woukl  be  if  the  stumps  were 
brouglit  down  into  the  vagina  and  ligatured  as  well  ;  but  there 
is  less  liability  of  pain,  because  there  is  nothing  tied  except  the 
vessels  themselves;  and  tliere  is  al)solutely  no  clanger  of  hemor- 
rhage, which  cannot  be  said  of  the  other  method.  I  have  seen 
a  ligature  slip  when  tied  by  the  most  skilfnl  operators.  With 
regard  to  the  other  question,  the  removal  of  the  uterus  or  removal 
of  the  appendages  alone,  I  stand  where  I  stood  a  year  ago,  and 
I  have  seen  no  reason  to  change  my  views  on  that  subject.  It 
seems  to  me  that  it  is  the  part  of  true  surgery  to  save  rather  than 
to  remove  tissues  which  are  not  irremediably  diseased. 

Dii.  J.  E.  Janvkin. — In  regaril  to  the  liability  of  the  ligature 
to  slip  when  tied  en  /nasse,  I  do  not  see  the  force  of  the  criticism. 
The  ligature  is  inserted  through  the  broad  ligament  and  is  tied 
around  it.  It  pierces  the  broad  ligament  and  therefore  retains 
itself  in  position.  I  have  had  occasion  to  tie  ligatures  a  great 
many  times  in  that  way  to  the  broad  ligaments  in  the  removal 
of  the  uterus  per  vaginam,  and  I  have  had  but  one  case  in  my  own 
experience  in  which  the  ligature  has  slipped.  I  know  of  one 
other  case  in  which  it  slipped  in  the  hands  of  another  surgeon 
and  with  fatal  results.  But  I  see  no  reason  why  ordinarily  it 
should  slip  any  more  under  those  circumstances  than  when 
applied  in  continuity.  I  cannot  recall  reading  any  cases  in 
which  hemorrhage  has  occurred,  either  in  continuity  or  en  masse, 
subsequent  to  the  operation. 

Dr.  G.  M.  Edebohls  reported  the  following  case : 

VAGINAL    KNUCLEATION    OF    THE    UTERUS     FOR     ECTOPIC    PREGNANCY 
AND     SCPPURATIVE     PELVI-PEKITONITIS  ;     RECOVERY     COMPLI- 
CATED   BY    PNEUMONIA,  TYPHOID    FEVER,  AND  CRURAL 
PHLEBITIS. 

He  thought  the  history  of  the  case  might  prove  of  interest  for 
two  reasons  chielly  :  first,  because  in  view  of  the  circumstances 
of  the  case  vaginal  hysterectomy  vv'as  deliberately  elected  in 
preference  to  celiotomy  in  the  treatment  of  a  case  of  ectopic 
pregnancy ;  and,  secondly,  because  an  attempt  was  made  to 
remove  tlie  uterus  without  the  aid  of  clamps  or  ligatures. 

A.  N".,  aged  28,  married,  was  seen  April  lOtli,  1894,  in  consul- 
tation with   Dr.  August  Freeh,  her  family  i)hysician.     She   had 
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been  pregnant  but  once,  miscarrying  at  about  tlie  end  of  the 
fonrtli  month,  in  November,  1S93.  Removal  ot"  retained  pla- 
centa, fullowed  by  thorougli  curettage  of  the  uterut^,  was  per- 
formed on  that  occasion  by  Dr.  Edebohls,  With  that  exception 
she  has  always  been  a  perfectly  healthy  woman  up  to  a  month 
ago,  the  date  of  beginning  of  her  present  troubles.  Her  periods 
have  always  been  absolutely  regular,  the  last  typical  menstrua- 
tion occurring  PY'brnary  14th,  1894.  On  March  UJth  she  started 
ilusving  and  has  been  bleeding  uninterruptedly  since,  a  period  of 
one  month.  During  the  latter  three  weeks  there  have  been 
freijuent  attacks  of  pelvic  pain.  Dr.  Freeh  was  called  for  the 
first  time  two  weeks  ago  and  found  her  suffering  from  acute 
pelvi-peritonitis,  the  temperature  running  up  to  103^°  and  pulse 
to  130.  After  two  weeks  the  more  acute  symptoms  subsided, 
and  when  the  patient  Avas  first  seen  by  Dr.  Edebohls  there  was 
only  moderate  sensitiveness"  of  the  tymjianitic  abdomen  and 
pulse  and  temperature  were  nearly  normal.  Examination 
showed  uterus  normal  in  size,  far  forward  in  pelvis ;  left  tube 
and  ovary  normal  in  size  and  position  ;  right  tube  and  ovary 
indistinguishable,  apparently  lost  in  a  mass,  the  shape  and  size 
of  a  kidney,  embracing  the  uterus  on  the  right  and  posteriorly  ; 
the  tumor  mass  irregular  in  outline,  softish  though  not  tiuctuat- 
ing,  and  moderately  sensitive  on  pressure. 

Dlagnosh. — Ruptured  tubal  pregnancy  of  right  side;  pelvi- 
peritonitis.    Celiotomy  proposed,  but  declined  by  patient. 

The  uterine  hemorrhage,  slight  at  this  time,  became  severer. 
A  large  shred,  representing  a  perfect  cast  of  the  interior  of  the 
uterus,  was  passed  April  2 1st;  this  was  pronounced  decidual 
membrane  by  Dr.  E.  Hodenpyl  after  microscopical  examination. 
A  second  attack  of  acute  peritonitis  supervened,  during  which 
Dr.  Edebohls  saw  the  patient  with  Dr.  Freeh  a  second  time. 
Neither  the  patient  nor  her  husband,  however,  would  as  yet  hear 
of  radical  operation,  but  would  only  consent  to  curettage  of  the 
uterus  with  a  view  of  checkinoj  the  alarmins:  hemorrhaa;e.  This 
operation  was  performed  at  the  home  of  the  patient  on  May  1st, 
during  the  height  of  the  second  attack  of  peritonitis  and  with 
the  patient  profoundly  septic.  An  examination  with  the  pa- 
tient under  ether  showed  irregular  masses  of  exudate  with  dif- 
fused and  indistinct  outlines  surrounding  the  uterus  on  all  sides. 
The  uterine  hemorrhage  ceased  after  the  curettage ;  the  peri- 
tonitis and  septic  symptoms,  however,  remained  uninfluenced. 
An  acute  catarriial  (ether)  i)neumonia  developed  on  the  day  fol- 
lowing operation,  to  complicate  matters.  At  this  juncture  Dr. 
Edebohls  declined  to  have  anything  further  to  do  with  the  case 
unless  he  were  given  carte  hlanche  to  do  what  he  thought  best 
for  the  patient.  Consent  being  finally  though  reluctantly  given, 
she  was  transferred  to  St.  Francis'  'Hospital,  May  9th,  1894. 
Although  the  peritonitic  symptoms  abated  somewhat,  the  sepsis 
persisted.     An  exploratory  puncture  of  a  mass  in  Douglas'  sac 
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proved  negative  ;  a  second  exploratory  puncture  of  tlie  tumor 
mass  to  the  right  of  the  uterus  yielded  a  syringeful  of  bloody 
serum. 

The  patient's  almost  morilxind  condition,  the  excessive  tym- 
panites which  all  elforts  failed  to  relieve,  and  the  certainty  of 
the  existence  of  widespread  and  firm  intestinal  adhesions  indi- 
cated to  him  the  almost  inevitable  disaster  that  must  under  the 
circumstances  follow  an  attempt  to  reach  and  evacuate  the  patho- 
logical aeeumulations  in  the  pelvis  by  celiotomy.  The  patho- 
logical products  were  multilocular  and  too  widespread  to  be 
reached  by  a  simple  incision  through  the  vagina.  Finally  it 
occurred  to  him  that  by  removing  the  uterus,  which  was  located 
in  the  very  heart  of  the  pathological  deposits,  he  might  be  able 
to  drain  all  of  them  through  the  channel  left  after  removal  of 
the  central  organ  of  generation. 

Accordingly,  on  May  18th,  after  careful  disinfection  of  the 
vagina  and  uterine  cavity,  he  proceeded  to  remove  the  uterus 
pe^*  vaginam.  In  the  performance  of  the  operation  he  endeav- 
ored to  avoid  loss  of  blood,  as  well  as  the  use  of  either  ligatures 
or  clamps,  by  keeping  as  close  as  possible  to  the  uterus  and  by 
practically  enucleating  the  organ  by  blunt  dissection.  As  a 
matter  of  fact  but  one  ligature  was  employed,  this  being  applied 
to  a  small  bleedino:  vessel  low  down  on  the  left  side,  a  branch  of 
the  left  uterine  artery.  Neither  ovarian  nor  the  right  uterme 
vessels,  nor  any  of  their  branches,  were  ligatured  or  clamped. 
Following  removal  of  the  u terns  came  a  gush  of  about  one 
hundred  and  fifty  grammes  of  very  foul  pus  from  an  intraperi- 
toneal abscess.  Communication  with  the  cavity  of  the  hemato- 
cele, the  product  of  the  ruptured  tubal  pregnancy,  was  not 
sought  to  be  established  at  this  sitting,  fearing  infection  of  the 
blood  clots  from  the  intraperitoneal  abscess.  The  latter  was 
thoroughly  irrigated  with  1 :  2000  sul)limate  solution,  tamponed 
and  drained  to  the  vagina  with  iodoform  gauze,  and  the  evacua- 
tion of  the  hematocele  deferred  to  a  later  day.  The  entire  ope- 
ration, including  cleansing  and  packing,  required  exactly  twenty 
minutes.  The  patient  began  to  improve  immediately.  During 
the  week  following  operation  the  intraperitoneal  abscess  received 
much  attention,  being  cleansed  at  first  twice  and  later  on  once 
daily.  On  May  26th,  eight  days  after  operation,  after  once  more 
thoruughly  washing  out  the  cavity  of  the  abscess,  the  finger  was 
passed  through  the  vagina  and  the  bed  of  the  departed  uterus 
up  to  the  hematocele,  the  wall  of  which  was  perforated  by  for- 
ceps guided  by  this  finger.  Spreading  the  blades  of  the  forceps 
enlarged  the  opening  sufticiently  to  permit  of  easy  evacuation  of 
the  contents  of  the  blood  tumor.  Blood  clots,  fiuid  blood,  necro- 
tic tissue,  and  chorionic  villi  were  evacuated,  the  fetus  itself  not 
being  found.  Antiseptic  irrigation.  From  this  time  on  patient 
was  well  as  far  as  the  pelvic  disturbances  were  concerned,  no 
exudate  or  pathological  product  being  recognizable  nfter  heal- 
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inor  of  the  ])us  and  lieniatocele  cavities,  Durino^  the  first  week 
of  June  tlie  characteristic  symptoms  of  typhus  abdomiiialis  made 
tlieir  aj^pcarance.  The  attack  was  a  severe  one,  tlie  tcmpei'ature 
frecpieiitly  running  up  to  100^  F.,  and,  witli  a  I'chipse.  histed  for 
about  six  weeks.  It  was  complicated  by  an  attack  of  left  crural 
phlebitis  and  pneumonia.  She  was  treated  for  the  typhoid  fever 
in  the  medical  division  of  the  hospital.  Finally,  on  August  15th, 
1S04,  three  months  after  operation,  patient  left  hospital  a  per- 
fectly well  though  still  weak  woman. 

Though  Joseph  Eastman,  of  Indiaiiai)olis.  in  a  recent  com- 
munication '  states  that  "  others  had  already  gone  from  be- 
low upward,  peeling  out  the  uterine  cervix  without  clamp  or 
ligature — notably  Sauter,  of  Constance,  Germany,  three-quarters 
of  a  century  ago,"  yet  to  Pratt,  of  Chicago,  belongs  the  credit  of 
having  in  our  day  forcibly  called  attention  to  the  matter,  Pratt 
illustrated  by  a  long  series  of  successful  cases  the  entire  feasi- 
!)ility  of  shelling  out  the  uterus  from  below,  without  systematic 
ligation  or  clamping  of  the  uterine  and  ovarian  arteries,  by  sim- 
ply carrying  the  dissection,  blunt  or  otherwise,  as  close  to  the 
organ  as  possible.  The  possibility  of  doing  this  depends  upon 
the  fact  that  the  arteries  supplying  the  uterus  do  not  enter  the 
uterine  substance  as  large  vessels,  but  break  up  into  a  ])lexus  of 
vessels  of  almost  capillary  size  just  before  penetrating  the  organ. 
The  result  of  dividing  the  vessels  at  this  point  is  an  oozing 
rather  than  a  free  spurting  of  blood,  Pratt  has  applied  the 
same  principles  to  removal  of  the  tubes  and  ovaries,  in  the  blood 
supply  of  which  similar  conditions  prevail,  as  well  as  to  re- 
moval of  the  uterus  by  the  abdominal  route.  In  the  perform- 
ance of  abdominal  hysterectomy  for  fibroma  Pratt  practises 
supravaginal  amputation,  leaving  the  cervix,  instead  of  total  ex- 
tirpation, thus  leaving  the  connection  between  uterine  artery 
and  cervix  undisturbed,  Dr,  Edebohls,  however,  had  satisfied 
himself  by  practical  trial  that  the  method  applied  ecpially  well 
to  total  removal  of  the  uterus  from  above. 

The  advantages  and  lessened  dangers  of  vaginal  hysterectomy 
after  this  method  he  would  not  attempt  to  discuss  here.  They 
were  self-evident  and  had  been  sufficiently  emphasized  by 
Pratt  in  his  various  contributions  to  the  subject  Vvliich  have 
appeared  on  different  occasions. 

The  perhaps  pardonable  enthusiasm  manifested  in  the  title 
of  Pratt's  first  communication.-  "  Hysterectomy  by  a  New 
Method  which  is  Simple,  Safe,  Bloodless,  and  entirely  obviates 
the  necessity  of  either  Clamp,  Cautery,  or  Ligature;  a  Major 
Operati:)n  converted  into  a  Minor  one  by  a  simple  Process  of 
easy  Dissection,"  h  is  given  way  in  time  to  a  judgment  more  in 
accordance  with  the  facts.  In  the  first  six'  cases  reported  by 
Pratt  there  was  only  one  in  which  absolutely  no  lisjature  was 

'  Medical  Record,  September  1st,  1894.  p.  284, 
Mournsil  of  Orificial  Surgery,  July,  1893. 
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employed;  in  two  cases  one  lii>atnre,  and  in  three  cases  two  liga- 
tures were  applied.  Dr.  Edeltolils  had  employed  the  method 
in  but  two  cases  of  vaginal  liysterectomy  :  in  one  the  left  ute- 
rine was  the  only  vessel  tied  ;  in  the  other  two  liijjatures  were  ap- 
plied, one  to  the  left  uterine  and  one  to  the  rig;ht  ovarian  artery. 

Dr.  Ede1)ohls  thought  that  a  fair  way  to  state  the  case  would 
be :  By  a  l)lunt  dissection  carried  close  to  the  organ  the  uterus 
can  be  enucleated  with  a  minimal  loss  of  blood,  so  that  but  very 
few  vessels,  sometimes  none,  will  re(|uire  ligature  orelaiup. 

He  was  likewise  of  the  opinion  that  extirpation  of  the  uterus 
would,  iu  our  day,  scarcely  come  to  be  classed  among  the  minor 
operations.  That  the  method  of  enucleation  as  advocated  by 
Pratt  came  nearer  to  placing  it  in  that  category  than  any  other 
method  familiar  to  him,  he  was  quite  willing  to  admit.  Judging 
from  recent  utterances  of  Pratt,  he  was  convinced  that  that 
gentleman  himself,  M'hatever  his  jirevious  views  n)ay  have  been, 
did  not  at  present  consider  extirpation  of  the  uterus  per  vagi- 
nara  always  an  operation  of  minor  difficulty  and  risk. 

Enucleation  of  the  uterus  after  the  method  under  discussion 
marks  an  era  in  the  history  of  total  extirpation  of  the  uterus. 
To  Pratt  belongs  the  credit  of  inaugurating  this  era. 

Dr.  W.  M.  Polk. — I  would  like  to  ask  Dr.  Edebohls  a  ques- 
tion :  After  you  discovered  it  was  an  abscess,  as  I  understand 
it,  you  concluded  to  limit  your  operation  simply  to  the  evacua- 
tion of  that  abscess.  In  view  of  what  you  actually  accom- 
plished, could  not  that  have  been  done  with  less  delay,  and 
possibly  with  less  shock  to  the  patient,  by  simply  resorting  to 
the  old  method  of  a  good,  free  incision,  occupying,  if  you 
chose,  the  whole  of  the  posterior  and  even  lateral  aspect  of  the 
uterus,  so  as  to  make  a  free  entrance  into  your  abscess,  neces- 
sitating perhaps  the  application  of  a  couple  of  ligatures,  one  on 
either  side  "i 

Dk.  Edeboiils. — I  felt  that  I  gained  this  much:  that  Iliad 
established  a  beautiful  drainage  channel  right  through  the  centre 
of  the  pelvis,  through  which  I  could  evacuate  anything  patho- 
logical that  might  "be  there.  I  thought  it  was  a  better  method 
of  draining  than  simple  incision  behind  the  uterus. 

Dr.  Polk. — The  question  is  one,  then,  which  must  be  deter- 
mined by  each  upon  his  individual  experience.  The  operation 
itself  is  certainly  very  enticing.  The  enucleation  of  the  uterus 
in  the  manner  Dr.  Edebohls  has  suggested,  and  under  the  condi- 
tions first  proposed,  would  accomplish  a  most  der-irable  lesult ;  but 
it  seems  to  me  that  in  adopting  the  idea  in  cases  of  this  kind  we 
are  performing  an  extra  operation  without  getting  commensurate 
good,  and  I  should  question,  therefore,  whether  it  would  be  a 
desirable  procedure  where  we  simply  wish  to  evacuate  abscesses. 
Of  course,  so  far  as  drainage  is  concerned,  that  can  be  obtained 
just  as  well  by  the  free  incision  which  is  familiar  to  all  of 
you;   and   the  presence  or  ■.d)sence  of  the   uterus    under  those 
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circumstances,  I  imagine,  would  not  make  any  very  great 
tlitference,  for  tlie  reason  that  the  amount  of  space  which  can  be 
gained  between  the  uterus  and  the  sacrum  is  in  every  case 
ample  for  the  mere  evacuation  of  sucli  abscesses.  In  nearly 
every  instance  they  form  in  the  posterior  pelvic  region,  and 
when  you  enter  that  region  you  need  never  go  anywhere  except 
into  the  abscess  cavities,  because  you  can  always  make  out 
where  you  are  by  conjoined  rectal  and  vaginal  palpation.  These 
remarks  are  not  offered  as  a  criticism  upon  the  method,  but 
simply  with  a  view  to  bringing  out  the  best  method  of  procedure 
in  cases  of  this  kind. 

Dr.  Cl'rrier. — I  should  like  to  say  one  word  in  regard  to  that 
operation,  I  had  an  opportunity  a  few  weeks  ago  to  question  a 
gentleman  living  in  Chicago  who  had  seen  tlie  operation  as 
performed  by  Dr.  Pratt.  I  asked  him  if  hemorrhage  M-ere  not 
apt  to  occur  afterward,  and  he  said  yes;  he  thought  there  was 
not  a  doctor  living  in  the  neighborhood  of  the  residence  of  this 
doctor  that  had  not  been  called  up  in  the  night  to  arrest  sec- 
ondary hemorrhage  after  such  operations.  Of  course  such  a 
statement  must  be  taken  with  a  certain  amount  of  allowance, 
but  I  doubt  whether  the  time  will  come  when  we  can  safely 
follow  out  this  plan  as  a  routine  method.  There  are  cases 
where  it  may  be  done  safely,  but  I  believe  that  if  we  attempt  to 
follow  it  out  as  a  customary  method  we  shall  have  some  very 
sorry  experiences. 

Dr.  Pryor. — I  think  Dr.  Edebohls'  case  has  been  a  little  over- 
looked in  its  elements.  I  think  the  woman  was  in  extremis  and 
would  not  have  stood  a  long  hysterectomy,  and  he  did  the  next 
best  thing.  It  is  in  just  that  class  of  cases  that  vaginal  extirpa- 
tion would  give  the  most  good.  I  think  the  operation  is  only 
indicated  in  this  extremely  limited  class  of  cases. 

Dk.  J.  K.  GoFFE. — The  case,  as  reported,  impressed  me  as  one 
in  which  the  doctor  wanted  good  drainage  ;  he  did  not  choose 
this  particular  method  because  it  was  specially  adapted  to  this 
case.  I  understood  that  he  was  interested  in  this  method  of 
enucleation  of  the  uterus,  and,  this  case  presenting  itself,  he 
tried  it.  I  have  read  vvitli  considerable  interest,  as  most  of  us 
probably  have,  the  reports  of  these  cases  of  enucleation  in 
Chicago,  and  one  that  occurred  last  summer  in  Denver,  which 
lias  been  reported  as  being  perfectly  successful,  where  the  ute- 
rus was  enucleated  without  the  ligation  of  a  single  vessel  or  the 
application  of  a  clamp.  While  I  have  had  more  or  less  doubt  in 
regard  to  it  heretofore,  the  fact  that  Dr.  Edel)ohls  has  done  it  in 
a  case  of  this  sort,  where  there  wa-  an  intliimmatorv  condition 
which  would  necessitate  increased  circulation  and  would  render 
the  operation  much  more  liable  to  hemorrhage,  and  that  he  has 
succeeded  in  doing  it  with  ligating  simply  one  uterine  artery, 
inipresses  me  with  the  possibility  of  doing  the  operation  success- 
fully and  gives  me  mucli  more  faith  in  the  reports  as  read. 
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Dr.  Edebohls  (in  closing'). — I  would  like  to  present  the 
matter  to  Dr.  Polk  in  this  light :  I  had  a  case  of  ruptured 
extrauterine  pregnancy,  diagnosticated  as  such  by  myself,  and 
in  which  nearly  all  of  lis  would  agree  that,  the  patient's  condi- 
tion allowing  it,  celiotomy  would  be  the  proper  treatment.  The 
patient's  condition,  however,  did  not  allow  of  it.  I  tried  to  get 
at  the  extrauterine  pregnancy  in  the  next  best  way  that  occurred 
to  me:  by  removing  the  uterus  per  vaginatn — an  operation 
which  I  tli ought  my  patient  could  bear.  At  the  same  time  I 
had  in  mind  that  any  other  pathological  products  which  might 
have  accumulated  in  the  pelvis  would  iind  a  ready  outlet  or 
could  be  easily  evacuated  through  this  central  d]-ainage  channel. 
That  is  the  reason  I  chose  vaginal  hysterectomy  in  preference  to 
celiotomy.  It  was  not  a  question  of  mere  drainage  of  an  ab- 
scess ;  T  did  not  know  the  abscess  was  there  before  I  operated 
This  explanation  may  also  serve  to  correct  a  possible  misunder- 
standing that  Dr.  Goffe  seems  to  labor  under — that  I  did 
vaginal  hysterectomj'  merely  to  apply  a  certain  method  of  opera- 
tion. The  criticism  Dr.  Currier  has  made  on  hearsay  evidence 
in  regard  to  Dr.  Pratt  has  the  value  of  hearsay  evidence,  and 
no  more.  I  do  not  think  we  ought,  in  scientific  discussions,  to 
bring  in  hearsay  evidence.  During  a  recent  visit  to  Chicago  I 
saw  Dr.  Pratt  remove  three  or  four  uteri  in  this  way. 

As  to  the  question  of  after-hemorrhage,  I  do  not  believe 
there  is  any  greater  danger  of  it  in  his  cases  than  there  is  in  the 
work  of  the  rest  of  us.  From  what  I  saw,  his  cases  go  off  the 
table  with  all  hemorrhage  checked,  and  I  cannot  believe  it  is  the 
rule  in  his  work  to  have  secondary  hemorrhages.  During  the 
week  I  was  with  liim  he  certainly  had  none,  and  he  was  doing  a 
great  deal  of  work  during  that  time. 

Dr.  W.  M.  Polk  read  a  paper  entitled 

VAGINAL   HYSTEREOrOMY   BY    MORCELLATION    FOR    FIBROIDS.' 

Dr.  Boldt. — I  have  every  reason  to  be  particularly  delighted 
with  the  paper  which  Dr.  Polk  has  put  before  the  Society  this 
evening,  because  it  shows  that  he  finally  comes  around  to  the 
fact  that  vaginal  operations,  when  they  are  suitable,  give  a  better 
and  safer  result  than  abdominal  operations — a  question  which  was 
only  within  a  year  brought  before  the  Society.  The  line  of 
limitation  for  vaginal  morcellation  of  fibromatous  uteri  has  been 
fully  drawn  by  D)-.  Polk,  and  there  is  no  question  in  my  mind 
but  what  it  is  the  proper  operation  in  that  class  of  cases  and 
should  invariably  be  preferred  to  an  abdominal  hysterectomy ; 
because  there  is  no  question  about  it  but  that,  when  we  take  a 
large  number  of  cases  such  as  the  French  operators  have  had, 
theimmediate  results  are  far  better  than  theinnnediate  results  of 
thesame  operation  per  abdomen,  and  of  course  it  stands  to  reason 

'  See  original  article,  p.  753. 
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that  the  roinute  results  must  he  hotter.  Su  tluit  I  think  we  sliould 
make  ourselves  more  famihur  witli  vaffiual  moroellation  as  well 
as  all  vai^inal  operations  of  that  kind,  nut  only  for  tihromata  but 
for  other  cases,  and  test  the  class  of  operations  personally  before 
we  ca^t  an  unfavorable  criticism  upon  it.  The  rule  is  that  the 
abdominal  operation  is  more  easily  performed  than  the  vaginal 
one.  But  that  is  neither  here  nor  there.  The  form  of  proce- 
dure which  we  should  adoi)t  is  the  one  which  promises  the  best 
immediate  and  remote  results  for  our  patients;  and  I  sincerely 
hope  that  other  gentlemen  will  also  follow  the  particular  form 
of  operation  for  a  tibromatous  uterus,  as  well  as  the  vaginal  ope- 
ration when  the  uterus  must  be  removed  for  suppurative  disease 
of  the  adnexa  and  carcinoma. 

Dk.  Edkboiils. — The  principles  which  Dr.  Polk  has  pro- 
posed for  t)ur  guidance  in  dealing  with  certain  cases  of  fibromata 
of  the  uterus  ought  to  commend  themselves  to  everybody  who 
has  been  working  surgically  upon  the  abdominal  and  pelvic 
organs,  and  who  has  been  gradually  led  by  the  force  of  his 
experience  and  work  in  the  same  direction  that  Dr.  Polk  has. 
Personally  I  have  laid  down  for  my  guidance,  under  similar  con- 
ditions to  those  enunciated  by  Dr.  Polk  this  evening  as  particu- 
larly indicating  removal  of  iibromata  per  vaginam,  practically 
the  same  rules  which  the  reader  has  laid  down  for  himself,  hut 
it  has  so  happened  that  for  some  time  I  have  not  found  a  suitable 
case  for  their  application.  If  I  might  be  permitted  to  offer  a 
slight  criticism  upon  one  eventuality  presented  by  Dr.  Polk,  it 
would  be  this  :  Dr.  Polk  has  included  among  the  cases  Avliich 
perhaps  are  suitable  for  treatment  by  morcellation  from  below 
those  cases  in  which  we  find  some  cystic  or  purulent  accumula- 
tion in  the  tubes  or  ovaries,  which  is  discovered  after  incising 
Douglas'  sac.  Dr.  Polk  suggests  that  we  should  be  guided  by 
the  findings  at  the  time  in  determining  whether  to  continue  the 
work  from  below,  stating  particularly  that  if  the  tubal  or  ovarian 
tumor  is  high  up  a  celiotomy  might  be  superadded  and  the 
work  finished  from  above.  I  would  prefer  in  such  a  case  to  re- 
move the  uterus  by  enucleation  or  morcellation,  leaving  the  ac- 
cumulation in  the  tube  on  either  side,  if  possible,  untouched  until 
a  later  date,  until  I  had  the  pelvic  cavity  shut  off  from  al)ove 
by  adhesions  between  the  intestines.  Then  I  could  safely, 
through  the  channel  left  after  removal  of  the  uterus,  evacuate 
the  contents  of  the  tulles,  even  though  septic  in  nature,  without 
endangering  the  woman's  life,  proceeding  upon  the  same  lines 
adopted  in  the  case  presented  this  evening. 

Dr.  Janvrin. — I  have  had  no  experience  whatever  in  re- 
moval of  the  uterus  by  morcellation.  I  appreciate  all  that  Dr. 
Polk  has  said,  and  fully  agree  with  him  as  to  the  grounds  on 
which  he  basis  his  justifiability  of  this  operation.  At  the  same 
time  in  my  own  experience  I  have  been  able  to  remove  ])retty 
large  uteri,  not  fibromatous  but  sarcomatous  and  carcinomaton& 
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— ^otio  ill  j)artieulai'  which  was  six  and  a  (juaitci-  inches  in  lent^th 
and  four  and  a  quarter  in  width  across  the  fundus  at  tlie  point 
of  tlie  tubes.  To  be  sure,  that  was  in  a  hirge  patieiit  with  an 
ample  pelvis,  and  it  was  an  extreme  case.  Of  course  I)r,  Polk's 
remarks  ai)ply  to  cases  of  tibromatous  uteri  which  cannot  be 
removed  in  their  entirety,  but  my  own  experience  in  such  cases 
has  been  very  satisfactory  by  oi)eratin<ji;  u])(>n  them  throu<j;h  the 
abdomen.  It  seems  to  me  tliat  tlie  operation  by  morcellation,  in 
the  cases  referred  to  b}''  Dr.  Polk  and  the  sizes  mentioned  by 
him,  must  be  generally  a  more  tedious  operation  than  an  abdo- 
minal hystei-ectomy.  There  are,  however,  several  circumstances 
which,  even  although  tlie  operation  is  more  tedious,  come  into 
play  and  make  it  possibly  not  quite  so  serious  an  operation. 
There  is  less  danger  from  peritonitis  following  it,  I  think,  as  in 
all  cases  of  vaginal  hysterectomy,  than  in  al)dominal  hysterec- 
tomy. The  point  which  Dr.  Edebohls  has  made  just  now,  in 
reference  to  leaving  the  tubes  (if  diseased  from  salpingitis  or 
any  other  cause)  after  the  removal  of  the  uterus,  and  then  ap- 
proaching them  at  a  later  period,  as  he  did  in  his  case  of  extra- 
uterine pregnancy,  is  certainly  a  very  excellent  idea.  But  I 
must  say  that  I  think  that  up  to  the  present  time  we  would 
all  go  right  ahead  and  do  all  that  we  could  to  remove  those 
tubes ;  that  as  yet  we  liave  not  reached  that  point  of  con- 
servatism where  we  would  leave  the  tubes  untouched.  I  fully 
agree  with  Dr,  Edebohls  as  to  the  point  itself,  and  that  it  would 
be  an  excellent  thing,  because  the  partition  formed  after  the 
removal  of  the  uterus,  isolating  the  intestines  and  the  peritoneal 
cavity  from  the  pelvic  cavity,  leaves  a  very  simple  operation  to 
do— that  is,  approach  them,  as  he  expresses  it,  through  the  chan- 
nel formed  by  the  removal  of  the  uterus — and  we  can  do  it  with 
perfect  safety  and  impunity,  because  we  do  not  touch  the  peri- 
toneal cavity  in  any  way. 

Dii.  Polk. — The  ditHculty  which  presents  itself  in  leaving 
the  purulent  masses  behind  lies  in  the  fact  that  in  this  process 
of  morcellation,  and  even  in  an  ordinary  vaginal  hysterectomy, 
it  is  extremely  difficult  to  avoid  disturl)ing  such  structures;  and 
if  they  are  disturbed,  even  to  but  a  slight  extent,  one  can  never 
feel  sure  that  there  is  not  leakage,  and  if  there  be  leakage  you 
have,  of  course,  the  danger  of  infection  to  which  I  have  alluded. 
At  first  sight  it  might  appear  to  be  a  simple  matter  to  cleanse 
the  infected  territory  surrounding  the  structures,  located  even  as 
hio-h  up  as  I  have  suggested  some  purulent  masses  might  be.  I 
can  only  speak  from  "my  experience  in  such  cases,  and  it  i.s  to 
this  etfect:  As  I  have  suggested  in  my  paper,  the  intestines 
rolling  in  from  above  will  get  below  this  territory,  so  that  the 
fluid  which  you  use  for  the  purpose  of  cleansing— and  it  is  only 
by  the  use  of  fluid  that  you  can  cleanse  such  regions— will,  I 
believe,  in  every  instance  remain  to  a  considerable  extent  at  or 
above  the  infected  region.     In  one  such  case  which  I  operated 
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upon,  and  in  which  I  was  not  satisfied  with  the  amount  of  fluid 
that  returned  to  nie,  I  opened  the  abdomen  above,  having  com- 
pleted the  operation  from  below,  and  discovered  that  a  consider- 
able proportion  of  the  water  used  had  \vorked  its  way  up  in 
direct  contact  with  the  abdominal  wall  and  lay  between  the  ab- 
domiiuil  wall  and  the  intestines.     I   think  this  is  an   accident 
which,  if  it  can  occur  under  such  circunif^tances,  nuiy  occur  under 
similar  circumstances  in  every  patient.     Further,  I  doubt  whether 
it  would  be  an  easy  matter  to  reach  such  masses  after  the  intes- 
tines had  dropped  below  them,  as  they  invariably  do,  and  granu- 
lation with  resulting  adhesions  to  adjacent  structures  had  taken 
place.     This  is  a  condition  we  can  always  count  upon,  and  as  a 
piece  of  surgery  I  do  not  know  but  under  those  circumstances  I 
would  prefer  to  make  my  second  operation  from  above.     As  I 
understood  Dr.  Janvrin,  he  seemed  to  think  that  my  remarks  im- 
plied that  there  would  be  an  incomplete  removal  of  these  fibroid 
uteri.     If  my  paper  produced  that  impression  it  was  not  my  in- 
tention, because  these  tumors  can  be  removed  just  as  thoroughly 
by  morcellation  as  they  can  by  suprapubic  hysterectomy.     And 
not  only  can  they  be,  but  they  should  be,  because  there  is  nothing 
so  dangerous  to  the  patient  as  to  leave  behind  masses  of  this 
tissue,  the  circulation  of  which  has  been  interfered  with — those 
very  masses  most  frequently  undergoing  degenerative  change 
and   forming  foci   for  septic   infection.     In   reference  to   Dr. 
Boldt's  very  generous  remarks  in  regard  to  my  criticism  of 
vaginal  hysterectomy  years  ago,  I  will  simply  remind  the  doctor 
that  my  suggestions  then  did  not  apply  to  fibroid  disease  but  to 
carcinoma,  and  suggested  that  by  the  suprapubic  method   we 
could  reach  the  trouble  in  the  upper  abdomen  and  pelvis  from 
above  better  than  from  below.     However,  if  I  made  the  remark 
apply  to  fibroid  disease,  I  heartily  retract  it  to-night. 

Dr.  Janvrin. — Dr.  Polk  has  entirely  misunderstood  my  re- 
marks. I  do  not  think  I  said  anything  implying  that  I  meant 
that  he  or  any  one  else  would  leave  a  portion  of  the  uterus  or  of 
the  fibroma.  I  said  that  where,  the  uterus  having  been  removed, 
there  still  remained  diseases  of  the  appendages  which  could  not 
be  removed,  the  idea  suggested  by  Dr.  Edebohls  of  a  secondary 
operation  seemed  to  me  very  good. 

Dr.  Polk. — With  reference  to  that  point,  of  course  that  de- 
pends entirely  on  the  location  of  the  appendages.  If  they  are 
low  down  you  can  always  get  at  them  and  remove  them  alto- 
gether. If  they  are  high  up,  as  they  are  apt  to  be  under  certain 
conditions  of  fibroid  disease,  it  presents  a  class  of  cases  to  which 
I  have  already  called  attention. 
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Stated  Meeting,  October  IQt/i,  1894. 
The  President,  Charles  Jewett,  M.D.,  in  the  Chair. 

UTERUS    WITH    ANTERIOR    VAGINAL  WALL    ATTACHED,   AND    SEVERAL 
SMALL  FIBROIDS  WHICH  WERE    REMOVED  AT  THE   SAME   TIME. 

Dr.  Andrew  F.  Currier  presented  a  specimen  consisting;  of 
a  small  and  atrophic  uterus  with  a  portion  of  anterior  va<j:;inal 
wall  attached,  and  two  small  myomata,  as  large  as  a  walnut  and 
a  pullet's  egg  respectively,  which   were  removed  with  it  per 
vaginam.     The  patient  was  an  Irishwoman,  53  years  of  age  ; 
married   thirty-live   years;  never  pregnant;  menstrual   history 
from  the  sixteenth  to  the  forty-third  year,  and  not  at  all  abnor- 
mal.    Three  months  ago  her  attention  was  called  to  the  fact 
that  there  was  a  large  lump  in  her  vagina,  hut  as  it  did  not  trou- 
ble her  very  much  she  delayed  seeking  medical  advice  until 
October  7th,  when  she  was  tirst  seen  by  me.     The  anterior  wall 
of  the  vagina  was  prolapsed  and  hypertrophied,  the  posterior 
wall  and  perineum  were  in  pretty  good  condition.     October  13th 
a  plastic  operation  on  the  anterior  wall  (described  by  me  in  the 
Annals  of  Gynecology  and  Pediatry  for  July,  1890)  was  per- 
formed and  the    uterus  removed,  the   supposition   being  tiiat, 
by   bringing  the  broad  ligaments  into  the  vagina  and  stitching 
the  vaginal  walls  to  them,  prolapse  would  be  less  likely  to  recur. 
The  woman  had  long  since  passed  the  menopause  and  the  ute- 
rus was  quite  small  ;  but,  notwithstanding,  it  was  quite  difficult 
of  removal  on  account  of  the  firm  adhesions  of  the  appendages 
of  the  right  side,  and  the  two  myomata  which  were  enucleated 
before  the  uterus  could  be  released.     Here  was  a  case  in  which 
it  would  have  been    supposed  that  enucleation  of  the  uterus 
would  be  feasible,  if  ever;  but  although  ten  years  had  elapsed 
since  the  menopause,  and  atrophy,  as  may  be  seen,  was  far  ad- 
vanced, the  uterine  arteries    and  veins  were  quite  large  and 
there   was   smart   hemorrhage    from  them    before   they    were 
securely  tied.     As  I  stated  at  the  last  meeting,  I  do  not  believe 
that  enucleation  of  tlie  uterus  without  ligatures  can  be  consid- 
ered a  safe  operation  ;  and  this  time  it  is  not  '•  hearsay  evidence  " 
which  is  adduced,  as  I  assisted  a  friend  in   an  enucleation  of  the 
uterus  the  day  before  the  specimen  here  preseuted  was  removed, 
and  a  very  troublesome  hemorrhage  followed  during  the  suc- 
ceeding night. 

Dr.  Edebouls  inquired  what  the  indication  was  for  the 
removal  of  the  uterus. 

D.^.  CuRKiER  replied  that  it  was  prolapsus  of  the  anterior 
vaginal  wall,  and  tha  fact,  as  stated  in  the  report,  that  he  be- 
lieved that  the  prolapsus  was  less  likely  to  recur  if  the  uterus 
were  removed. 

Da.  EossjiiLs.— I  think  that  to  dissuss  the  whole  subject  of 
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prolapsus  would  le;ul  us  too  far  this  eve^iIl,l,^  I  ^I'ldl  therefore 
contiuorny  remarks  entirely  to  a  statement  made  by  Dr.  Currier 
as  totlie  non-fea<ihility  of  removing  these  uteri  without  li<i;ating 
both  uterine  and  bothovarian  vessels.  I  have  removed  during 
the  last  ten  days  a  uterus  live  or  six  times  as  large  as  the  one  on 
this  plate,  and  only  tied  one  uterine  and  one  ovarian  artery  ; 
my  patient  had  no  hemorrhage  at  or  after  operation,  has  made  a 
beautiful  recovery,  and  is  up  and  al)Out  to-day. 

J)k.  CuKKiER.— 1  did  not  say  that  it  was  not  possible,  but  that 
I  did  not  believe  tliat  it  was  feasible  as  a  routine  operation. 
The  reports  which  go  out  from  this  Society  are  by  many  mem- 
bers of  the  profession  regarded  as  e.v  cathedra,  and  therefore  I 
do  not  think  anything  should  be  uttered  which  would  lead  the 
inexperienced  to  such  measures  as  would  result  disastrousl3\ 

Dh.  Eokbohls. — I  do  not  wish  to  state  that  it  can  he  done  in 
all  cases.  I  am  not  ready  to  take  a  stand  on  the  question  any 
further  than  1  stated  at  the  last  meeting. 

specimens  from  case  of  ruptured  ectopic  gestation 
(twelfth  week). 

Dr.  Egbert  H.  Grandin  presented  the  specimens,  consist- 
ing of  a  ruptured  tubal  sac  with  attaciied  placenta,  an  ovarian 
cyst  the  size  of  a  small  orange,  and  a  pyosalpinx,  and  made  the 
following  comments:  These  specimens  are  not  rare,  but  the 
history  of  the  woman  from  whom  they  were  removed  is  of  in- 
terest'^from  the  manner  after  which  her  life  has  been  repeatedly 
jeopardized.  The  patient  was  tirst  seen  in  consultation  in  1891, 
and  her  case  was  made  the  subject  of  a  paper  entitled  "  Clinical 
Contribution  to  the  Subject  of  Ectopic  Gestation,"  published 
in  The  American  Journal  of  Obstetrics  (vol.  xxv.,  Ko.  1, 
1892).     I  append  the  history  as  written  at  that  date : 

Case  I.— On  August  1st,  1891,  the  late  Dr.  H.  G.  Lyttle,  of 
Astoria,  asked  me  to  see  Mrs.  R.  with  him.  She  was  28  years 
of  age  and  had  had  one  child  five  years  previously.  Her  men- 
strual periods  had  recurred  with  regularity  up  to  the  IGtli  of 
June.  She  then  flowed  four  days,  tlie  ordinary  duration  of  her 
periods.  The  July  period,  due  the  14th,  did  not  appear.  On 
the  21st  of  July  she  had  an  attack  of  abdominal  pain  associated 
with  "  spotting  "  from  the  vagina.  On  July  28th  she  began  to 
flow.  Numerous  clots  were  passed  and  the  abdominal  pains 
returned.  On  August  1st  I  examined  her  under  chloroform. 
The  patient  was  still  flowing  moderately  and  the  pains  were  col- 
icky. The  uterus  was  enlarged,  the  cervical  canal  patulous. 
The  dull  curette  i-emoved  a  few  vegetations  and  membranous 
shreds  from  the  uterine  cavity.  To  tlie  right  of  the  uterus  the 
enlarged  tul)e  was  readily  palpated.  This  tube  was  movable, 
semi-fluctuating,  congested  (as  evidenced  by  the  pulsating  ves- 
sels). My  diagnosis  was  ectopic  (tubal)  gestation  advanced 
probably  to  the  sixth  week.     There  being  no  evidence  of  present 
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or  impending  heniorrliage,  I  felt  fully  justified  in  recommend- 
ing electricity.  The  arguments  for  and  against  it,  and  the 
alternative  method  (abdominal  section),  having  been  fully  ex- 
plained to  Mr.  R.,  he  selected  this  agent.  Dr.  Lyttle  adn)inis- 
tered  galvanism  on  four  alternate  days,  Mrs.  R.  being  kept  in 
bed.  I  am  not  in  a  position  to  state  the  current  strength,  as  no 
meter  was  included  in  the  circuit. 

On  August  11th  I  was  re(|Ucbied  to  see  the  patient  again. 
The  abdominal  pains  still  remained  ;  the  dril)bling  from  the 
uterus  had  ceased  ;  the  right  latero-])(»sterior  cul-de-sae  was  occu- 
pied by  a  tense  tumor;  the  uterus,  still  enlarged,  was  }niphed 
to  the  left  and  anteriorly.  This  examination  was  also  under 
chloroform.  There  was  no  history  of  collapse;  the  pulse  was 
a  tritle  rapid,  but  not  thready.  It  was  evident,  however,  that 
rupture  of  the  tube  had  occurred  into  the  broad  ligament.  The 
hematoma  was  so  tense  that  I  feaie<l  intraperitoneal  rupture  if 
I  left  it  for  absorption.  Abdominal  section,  in  view  of  the  im- 
possibility of  enucleation,  did  not  seem  justifiable.  Alter  lully 
discussing  the  situation  with  Dr.  Lyttle  and  with  Dr.  Hobart 
Cheesman  (who  was  present  on  this  occasion),  the  conclusion 
was  reached  that  the  wisest  course  to  pursue  was  vaginal  inci- 
sion. I  agreed  to  this  witli  all  the  more  readiness  in  that  my 
results,  from  selecting  the  vagina  as  the  point  of  attack  of  Huid- 
containing  tumors  which  present  there,  have  uniformly  been 
successfuh  Aspiration,  incision,  divulsion  were  the  successive 
steps  which  enabled  me  to  clear  out  the  cavity  of  the  hematoma 
with  my  linger.  I  obtained  only  clots.  I  washed  out  the  cavity 
with  a  two-per-cent  hot  creolin  solution  and  packed  with  gauze. 
There  was  absolutely  no  untoward  reaction.  The  gauze  was 
removed  by  Dr.  Lyttle  in  thirty-six  hours,  and  a  drain  (also  of 
gauze)  was  inserted.  At  the  end  of  a  week  (August  18th)  the 
cavity  had  closed  and  the  patient  was  rapidly  convalescing.  At 
this  (late,  locally,  there  existed  an  induration  in  the  right  broad 
ligament;  the  uterus  had  decreased  in  size;  the  patient  still 
complained  of  occasional  pelvic  pain  and  had  a  moderate  seio- 
sanguinolent  discharge. 

On  the  evening  of  September  2d  the  patient  had  a  fainting 
spell  and  the  pulse  became  rapid  again.  On  September  3d  I 
again  saw  her.  She  complained  in  particular  of  rectal  tenes- 
mus. The  pulse  rate  \vas  120  and  strong.  Locall}'  the  recto- 
uterine cul-desac  was  tilled  with  a  boggy  mass  which  pressed 
the  uterus  forward.  The  diagnosis  of  hematocele  was  made, 
and  was  verified  by  the  aspirator  needle.  Using  the  needle  as 
a  director,  I  made  a  small  incision  with  a  narrow-bladed  l)Istoury, 
enlarged  the  opening  with  a  steel-branched  dilator,  cleaned  out 
the  cavity  with  the  finger  and  the  dull  curette,  washed  it  out 
with  a  fifteen-volume  solution  of  peroxide  of  hydrogen,  and 
packed  it  with  seven-per-cent  iodoform  gauze.  In  thirty-six 
hours  I  removed  the  packing  and  inserted  a  T  rubber  drain  tube. 

55 
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Tlie  cavity   was  irrigated  daily   by   Dr.   Lyttle,  and  in  ten  to 
twelve  days  it  had  closed. 

The  latter  part  of  October  I  had  an  opportunity  to  examine 
the  patient.  Her  general  health  was  excellent.  The  uterus 
was  movable  and  approximately  normal  in  size;  a  hard  nodule 
in  the  right  broad  ligament  and  ]>osterior  to  the  uterus  marked 
the  sites  of  incision. 

In  the  fall  of  1892  I  again  saw  this  patient  in  consultation 
Avith  her  famil}'  physician,  Dr.  McF'arlane.  The  question  to 
determine  was  why  she  did  not  conceive.  I  found  a  fungous 
endometritis  and  a  deep  right-sided  cervical  laceration.  I  ope- 
rated for  these  conditions  and  discharged  her  in  excellent  gene- 
ral and  local  health. 

I  was  again  called  to  her  by  Dr.  McFarlane  on  August  15th, 
1801,  to  empty  the  uterus  of  what  was  considered  the  remnant 
of  an  early  miscarriage,  at  best  not  over  six  weeks.  I  curetted 
the  uterus  and  removed  what,  on  gross  examination,  seemed  to 
be  chorionic  villi.  The  shreds  were  lost  before  microscopic 
examination  was  possible. 

The  tirst  week  in  October  the  patient  appeared  at  my  office  and 
told  ine  that,  notwithstanding  the  curettage  in  August,  she  had  had 
considerable  hamorrhage  and  had  recently  suffered  from  transient 
abdominal  pain.  I  advised  her  to  enter  my  service  at  the  French 
Hospital,  and  on  examination  under  ether  1  found  a  small,  empty 
uterus,  with  a  large,  soft  mass  to  the  left  and  posteriorly.  The 
patient  had  a  temperature  of  100°.  After  due  consideration  I 
ventured  tlio  diagnosis  of  probable  ruptured  left  ectopic  tube 
shut  off  from  the  general  peritoneal  cavity  by  adhesions.  I  as- 
sumed from  the  temperature  rise  that  the  mass  might  be  septic, 
and  I  therefore  determined,  since  it  pouched  well  into  the 
vagina,  to  open  it  there,  render  it  aseptic,  and  after  a  few  days 
remove  the  mass  per  abdomen.  I  thus  aimed  at  avoiding  general 
peritoneal  infection  and  obtaining  greater  chance  of  ultimate 
cure. 

Accordingly,  on  the  11th  instant  (October,  1894)  I  incised  the 
mass  per  vaginam,  washed  it  out,  and  packed  with  sterile  gauze. 
The  patient's  pulse  was  then  90  and  the  temperature  100°  F. 
The  next  day  the  pulse  was  120,  colicky  abdominal  pains  were 
complained  of,  and  the  patient  said  she  had  difficulty  in  taking 
deep  respirations  and  these  were  rather  sighing  in  character. 
She  was  not  specially  anemic.  Upon  weighing  the  symptoma- 
tology I  determined  on  immediate  abdominal  section. 

\yith  the  kind  assistance  of  Dr.  R.  A.  Murray  I  entered  the 
peritoneal  cavity  and  found  general  congestion  of  the  intestines, 
fluid  blood,  and  old  clots.  The  left  tube  had  ruptured  and  was 
firmly  adherent  together  with  the  large  cystic  ovary.  I  removed 
these,  and  on  examining  the  appendages  on  the  right  side  (the 
site  of  the  gestation  in  1891)  I  found  a  firmly  adherent  pyosal- 
pinx,  a  cirrhotic  ovary  amidst  dense  adhesions,  combined  with 
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an  elongated  and  contracted  verniifonu  appendix.  With  great 
difficulty  I  removed  the  tube,  and  then,  the  woman's  condition 
being  very  critical,  I  made  no  attenij)t  to  dig  out  the  ovary  and 
appendix,  or  to  remove  the  entire  uterns.  hut  contented  myself 
with  carrying  sterilized  gauze  through  Douglas'  jjouch  into  the 
vagina  and  closing  the  abdomen  lege  artis.  During  these  man- 
ipulations the  peritoneal  cavity  was  irrigated  with  hot  one-per- 
cent saline  solution  and  about  one  quart  was  left  within.  This 
device  is  of  greatest  im))ortance  in  protracted  abdominal  work, 
and  has  time  and  again  saved  a  forlorn  h()])o  for  me. 

The  woman  is  convalescing  satisfactorily  on  this  the  fifth  day- 
post  operationem. 

Hetiiarls. — In  1891  I  made  the  following  comment  on  this 
case  in  reference  to  the  use  of  electricity:  ''I  frankly  admit 
that,  notwithstanding  the  ultimate  brilliant  result,  the  patient 
was  subjected,  all  told,  to  a  risk  equal  to  that  she  would  have 
run  had  I,  when  I  tirst  saw  her,  extirpated  the  enlarged  tube." 
I  concluded  that  clinical  paper  by  saying:  "When  the  time 
comes  for  calm,  dispassionate  review  of  the  treatment  of  early 
ectopic,  there  is  little  question  but  that  some  of  the  ardent  advo- 
cates of  electricity  will  be  obliged  to  modify  their  views."  At 
that  date,  1891,  I  was  an  earnest  and  a  sincere  advocate  of  elec- 
tricity in  the  prerupture  stage  of  this  condition.  To-day,  1894, 
I  wish  to  admit  that  I  was  in  error.  I  question  if  we  often  reach 
a  diagnosis  in  the  prerupture  stage,  and  I  believe  that  the  imme- 
diate safety — and,  to  go  further,  perhaps  the  ultimate — of  the 
woman  is  best  secured  by  aseptic  abdominal  section  when  the 
history  and  the  local  iindings  justify  the  diagnosis.  I  have  seen, 
in  consultation,  during  the  past  year  five  eases  of  tubal  gestation  ; 
I  operated  on  three  in  the  absence  of  distinct  history  suggestive 
of  rapture,  and  yet  found  the  peritoneal  cavities  full  of  blood. 
The  fourth  case  I  was  unable  to  admit  into  my  hospital.  She 
was  operated  on  by  a  colleague,  who  found  the  same  condition  of 
affairs.  The  fifth  was  operated  on  by  a  colleague  who  will  report 
later.  These  five  women  recovered  ;  none  would  have  done  so 
under  the  electrical  treatment.  Further,  the  ultimate  history  of 
the  case  recorded  to-night  fortifies  me  in  my  recantation.  She 
nearly  lost  her  life  in  1891  because  the  knife  was  not  used. 
The  ovum  was  destroyed,  and  on  abdominal  section  in  1894  I 
find  a  pus  tube.  Whilst  electricity  killed  the  ovum,  it  left 
behind  a  virulent  focus  of  possible  peritoneal  infection.  I  have 
learned  my  lesson  from  having  seen  ])ositive  results. 

One  word  more :  the  excellent  condition  in  which  this  woman 
is  to-day  is  due  to  the  fact  that  I  drained  the  peritoneal  cavity 
according  to  Nature's  method — doion  Jiill.  The  clots  and  debris 
which  have  drained  by  the  vagina  could  not  have  been  absorbed, 
and  could  not  have  drained  by  gauze  or  by  tube  ujJ-hilL 
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CASE    OK    TLHAL    l'KK(JNANCY    OK    THK    HIGIIT    TCBE    IN    WHICH    A 
Kl'lTrRE    WAS    IMMIXKNT. 

Du.  J.  £.  Janvkix  presented  a  specimen  of  riiiitured  tubal 
pregnancy  removed  i^uccessfiilly  on  June  15tl),  1894-,  the  patient 
recovering  without  any  serious  com|)lications. 

Mrs.  13.,  xt.  35,  the  mother  of  three  ciiildren,  the  youngest  5 
years  of  age.  Has  had  two  miscarriages,  one  six  years  and  the 
other  seven  years  since.  Last  regular  menstrual  epoch  April 
10th,  1894.  May  29th  a  slight  irregular  and  intermittent  tiow 
began.  This  histed,  at  intervals,  until  June  11th.  She  then 
sent  for  her  physician,  Dr.  Henry  j\[ofl'at,  of  Yonkers,  because 
of  an  intense  paroxysmal  pain  in  the  right  iliac  region.  The 
paroxysm  lasted  about  two  hours.  There  was  no  elevation  of 
temperature  ;  pulse  normal  and  76  ;  abdomen  tympanitic,  but 
110  marked  tenderness. 

Examination  per  vaginam  showed  uterus  in  normal  position 
and  movable  :  sliij-ht  tenderness  in  the  rec-ion  of  right  ovary, 
r^o  tiowing  at  this  time.  That  night  another  attack  of  severe 
pain  followed  by  slight  uterine  hemorrhage.  Pain  controlled 
by  morphine  until  the  13th,  when  How  increased  during  the 
night  and  she  passed  two  pieces  of  membrane  the  size  of  a 
finger.  14th  :  Examination  showed  os  dilated,  uterus  pushed  to 
the  left,  and  a  soft,  tender  mass  in  Douglas'  pouch.  The  mass 
extended  toward  the  right  ovary.  Abdomen  more  tympanitic, 
though  not  tender;  temperature  100°,  pulse  96,  respiration  28; 
bowels  could  not  be  made  to  act.  The  foregoing  data  were 
furnished  me  by  Dr.  Moifat  on  my  arrival  on  the  evening  of  the 
llrth,  in  response  to  a  message  from  him  asking  me  to  see  the 
case  in  consultation. 

The  history  and  conditions  existing  pointed  to  a  tubal  preg- 
nancy, of  the  right  tube,  in  which  a  rupture  was  impending  ; 
Dr.  Moffat  had  already  suspected  it.  The  hemorrhage  at  this 
time  was  very  slight  and,  I  thought,  entirely  within  the  tube 
and  the  folds  of  the  broad  ligament.  The  blood  seemed  to  me 
to  be  entirely  encysted,  and  there  had  been  no  shock,  as  there 
would  have  been  had  there  been  a  decided  rupture  of  the  tube 
with  free  extravasation  of  blood  into  the  peritoneal  cavity.  The 
mass  was  the  size  of  a  lemon.  Even  under  the  favorable  condi- 
tions existing  we  decided  that  an  early  laparatomy  was  absolutely 
demanded.  I  returned  to  the  city  to  prepare  for  the  operation 
on  the  following  afternoon,  holding  myself  in  readiness  to  re- 
spond to  an  earlier  call  if  it  should  be  deemed  necessary. 

The  following  afternoon,  June  15th,  at  3  o'clock,  I  examined 
the  patient  again  previous  to  etherization,  and  found  the  m?ss 
at  least  four  times  larger  than  on  the  preceding  evening.  At 
about  10  in  the  morning  the  patient  had  had  a  recurrence  of  the 
pain  in  the  right  iliac  region,  but  there  had  been  no  shock  or 
collapse.     There    must   have    been   a  pretty   free  hemorrhage, 
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liowever,  at  this  time.  Tcmperatiirc  lOOJ^",  pulse  100.  a  good 
(leal  of  tympanites. 

Dr.  MoU'at  immediately  etherized  the  patient,  and,  with  Dr. 
Gotfe  assisting  me,  after  Jiaving  curetted  tlie  cavity  of  tlie  ute- 
rus  and  packed  it  with  iodoform  gauze,  I  opened  the  abdomen, 
and,  j)assing  the  fingers  of  one  hand  into  the  cavity,  graK])ed  the 
right  tube  and  ovary,  together  with  its  contents',  and  drew  it 
slishtly  away  from  the  uterine  body.  Applying  strong  forceps 
directly  back  of  my  lingers  to  the  tube  and  upper  portion  of  the 
broad  ligament,  and  lifting  them  up  by  the  forceps,  I  applied 
my  ligatures,  tied  and  then  removed  tlie  mass.  A  pint  or  more 
of  clotted  and  free  blood  was  cleared  out  from  the  ])eritoneal 
cavity,  the  cavity  thoroughly  washed  out  and  sponged  out.  The 
blood  was  perfectly  fresli  and  evidently  the  accumulation  of 
the  morning's  hemori'hage. 

The  appendix  vermiformis  was  found  to  be  greatly  swollen 
and  congested,  and  consequently  I  removed  that  also.  During 
the  following  thirty-six  hours  some  difficulty  was  experienced  in 
getting  the  bowels  to  move,  but  aside  from  that  no  unpleasant 
symptom  occurred  and  her  convalescence  was  rapid  and  com- 
plete. The  specimen  was  examined  by  Dr.  Charles  Heitzman, 
and  I  give  herewith  his  report : 

Dr.  Janvrin. 

Dear  Doctor: — My  report  of  the  case  of  tubal  pregnancy  is 
as  follows :  The  right  ovary  enlarged  to  double  its  normal 
size,  succulent,  and  holding  a  burst  follicle  filled  with  blood,  the 
size  of  a  small  cherry.  Attached  to  it  is  a  cyst  the  size  of  a 
liazelnut,  evidently  starting  from  the  parovarium. 

The  ovary  is  closely  connected  with  the  fimbriated  extremity 
of  the  right  tube,  which  is  enormously  enlarged,  the  fimbriae 
being  conglomerated  into  one  mass.  Abr»ut  one-half  inch  from 
the  fimbriated  extremity  is  the  point  of  i-upture,  marked  by  a 
clot  of  blood.  Here  a  cavity  is  seen,  about  one-fourth  inch 
wide,  lined  with  decidual  tissue.  The  latter  shows  villosities  in 
an  early  stage  of  development,  consisting  of  medullary  tissue  and 
freely  beset  with  protoplasmic  buds. 

No  embryo  could  be  found.  The  peritoneal  lining  of  the 
tube  in  this  location  is  much  thiekened.  The  portion  of  the 
tube  toward  the  uterus  is  nearly  normal.  The  shreds  removed 
from  the  uterine  cavity  are  |)apillary  in  nature  and,  aside  from 
juvenile  connective  tissue,  show  decidual  elements. 

Diagnosis. — Ruptured  tubal  pregnancy. 

As  to  the  age,  judging  from  the  clot  in  the  Graafian  follicle 
and  the  stage  of  development  of  the  tubal  decidua,  I  would  put 
it  between  the  seventh  atid  eighth  week. 

Yours  truly, 

C.  Heitzman. 
39  West  45Tn  strket, 
June  22d,  1894. 
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The  report  as  to  tlie  specimen  confinns  in  every  particular 
the  diagnosis,  and  the  operation  was  done  none  too  soon. 

The  rupture  of  the  tube  was  of  very  limited  extent  and  had 
nndoubtedly  occurred  at  about  10  a.m.  of  the  15th,  five  hours 
before  laparatomy  was  performed. 

Undoubtedly  tde  fetus  had  escaped  into  the  abdominal  cavity 
at  that  time  or  had  I)ecn  pressed  out  by  my  iintrers  when  I  grasped 
the  tube.  It  certaiidy  had  not  escaped  from  the  tube  on  the 
evening  prior  to  the  laparatomy. 

I  present  the  specimen  as  confirmatory  (together  with  other 
cases  reported  several  years  ago)  of  the  position  which  I  took  at 
that  time  (1886),  that  a  diagnosis  of  tubal  pregnancy  could  gene- 
rally be  made  out  at  and  after  the  fifth  week  of  gestation,  and 
that,  with  certain  symptoms  of  impending  rupture  of  the  tube 
existing,  we  are  as  full}'  justified  in  opening  tlie  abdomen  as  we 
are  in  cases  in  which  we  are  convinced  that  an  actual  rupture 
has  already  taken  place. 

Dr.  Mdkray. — As  I  assisted  Dr.  Grandin  in  his  operation,  I 
merely  wish  to  corroborate  what  he  has  stated.  I  think  he 
made  one  veVy  important  point:  that  a  rupture  may  take  place 
and  a  considerable  quantity  of  blood  be  lost  without  a  very 
marked  symptom  immediately  in  the  general  condition  of  the 
patient  which  would  direct  attention  to  the  fact.  I  also  think 
that  his  course  in  opening  from  the  vagina  was  a  wise  one  with 
the  increased  temperature,  without  evidence  that  there  was 
blood  in  the  abdominal  cavity.  I  think  his  prompt  action  was 
also  wise  when  there  were  evidences  that  the  patient  was  be- 
ginning to  sink — the  appearance  of  the  blood,  the  free  blood 
and  the  effused  clots,  showing  that  clearly  peritonitis  was  going 
to  be  of  such  a  nature  that  it  would  have  been  fatal.  But  I 
still  hold  that  there  are  some  cases  where  we  can  use  electricity 
justifiably,  if  there  are  no  evidences  of  rupture  and  if  yon 
can  make  a  diagnosis ;  but  unless  the  case  had  been  under  ob- 
servation it  would  be  very  difficult  to  decide  that  a  swelling 
existing  on  either  side  of  the  uterus,  pressing  it  forward  or  to 
one  side,  and  fixed  by  adhesions,  was  an  extrauterine  pregnancy. 
It  might  be  an  old  pelvic  peritonitis.  So  that  if  the  diagnosis 
liad  l)een  made  and  the  operation  done  in  1891,  the  patient 
would  have  been  saved  all  this  trouble  and  the  doctor  would 
have  been  less  sanguine  about  the  results  of  his  electricity. 
There  is  one  point,  however,  that  was  impressed  on  me  at  that 
time  and  has  been  impressed  on  me  a  number  of  times  since 
— that  in  these  cases  where  symptoms  are  awaited  absolutely 
significant  of  rupture  we  have  to  be  careful  of  two  things: 
first,  that  we  operate  sufficiently  early  to  give  the  patient  a 
chance  of  existence  ;  and,  second,  that  in  our  endeavor  to  get  at 
the  bleeding  point  and  control  it  we  do  not  operate  in  the  middle 
of  the  shock,  or  I  am  convinced  that  in  a  great  many  cases  we 
will  lose  our  patients  instead  of  saving  them.     On'the  other 
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hand,  if  tlie  patient  is  put  in  the  l)est  possible  condition  to  cause 
the  lieinorrliage  to  cease,  and  hrouj^lit  out  of  the  shock  by  the 
use  of  saline  solutions,  and  at  the  time  of  operating;  by  the  use 
of  saline  itijections  into  the  al)dotnen  and  rectum,  it  will  fr'we  a 
better  result.  1  believe  that  the  temjieratnre  and  the  condi- 
tion of  the  pulse  should  be  the  f]C"ide  as  to  the  point  of  ope- 
rating. 

Dk.  Dudley. — I  think  that  if  we  had  no  other  work  before 
us  this  evening  than  simply  the  discussion  of  these  two  speci- 
mens, the  time  could  not  be  better  spent.  I  am  glad  to  see  Dr. 
Orandin  report  such  a  case.  It  is  most  instructive.  Upon  it 
hinge  two  methods  of  treatment  which  have  been  advocated 
strenuously  by  good  men,  I  l)elieve,  if  cases  like  that  should  be 
reported  more  frequently,  that  there  is  no  one  method  of  treat- 
ment advocated  which  would  be  more  quickly  and  perfectly 
relegated  to  the  past  than  the  use  of  electricity  in  extrauterine 
pregnancy.  I  lielieve  it  not  only  dangerous  but  useless.  Another 
point  that  interests  me  is  that  of  drainage  through  the  vagina. 
In  these  cases,  as  well  as  in  all  other  cases,  tlie  members  of  this 
Society  know  that  I  have  adv^ocated  that  method  for  years.  I 
have  not  used  drainage  in  any  other  way  for  four  years  or  more, 
and  I  have  to  say  positively  that  I  have  never  lost  a  case  from 
«eptic  peritonitis  since  I  began  that  method  of  drainage.  It  is 
common  sense  well  applied.  One  can  drain  up-hill  if  he  chooses, 
but  he  can  drain  down-hill  better,  and  I  am  very  glad  to  see  Dr. 
Grandin  advocating  this  as  well  as  myself.  One  other  point,  a 
step  further  in  the  treatment  of  such  cases :  not  only  the  aban- 
doning of  the  use  of  electricity,  advocating  the  removal  of  the 
appendage  with  its  contents,  but  hysterectomy  at  the  same  time. 
I  presume  there  are  advocates  of  that  method,  and  I  yield  that 
point  to  them  for  discussion. 

Dr.  Gun^^ing. — I  wish  to  report  two  cases  where  diagnosis 
was  made,  electricity  applied,  and  both  products  came  through 
the  tubes,  uterus,  and  vagina  and  are  now  safely  housed  in  two 
bottles  in  my  office.  One  case  was  out  of  town  at  the  time  the 
symptoms  presented.  When  she  came  home  I  examined  her, 
and,  as  I  thought,  found  a  gestation  in  the  right  tube.  I 
thought  I  would  try  an  experiment,  at  any  rate,  and  sec  if  I 
could  get  on  without  an  operation.  I  applied  the  current. 
After  the  application  of  the  current  I  packed  the  vagina  thor- 
oughly and  also  the  uterus.  It  drained  for  a  few  days,  and 
everything  passed  off  satisfactorily.  The  other  case  was  a  little 
more  tedious,  but  the  results  were  the  same.  I  have  felt  l)ack- 
ward  in  speaking  about  them,  as  I  did  not  know  Itefore  to-night 
it  was  catching — that  is,  judging  from  Dr.  Grandin's  case — so 
hereafter  I  shall  Keep  my  eye  open  for  some  condition  in  the 
opposite  tube.  I  think  the  great  trouble  with  the  application  of 
the  current  is  that  the  proper  current  is  not  used.  The  right 
current,  jM-operly  used,  not  only  has  a  direct  effect  upon  the 
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product,  but  also  produces  an  action  of  the  tube,  forcing  it  out 
and  working  it  through  tiie  tube  into  the  uterus. 

Dr.  Dcdley  aske.l  whether  Dr.  Gunning  was  sure  that  these 
two  preguancies  woukl  not  have  made  their  own  way  into  tlie 
uterus  in  proper  time  if  allowed  to  remain  and  electricity  had 
not  l)ecn  applied. 

Dr.  Cukrikr  also  asked  of  the  doctor  how  he  knew  that  they 
were  in  the  tubes. 

Dr.  Gunning  replied  to  the  first  inquiry  that  he  did  not  know 
that  they  would  have  come  into  the  uterus.  To  the  second  he 
replied  that  he  snj)posed  they  were  in  the  tubes  because  of  their 
position,  and  that  he  couhl  map  them  out  without  any  trouble. 

Dr.  Janvrin. — I  imagine  that  if  the  fetus  is  situated  close 
to  the  uterine  body  in  the  tube  there  would  not  be  much  dif- 
ficulty in  its  being  expelled  from  the  tube  into  the  uterine  cav- 
ity by  electricity  or  by  proper  manipulation.  I  had  one  such 
case  years  ago,  which  I  reported  to  this  Society,  in  which  I 
succeeded  in  pressing  a  fetus  of  two  months  from  the  tube  into 
the  uterine  cavity.  But  I  am  sure  that  the  fetus  was  just  in  the 
beginning  of  the  uterine  end  of  the  tube.  If  located  in  the  cen- 
tral portion  I  do  not  believe  that  any  amount  of  electricity  or 
any  amount  of  manipulation  would  have  any  effect  in  opening 
that  tube  one-half  or  even  one-quarter  of  its  length  and  forcing 
that  fetus  into  the  uterine  cavity.  The  point  which  Dr.  Dudley 
has  brought  up  in  the  way  of  a  question — viz.,  the  propriety  of 
removing  the  uterus  and  the  other  tube  in  these  cases  where  we 
do  remove  the  tube  with  its  contents  for  tubal  pregnancy — is  a 
point  which  will  bear  a  good  deal  of  discussion.  My  own  idea 
is  this  :  These  cases  aie  cases  of  emergency.  There  is  no  disease 
of  the  uteriuebody.  There  is  no  disease  of  the  other  tube.  The 
trouble  is  located  absolutely  in  one  tube.  Everything  connected 
with  it  pertains  to  the  one  tube,  and  I  do  not  see  any  reason 
why  we  should  go  on  and  remove  the  uterus  and  the  other  tube. 
In  fact,  I  think  it  would  be  criminal  to  do  it,  unless  we  find  ac 
tual  disease  of  the  tube  or  uterus^  or  both,  existing  to  such  an 
extent  as  to  warrant  their  removal.  I  have  never  seen  any  such 
instance  among  the  cases  of  tubal  pregnancy  with  which  I  have 
met. 

Dr.  Grandin  (closing). — I  did  not  desire  to  start  a  discussion 
on  the  value  of  electricity.  The  point  I  wished  to  make  was 
that,  in  view  of  the  fact  that  it  had  become  my  experience  that 
I  could  not  tell  when  the  ectopic-gestation  sac  had  ruptured — 
there  have  not  been  symptoms  of  rupture  in  the  five  cases  I 
have  seen,  and  yet  on  opening  the  abdomen  I  have  found  rup- 
ture— I  think  the  safest  course  forme  to  pursue  in  the  future  is 
not  to  trust  to  electricity.  I  think  that  electricity  can  kill  the 
ovum  an<l  can  help  to  drive  it  into  the  uterus  in  certain  cases. 
My  chief  object  to-night  was  to  take  back  a  great  deal  that  I 
have  said  in  the  past.     In  future,  if  I  see  a  case  and  make  a 
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diagnosis  of  ectopic  gestation,  I  do  not  propose  to  use  electricity. 
I  do  propose  to  resort  to  ahduniinal  section.  AVlien  there  ex- 
ists disease  in  the  other  tube  I  propose  to  take  it  out  at  one  and 
the  same  time,  and,  if  the  woman's  condition  allows  it,  I  propose 
to  take  out  the  utei-us  as  well,  for  the  reason  that  I  believe  with 
Dr.  Polk  that  bilateral  disease  of  the  appendages  usually  means 
disease  of  the  uterus,  and  if  jou  take  out  the  a]j])endages  and 
leave  in  the  diseased  uterus  you  have  not  cured  your  ])atient. 
And  so  I  have  not  cured  my  patient  in  the  case  reported,  but  I 
have  taken  her  out  of  immediate  risk.'  In  future  she  will  sutfer 
more  or  less  pain,  simply  due  to  the  fact  that  the  uterus  is  left 
behind;  but  I  had  to  leave  it  because  of  the  condition  she  was  in. 
Dk.  Jarman  reported  a  case  of 

SYMPHYSIOTOMY. 

Anna  M.  entered  the  maternity  service,  City  Hospital,  in 
June,  1891,  giving  the  following  history  : 

Menstruated  last,  October  7th,  1893;  quickening  felt  in 
March,  1894:.  Five  years  previously  the  patient  was  delivered 
of  a  six  and  a  half  months'  dead  child  after  a  very  tedious  labor. 

Upon  examination  the  patient  was  found  to  have  a  generally- 
contracted  pelvis  with  the  following  measurements:  spinae  ilii, 
7f  inches;  crist?e  ilii,  8|  inches  ;  external  conjugate,  6|  inches ;. 
internal  conjugate,  3^  inches. 

In  all  other  respects  she  appeared  perfectly  normal  ;  was  of 
medium  height  and  well  nourished.  Patient  began  to  have 
labor  pains  July  31st  at  4  p.m.  Drs.  Grandin,  Murray,  and 
Edgar  were  called  in  consultation,  and  it  was  decided  that  ver- 
sion alone  would  give  the  child  such  a  poor  chance  for  life  that 
in  its  interest  symphysiotomy  should  be  performed. 

The  usual  metliod  was  ado])ted  and  the  symphysis  was  sepa- 
rated with  little  or  no  difhculty.  The  extraction  of  the  child, 
however,  was  the  most  difficult  that  the  writer  had  ever  wit- 
nessed. The  pelvis  was  so  small  that  it  was  almost  impossible 
to  perform  the  version.  After  subjecting  the  woman  and  child 
to  no  small  risks  the  extraction  was  completed.  In  extracting 
the  child  the  bladder  was  forced  against  the  sharp  edge  of  the 
pelvic  bones  and  was  lacerated.  A  drainage  tube  \vas  carried 
through  the  wound  and  into  the  bladder,  draining  it  behnv 
through  the  urethra.  This  was  removed  on  the  second  day.  and 
the  bladder  wound  healed  without  ditficnlty.  The  patient  made 
an  uneventful  recovery,  and  lactation  was  normal.  The  child 
was  a  healthy  male  weighing  six  ])ounds  twelve  ounces.  The 
measurements  of  the  head  were  as  follows  :  occipito-mental.  5^ 
inches;  occipito-frontal,  4f  inches;  snboccipito-bregmatic,  3f 
inches;  fronto  mental,  4  inches;  biparietal,  3^  inches;  bitem- 
poral, 3  inches.     Total  length  of  child,  20  inches. 

Dr.  Grandin. — I  was  present  at  the  operation,  and  I  have 
'  November  3d. — TJiis  case  bus  recovered. 
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also  examined  the  patient  tliis  evening,  standing  on  one  foot  and 
oscillating,  and  I  find  there  is  a  slight  motion  but  close  union. 
The  woman  eoni|)lains  of  no  disability  and  she  has  a  live  child. 
There  is  no  question  but  that  without  this  operation  the  woman 
could  not  have  had  the  live  child.  The  ditiiculty  in  version  was 
not  only  due  to  the  disproportion  between  the  head  and  the 
pelvis,  but  the  contraction  ring  formed  very  quickly.  From 
what  I  have  seen  of  thisoperation — and  I  have  seen  live  cases — I 
am  satisfied  that  it  has  a  great  future.  It  does  not  displace 
Cesarean  section,  but  it  does  displace  embryotomy  in  a  very 
large  proportion  of  cases  where  the  woman's  condition  is  good 
and  where  the  child's  condition  is  good.  Just  as  soon  as  a  suffi- 
cient number  of  symphysiotomies  have  been  done  in  this  country 
with  the  result  that  we  expect,  I  feel  sure  that  no  expert  and 
probably  very  few  general  practitioners  will  feel  called  upon  to 
do  an  embryotomy  when  the  motlier's  condition  and  the  con- 
dition of  the  child  allow  the  choice  of  symphysiotomy. 

Dr.  Murray. — This  is  the  fourth  symphysiotomy  that  I  have 
seen,  and  in  three  of  them  there  has  been  a  very  difficult  version 
to  do,  and  in  two  of  them  the  child  was  almost  absolutely  lost. 
I  think  that  will  be  the  fault  with  this  operation — that  when  it 
gets  to  be  more  popular,  and  it  is  seen  that  the  operation  is  com- 
paratively easy  to  most  men  if  they  know  how  to  cut  cleanly  and 
broadly,  when  they  determine  that  the  pelvis  is  small  they  will 
do  a  symphysiotomy  and  then  find  that  the  child  is  much  larger 
than  they  thought  it  was,  and  instead  of  having  done  the  proper 
thing,  a  Cesarean  section,  they  will  then  be  compelled  to  do  an 
embryotomy  or  a  perforation.  In  three  of  these  cases  the  ex- 
traction was  very  hard.  I  do  not  think  Dr.  Jarman  would  like 
to  have  a  case  more  difficult  to  extract  than  his  was.  The  child, 
I  say,  was  almost  lost.  It  was  only  saved  by  keeping  a  finger  in 
its  mouth  to  give  it  every  chance.  If  you  remember  the  report 
that  Dr.  Jarman  made,  the  child  weighed  four  pounds  twelve 
ounces.  Suppose  the  child  had  weighed  eight  pounds  ?  With 
our  methods  of  determining  the  size  of  a  child  it  is  an  easy  thing 

lit  »/  ~ 

to  make  such  a  mistake.  So  where  the  diameter  is  down  to 
anything  under  three  inches,  unless  we  are  pretty  confident  by 
a  very  careful  examination  of  the  abdomen  that  the  child  is  suf- 
ficiently small  to  come  through  without  very  great  difiiculty, 
and  the  waters  have  not  been  out  too  long  so  that  the  version 
can  be  done,  I  think  we  should  give  preference,  if  we  have  an 
opportunity  to  choose,  to  a  Cesarean  section.  I  believe  you  can 
deliver  quicker  in  the  majority  of  cases,  and  I  believe  the  results 
M-iil  be  as  good. 

Dr.  Edeboitls. — I  would  like  to  ask  those  gentlemen  who 
have  had  experience  in  symphysiotomy  what  they  think  of  the 
feasibility  of  permanently  enlarging  the  pelvic  cavity  by  trans- 
plantation of  bone  between  the  separated  pubic  bones — as  has 
be3n  done    l)y   Frank,  of  Germany,  and  one  other  gentleman, 
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whose  reports  I  have  recently  read — thus  permanently  enlarging 
the  pelvis  for  the  birth  of  a  following  child. 

Dr.  Grandin. —  I  think  that  under  the  method  we  prefer  now 
it  is  not  possible  to  do  that.  If  we  follow  the  old  method,  which 
carries  great  risk  to  the  woman,  tlien  that  ])lacing  of  a  piece  of 
bone  is  perfectly  feasible ;  but  under  the  subcutaneous  method 
of  Morisani,  followed  in  this  country,  and  which  has  given  us 
the  unequalled  results  we  have  had,  I  think  it  would  be  rather 
difficult,  if  possible.  It  would  complicate  the  operation,  and  I 
do  not  think  it  is  necessary.  I  do  not  believe  that  after  sym- 
physiotomy there  is  ever  close  union  again,  and  I  think  it  is 
desirable  that  there  should  not  be,  because  if  the  woman  become 
pregnant  again  and  is  allowed  to  go  to  term,  owing  to  the 
fact  that  there  is  not  close  union  a  second  syniphysiotoiry  may 
not  be  demanded.  While  the  insertion  of  a  piece  of  bone  would 
enlarge  the  pelvis,  if  it  stayed  there,  to  my  mind  we  do  not  want 
to  experiment  with  symphysiotomy  in  its  initial  stage  by  trying 
any  such  procedure  as  that. 

Dr.  Jarmax. — I  have  seen  nearly  as  many  cases  as  any  man 
in  the  city ;  I  think  I  have  seen  seven  cases  altogether.  I  am 
convinced  that  the  operation  itself  carries  with  it  far  greater 
risks  than  is  generally  supposed  ;  that  the  advantage  gained  is 
not  commensurate  with  the  risks  which  the  woman  and  the 
child  incur.  In  this  same  case  which  I  had  recently,  I  am  cer- 
tain that  I  would  have  subjected  the  woman,  to  say  nothing  of 
the  child,  to  less  risk  by  Cesarean  section.  The  danger  of  rup- 
ture of  the  uterus  would  have  been  recognized  by  any  one  who 
witnessed  the  operation.  Dr.  Coe  will  report  a  case  in  a  few 
days  of  symphysiotomy  where  we  were  not  able  to  extract  in 
time  to  get  a  living  child.  Dr.  Coe's  case  would  have  been  a 
much  better  case  for  Cesarean  section  than  for  symphysiotomy. 

Dr.  J.  Riddle  Goffe  presented  a 

UTERDS     REMOVED    BY   VAGINAL    HYSTERECTOMY     BY     ENDCLEATION 
WITHOUT    LIGATURE    OR   CLAMP. 

The  uterus  was  removed  per  vaginam  at  the  Skin  and  Cancer 
Hospital  on  Friday  last  by  the  method  of  enncleatiun  without 
ligature  or  clamp.  The  case  was  one  of  complete  procidentia 
and  cystocele  of  seven  years'  standing  in  a  laboring  woman 
46  years  of  age.  Formerly  the  descent  of  the  uterus  was  only 
occasional,  but  latterly  it  has  been  almost  constant  and  inter- 
fered seriously  in  gaining  a  livelihood.  I  therefore  advised 
hysterectomy,  with  the  hope  of  securing  the  end  of  the  vagina  to 
the  broad  ligaments  at  a  point  sufficiently  high  to  make  them 
hold  up  the  vaginal  wall  and  bladder. 

There  were  present  Dr.  Janvrin,  Dr.  Currier,  Dr.  Shunk,  the 
hospital  staff,  and  some  Polyclinic  students. 

The  usual  steps  in  process  of  vaginal  hysterectomy  were  fol- 
lowed, with  the  exception,  of  course,  that  there  were  no  ligatures 
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or  clamps  used,  and  tlie  dissection  was  made  as  close  to  the 
uterus  as  possible.  It  was  almost  entirely  a  dull  dissection, 
and  in  this  work  the  Thomas  spoon  saw  was  found  to  be  a  most 
serviceable  instrument.  Indeed,  the  uterus  was  shelled  out  of 
its  sustaining  tissues  and  ligaments  very  much  as  the  instrument 
■was  formerly  used  to  enucleate  a  sul)mucous  fibroid  from  its 
capsule. 

The  operation  was  done  with  the  greatest  caution  and  in 
momentary  expectation  of  seeing  a  spurting  artery  that  would 
require  ligation  or  clamp.  But  as  nothing  of  the  kind  occurred, 
I  puslied  on  with  the  procedure  till  I  had  the  satisfaction  of 
seeing  the  two  horns  of  the  uterus  sustained  by  nothing  but  the 
round  ligaments.  These  were  readily  severed  by  scissors  and 
the  utertis  delivered  without  having  ])ad  any  more  hemorrhage 
than  ordinarily  attends  an  uncomplicated  hysterectomy,  although 
I  had  used  neither  ligature  nor  clamp. 

The  device  for  holding  up  the  vagina  was  as  follows:  As 
soon  as  the  incision  was  made  into  i)ouglas'  pouch  a  strong 
catgut  suture  was  passed  tlirough  the  severed  wall  of  the  vagina, 
entering  it  on  the  peritoneal  surface  near  the  median  line,  and. 
passing  it  straight  through  into  the  vagina  and  then  back  again 
at  an  equidistance  to  the  other  side  of  the  median  line,  thus  mak- 
ing a  loop  in  the  vaginal  mucous  membrane.  These  strands 
were  then  caught  in  an  artery  forceps  and  left  hanging  out  of 
the  vagina.  After  the  uterus  was  removed  I  rethreaded  one  of 
these  strands  and  passed  it  through  the  anterior  vaginal  wall  in 
the  same  way,  entering  it  on  the  peritoneal  surface.  I  then  tied 
the  two  strands  together,  closing  the  end  of  the  vagina.  This 
method  of  passing  the  suture  brings  peritoneal  surface  in  con- 
tact with  peritoneal  surface  and  turns  all  raw  t-urfaces  into  the 
vagina.  Now,  previously  to  severing  the  round  ligaments  from 
the  uterus,  I  passed  through  the  upper  part  of  the  broad  liga- 
ment, and  transfixing  the  round  ligament,  a  single  strand  of  silk, 
letting  the  two  ends  come  out  of  the  vagina  without  having  tied 
any  knot.  I  now  drew  them  w^ell  down  and  tied  the  broad  liga- 
ments to  each  other  across  the  upper  part  of  the  vagina.  The 
vagina  was  then  packed  with  a  light  dressing  of  iodoform  gauze. 
The  whole  time  of  the  operation  was  thirty  minutes.  This  was 
at  4  o'clock  P.M.  Calling  upon  my  patient  three  hours  later, 
I  found  she  was  having  a  slight  hemorrhage.  I  therefore 
removed  the  dressing,  washed  out  the  vagina,  and  in  order  to 
locate  positively  the  origin  of  the  hemorrhage  I  cut  the  suture 
holding  the  broad  ligaments  together.  I  was  then  able  to  in- 
spect all  the  raw  surfaces,  and  discovered  that  the  blood  came 
from  a  general  oozing  from  the  posterior  vaginal  wall.  I  there- 
fore caught  each  broad  ligament  in  a  long  forceps,  to  keep  the 
ends  of  the  broad  ligament  from  slipping  out  of  tlie  vagina,  and 
renewed  the  gauze  |)acking  a  little  more  firmly.  There  has 
heen  no  other  interruption  in  the  patient's  recovery. 
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What  tlie  benefits  or  advantages  of  this  method  may  prove  to 
be  I  am  not  prepared  to  say.  It  at  least  saves  the  time  and 
trouble  necessary  to  pass  the  liaatiires,  and  it  also  saves  the 
shock  always  attenihiiit  upon  tightening  ligatures  upon  nerve 
trunks  and  tissues. 

On  looking  into  the  subject  of  priority  in  the  performance  of 
this  operation  we  are  confronted  with  the  old  stubborn  fact 
that  there  is  nothing  new  under  the  sun.  A  ease  is  on  record, 
carefully  described  in  all  its  details  by  a  surgeon  named  Sauter, 
of  Constanz,  Germany,  and  published  in  a  [)amphlet  in  1822. 
The  operation  was  done  for  cancer  and  was  entirely  successful, 
although  neither  anesthetic  nor  speculum,  clamp  nor  ligature, 
was  used.  What  hemorrhage  occurred  was  controlled  by  pack- 
ing with  lint. 

Dr.  Currier. — In  regard  to  the  point  brought  out  by  Dr. 
Goffe  regarding  the  author  of  this  operation,  Schroder,  when 
he  began  to  advocate  removal  of  the  uterus  by  the  vagina  for 
cancer,  referred  to  this  historical  operation  which  has  been 
given  us  this  evening.  The  operation  was  subsequently  modified 
by  Recamier,  and  Schroder  speaks  of  it  as  the  Sauter-Recamier 
operation. 

Dr.  Polk  presented  the  following  specimens: 

VAGINAL    HYSTERECTOMY'    WITH    ENUCLEATION    OF    PUS   TUBES,    ETC, 

ONE   CASE    OF    MORCELLEMENT    FOR    FIBROMA — ONE 

CASE    OF   MY'OMECTOMY'. 

Case  I. — This  is  a  specimen  representing  vaginal  hysterectomy 
for  pyosalpinx.  The  specimen  includes  both  appendages,  as 
well  as  the  uterus.  The  operation  was  done  eight  days  ago.' 
There  is  nothing  special  about  the  specimens,  e.xcejjt  that  they 
illustrate  the  ease,  completeness,  and  safety  of  the  operation. 

I  made  a  free  crucial  incision  through  the  posterior  fornix  of 
the  vagina,  first  cutting  along  the  utero- vaginal  junction  from 
one  side  of  the  uterus  to  the  other,  then  intersecting  this  incision 
with  one  starting  from  its  centre  and  ending  just  below  the  bot- 
tom of  Douglas'  culde  sac.  The  left  tube  was  as  large  as  the 
middle  finger,  the  right  about  twice  tliat  size.  Both  touched 
the  floor  of  the  pelvis,  extending  thence  upNvard  upon  the  broad 
ligament.  The  left  was  also  adherent  to  the  rectum,  and  the 
right  to  the  posterior  pelvic  wall  and  to  a  coil  of  small  intestine. 
The  right  was  emptied  of  its  purulent  contents  by  the  aspirator, 
but  the  left  was  not,  as  it  seemed  small  enough  to  permit  extrac- 
tion without  rupture.  The  uterine  arteries  were  next  ligated 
and  the  uterus  was  peeled  out  of  its  envelope  as  high  as  the 
cornua.  Small  artery  clamps  were  now  placed  upon  the  struc- 
tures which  converge  at  the.se  points  (the  round  ligament,  tube, 
and  ovarian  ligament)  and  the  uterus  was  cut  away.     The  tubes 

'  On  the  fifteenth  day  after  the  operation  this  patient  was  walking  about  the 
•ward, 
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and  ovaries  were  next  freed  frotn  their  abnormal  attachments^ 
and  were  successively  drawn  into  the  vagina,  tied  off,  and  cut 
away.     Tiiey  were  tied  off  or  ligatured  in  the  following  manner: 

While  upon  the  stretch  a  catgut  ligature  was  thrown  around 
the  tissues  of  the  broad  ligament  just  outside  the  ovary,  and  the 
attachment  of  the  infuntlibula  of  the  tube.  The  clamps  (see 
above)  were  then  removed  and  the  ends  of  the  round  ligaments 
ligated  with  catgut.  The  peritoneal  covering  of  the  bladder 
and  that  of  the  cul-de  sac  were  then  brought  in  relation  with  the 
vagina.  A  gauze  drain  after  the  fashion  of  Mikulicz  was  tlien 
placed  in  the  pelvis  through  the  vagina  and  the  patient  placed  in 
bed.  The  omentum  was  attached  to  the  fundus  of  the  uterus 
and  about  two  inches  of  it  came  down  into  the  vagina.  This 
was  cut  off  and  the  membrane  was  returned  to  the  upper  part  of 
the  pelvis. 

Cask  II. — This  is  a  very  interesting  specimen,  a  tube  which 
represents  an  effort  at  conservative  work  via  the  vagina. 

I  regret  that  I  have  not  with  me  the  lininof  membrane  of  a 
small  cyst  which  I  removed  per  vaginam  from  an  ovary  at  my 
clinic  at  Belle vue  Hospital  yesterday. 

Touching  the  removal  of  this  tube,  I  will  briefly  describe  the 
method  of  procedure  in  the  case. 

The  uterus  gave  evidence  of  endometritis;  the  organ  was 
therefore  curetted  and  packed  with  gauze.  The  Held  then  being 
clear  and  clean,  the  cul-de-sac  was  entered  as  in  Case  I.  A  few 
friable  adhesions  existed  between  the  uterus  and  rectum,  and 
between  the  right  tube  and  coils  of  intestine.  The  entire  pelvis 
and  the  inner  regions  of  both  iliac  fossse  were  easily  explored, 
the  adhesions  were  readily  separated,  the  adherent  small  intestine 
being  brought  into  the  vaginal  opening  for  that  purpose  in  this 
case.  (I  think  it  was  an  unnecessary  precaution,  however.) 
Finding  that  the  left  appendages  were  in  a  sufficiently  good 
condition,  I  confined  my  work  to  those  upon  the  right.  The 
ovary  being  in  good  condition,  I  left  it.  The  tube  was  thickened 
and  its  outer  end  firmly  closed,  as  you  see.  I  therefore  re- 
moved it.  The  procedure  was  as  follows :  A  catgut  ligature  "was 
passed  through  the  mesosalpinx  opposite  the  ovary.  Drawing 
the  outer  end  of  the  tube  down,  this  ligature  was  made  to  encircle 
all  the  mesosalpinx  between  the  point  of  perforation  and  its 
outer  border  at  the  fimbriae.  The  tube  was  now  peeled  out  as 
far  as  the  cornua  and  there  cut  off ;  a  catgut  ligature  was  passed 
about  the  cornua.  The  region  between  the  two  ligatures  oozed 
somewhat,  but  it  was  left  free. 

In  dealing  with  the  cornua  of  the  uterus  I  relinquished  my 
hold  upon  the  cervix  and  passed  a  blunt  hook  over  the  upper 
part  of  the  broad  ligament  close  to  the  uterus.  By  this  measure 
I  held  the  fundus  of  the  uterus  well  down  in  the  cul-de-sac. 

Finally  the  uterus  was  pushed  well  up  in  the  pelvis,  a  gauze 
drain  was  placed  in  the  pelvis,  and  the  operation  was  closed. 
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In  connection  with  this  case  I  beg  leave  to  refer  to  the  one 
jnst  mentioned,  in  which  I  removed  a  cyst  from  tlie  riglit  ovary. 

This  organ  hiy  in  the  bottom  of  the  cul-de  sac.  It  ap])eared 
npon  l)iinannal  examination  to  be  al)ont  tlio  size  of  a  large  Eng- 
lisli  wahuit".  It  caused  the  patient  great  annoyance.  The  cul- 
de  sac  was  opened  as  in  the  preceding  case,  tlie  ovary  was  incised^ 
and  the  cyst  enucleated.  The  edges  of  the  incision  were  brought 
together  rouglily  with  catgut,  and  the  organ  was  pushed  well  up 
in  the  pelvis.  A  gauze  drain  was  used  as  in  the  preceding  case. 
In  this  case  I  facilitated  my  work  by  retroverting  the  uterus 
with  a  large  sound. 

I  am  asked  as  to  the  position  of  my  patients.  It  is  the  usual 
one  upon  the  back,  the  so-called  lithotomy  position.  There  is  a 
difference,  however,  because  in  this  work,  in  order  to  permit 
easy  access  to  tlie  abdominal  surface,  the  thighs  should  be  loosely 
suspended  at  right  angles  to  the  body,  and  should  be  so  attached 
to  some  upright  support  as  to  permit  them  to  rotate  freely  out- 
ward. The  device  of  Dr.  Edebohls  for  this  purpose  answers  the 
indication.  After  completing  the  operation  I  elevate  the  but- 
tocks, so  as  to  give  the  body  an  incline  of  about  30°  or  40°. 
This  removes  the  intestines  from  the  field  and  permits  me  to 
place  the  gauze  drain  where  indicated. 

For  the  purpose  of  visual  inspection  I  employ  the  largest 
retractors  that  can  be  passed  through  the  opening  into  the  cul- 
de-sac.  They  are  materially  aided  by  using  the  inclined  posi- 
tion just  mentioned.  With  a  good  light  the  posterior  and  lateral 
aspects  of  the  true  pelvis  can  be  thus  brought  into  view,  first  one 
part  and  then  another.  Where  necessary  the  vaginal  entrance 
should  be  freely  incised  and  the  uterus  cut  away  on  one  or  both 
sides  from  the  utero-sacral  ligaments. 

I  am  convinced  that  a  large  part  of  the  work  upon  tlie  appen- 
dages and  the  uterus  now  done  from  above  the  pelvis  can  be 
done  with  a  better  result  to  the  patient  from  below. 

The  fact  that  formerly  this  vaginal  route  i)roved  so  disasti'ous 
to  the  patient's  life  no  longer  applies.  From  the  standpoint  of 
mortality  it  is  now  better  than  any  suprapubic  work  done,  and 
from  the  standpoint  of  immediate  results  it  is  equally  superior. 
That  it  will  prove  superior  in  its  remote  results  I  do  not  question. 

Perfection  in  suprapubic  work  has  made  this  infrapubic  work 
possil)le.  The  knowledge  dei'ived  from  the  former  gives  con- 
fidence in  entering  upon  the  problems  of  the  latter.  That  it 
will  supplant  suprapubic  work  is  impossible.  It  will  merely 
supplant  it  in  a  certain  grade  of  cases — for  instance,  in  cases  in 
which  the  lesi  m  is  wholly  within  the  true  pelvis,  the  lower  the 
better.  But,  as  we  all  know,  this  comprises  the  larger  propor- 
tion of  the  cases  of  disease  of  the  appendages. 

To  show  you  what  can  be  done,  I  may  say  that  you  may  even 
stitch  the  uterus  to  the  anterior  abdominal  wall,  and  do  it  with 
perfection  and  safety,  by  way  of  the  vagina.     For  instance,  after 
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freeing  a  retrovorted  adherent  uterus  I  have  j)ushed  the  fundus 
of  tlie  orj'an  ajjainst  the  anterior  abdominal  uall,  the  wall  bcino: 
depressed  from  above  ;  have  made  sure  by  touch  that  the  fundus 
was  ai^aiust  this  wall,  without  the  intervention  of  either  intes- 
tine or  omentum  ;  and,  had  it  been  necessary,  could  have  readily 
guided  the  point  of  a  needle,  passed  in  from  a  superficial  cut 
above,  so  that  it  would  pass  into  and  out  of  the  fundus  back  to 
the  abdominal  wall  without  injury  to  either  intestine  or  omen- 
tum— in  fewer  words,  perform  an  ideal  hysterorrhaphy.  In 
the  case  in  question  I  did  by  preference  an  Alexander  operation. 
It  should  be  understood,  however,  that  _/<9^'  the  operator  supra- 
])ul)ic  work  was  the  easier.  This  would  no  doubt  prevent  for 
the  present  any  general  acceptance  of  the  vaginal  route. 

Dr.  Polk  next  presented  some  pieces  of  fibromata  in  which 
morcellation  had  been  employed  and  which  he  said  would  give 
a  very  good  idea  as  to  the  kind  of  mass  that  is  gotten  out  and 
the  form  in  which  it  does  come  out. 

He  also  presented  two  specimens  of  subserous  fibromata  which 
represent  removals  from  the  outer  surface  of  the  uterus,  the 
uterus  being  left  intact  (cases  of  abdominal  myomectomy),  in  a 
young  girl  who  had  been  treated  for  a  variety  of  conditions 
without  obtaining  relief.  The  conditions  for  which  she  had 
been  treated  were  hemorrhoids  and  dysmenorrhea,  and  she  had 
the  usual  treatment — ligation  for  the  hemorrhoids  and  dilata- 
tion for  the  dysmenorrhea.  But  the  trouble  really  came  from 
these  masses.  The  larger  was  in  the  posterior  wall,  and  the 
smaller  was  in  the  anterior  wall.  I  enucleated  them  and 
brought  the  tissues  together  with  catgut,  and  she  made  an  ad- 
mirable therapeutical  and  anatomical  recovery.  It  is  three  and 
a  half  months  since  it  was  done,  and  she  was  in  my  office  a  day 
or  two  ago  and  made  a  very  good  report  of  herself.  So  far  as 
the  clinical  behavior  of  the  case  immediately  after  the  operation 
■was  concerned,  there  was  nothing  to  be  desired.     It  was  perfect. 

Dr.  a.  F.  Currier  then  read  a  paper  entitled 

ERRONEOUS   VIEWS    CONCERNING   THE    MENOPAUSE.' 


The  following  officers  were  elected  for  189-1-95 : 

President. — Baclie  McEvers  Emmet,  M.D. 
Fimt   Vice-President.— U.  Marion  Sims,  M.D. 
Second  Vice-President.— Geov^e  M.  Edei)oh]s,  M.D. 
Pecordim/  Secretart/.— Arthur  M.  Jacobus,  ^LD. 
Assistant  Pecording  Secretary/.— George  ^Y.  Jarman,  M.D. 
Corresponding  Secretary.— J.  Riddle  Goffe,  M  D, 
Treasurer.— J.  Lee  Morrill,  M.D. 
Pathologist.— George  C.  Freeboi-n,  ]\LD. 

'  See  original  article,  p.  768. 
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TRANSACTIONS  OF  THE  AMERICAN 

ASSOCIATION  OF  OBSTETRICIANS  AND 

aYNBOOLOGISTS. 


Abstract  of  the  Proceedings  ok  the  Seventh  Annual  Meeting, 

HELD  AT  Toronto,  Ontario,  September  19tii, 

20Tn,  AND  21sT,  1894.' 


Second  Day — Afternoon  Session. 

The  Association  reassembled  at  3  p.m.  and  was  called  to  order 
by  the  President,  Dr.  George  H.  Rohe. 

THE   RELATIONS    OF    RENAL    INSUFFICIENCT    TO    SURGICAL 
OPERATIONS 

was  the  title  of  a  paper  read  by  Dr.  C.  C.  Frederick,  of  Buffalo, 
N.  Y.  The  observations  were  l)ased  upon  nearly  three  hundred 
operations  at  the  Biitfulo  Woman's  Hospital,  supplemented  by 
the  experience  of  several  prominent  operators. 

By  renal  insufficiency  is  meant  any  state  or  condition  of  the 
urine  which  shows  deficient  elimination  of  waste  products, 
whether  from  functional  inactivity  or  from  disease  of  the  kid- 
neys. Whether  renal  insufficiency  is  a  contraindication  to  ope- 
rations depends  on  the  consideration  of  three  factors:  1.  The 
amount  and  nature  of  the  insufficiency.  2.  The  character  of 
the  lesions  for  which  operation  is  performed.  3.  The  causal 
relations  which  the  patient's  disease  holds  to  the  renal  insuffi- 
ciency. Every  patient's  urine  before  operation  should  be  col- 
lected for  twenty-four  hours,  except  when  operation  is  urgent, 
as,  for  example,  in  ruptured  ectO])ic  pregnancy.  To  avoid  con- 
tamination by  bloody  or  muco-pnrulent  discharges  the  urine 
should  be  obtained  by  catheterization.  It  should  be  measured, 
8p33ift3  gravit}'  and  reaction  taken,  then  examined  chemically 
for  albumin  and  sugar.  If  albumin  is  found,  or  the  specific 
gravity  is  low  in  comparison  to  the  whole  amount  passed,  a  micro- 
scopical examination  of  sediment  for  blood,  pus,  and  casts  should 
be  made.  Differential  diagnosis  should  be  made  between  albu- 
minuria dependent  on  bladder  or  ureteral  disease  and  that  which 
originates  in  the  kidney.  In  examination  of  urine  the  impor- 
tant fact  to  ascertain  is  whether  the  kidneys  are  crippled  or  in 
full  or  nearly  normal  functional  activity.  Women  with  chronic 
endometritis  are  especially  liable  to  functional  insufficiency. 
Most  gynecological  patients  who  are  run  down  physically  pre- 

'  Coutinued  from  p.  750. 
56 
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sent  the  same  condition.  They  should  liave  some  preparation. 
Thev  should  drink  water  freelj  to  flush  out  the  kidneys,  and  the 
huwels  and  skin  should  be  made  to  act  thoroujzhly.  A  knowl- 
edge of  the  state  of  a  patient's  kidneys  is  of  value  to  the  opera- 
tor or  anesthetizer.  The  duration  of  an  operation  may  he  short- 
ened and  the  quantity  of  ether  or  chloroform  reduced  to  the 
minimum,  thereby  saving  lives  that  otherwise  might  he  lost. 
AVith  the  knowledge  of  incipient  kidney  disease,  due  perhaps  to 
iiltra-pelvie  ])ressure  upon  the  ureters,  the  surgeon  may  advise 
an  early  operation  not  indicated  by  any  other  symptoms,  thereby 
avoiding  the  dangers  of  future  more  pronounced  renal  disease. 
Albumin,  hyaline  and  even  granular  casts  do  not  contraindicate 
a  necessary  operation  if  the  quantity  of  urine  is  above  twenty 
ounces  per  diem,  the  specific,  gravity  1.015  to  1.020,  and  the 
quantity  of  urea  not  more  than  twenty-five  per  cent  below 
normal. 

If  the  quantity  of  urine  should  l)e  persistently  small,  of  low 
specific  gravity,  all)iimin  and  casts  present,  the  urea  notably 
deficient,  the  kidney  disease  is  more  serious  than  many  of  the 
diseases  for  which  we  operate.  Under  such  circumstances  ope- 
rations should  be  done  only  for  pus  collections  or  large  tumors 
which  produce  these  pressure  symptoms.  A  hurriedly  done  ope- 
ration for  either  of  these  conditions  is  justifiable  in  the  most 
desperate  of  circumstances,  and  the  results  usually  justify  the 
chances  taken. 

Contracted  kidney,  chronic  interstitial  nephiitis,  oilers  the 
only  real  contraindication  to  all  operations  of  magnitude.  The 
results  are  usually  fatal.  Contracted  kidney  is  liable  to  be  over- 
looked. It  is  difficult  to  diagnosticate.  The  quantity  of  urine 
is  usually  large,  the  specific  gravity  very  low ;  no  albumin,  or 
only  a  trace  perhaps  ;  very  few  or  no  tube  casts. 

Most  gynecological  cases  pass  less  urine  after  operation  that 
before,  the  cause  being  probably  shock  and  the  anesthetic. 

Renal  insufficiency  renders  the  patient  more  liable  to  shock 
from  operation  and  a  slower  convalescence.  Dr.  George  B. 
AVood  has  shown  that  ether  exists  free  in  the  blood  during  inhala- 
tion, but  it  is  not  excreted  by  the  kidneys.  It  produces,  however, 
small  congestion  and  cloudy  swelling  of  the  cells.  The  experi- 
ence of  many  observers  proves  that  acute  renal  congestion,  albu- 
minuria, and  exfoliation  of  epithelium  frequently  follow  the 
inhalation  of  ether  or  chloroform  where  no  renal  disease  ex- 
isted previous  to  operation. 

Deaths  from  suppression  are  reported  for  both  ether  and 
chloroform.  The  general  belief  is  that  ether  is  contraindieated 
in  renal  insufficiency  and  that  chloroform  is  the  only  anesthetic 
to  use  on  such  occasions. 

The  clinical  reports  do  not  accord  with  this  belief,  as  chloro- 
form is  credited  by  several  observers  with  producing  more  renal 
disturbance  de  novo  than  does  ether. 
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It  is  contended  by  some  that  ether  is  safer  at  the  time  of 
administration,  or,  at  least,  no  more  liable  to  produce  acute 
congestion  or  acute  suppression. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  contributed  a  paper 
entitled 

SOME    RESULTS    OF    ETllKK    ANESTHESIA    IN  ABDOMINAL    OPERATIONS. 

Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich.,  read  a  paper 
entitled 

THE    CAUSE    OF   THE    THIRST    FOLLOWING    ABDOMINAL    SECTION.' 

DisGussion. 

Dr.  Eugene  Boise. — As  to  the  effect  of  ether  as  an  anesthe- 
tic upon  the  kidneys  and  the  secretion  of  urine,  it  does  not  seem 
yet  to  be  thoroughly  settled  as  to  wliether  ether  is  responsible 
for  the  partial  or  complete  suppression  of  urine  which  so  often 
follows  these  cases.  1  have  instituted  some  investigations  in 
the  hospital  in  Grand  Rapids  to  see  what  effect  it  would  have, 
the  urine  having  been  examined  before  and  after  operation,  and 
nearly  always  there  was  a  trace  of  albumin  found  in  the  urine 
following  operation,  and  the  odor  was  perceptible  in  the  bottle. 
I  have  inquired  of  other  operators,  and  tlie  opinions  have  been 
so  diverse  that  I  have  been  led  from  my  reading  of  the  subject 
to  think  it  is  problematical  as  to  the  influence  of  ether  in  pro- 
ducing those  disturbances  which  we  all  deplore. 

A  friend  of  mine  reported  to  me  a  case  of  railway  injury  in 
which  the  patient  was  so  profoundly  shocked  as  to  permit  of  re- 
pair of  the  injury  that  he  had  received  without  an  anesthetic, 
and  yet  there  was  complete  suppression  of  urine  for  thirty-six 
hours,  after  which  it  was  gradually  restored. 

Overbeck  has  demonstrated  that  ligation  of  the  renal  arteries 
for  a  short  time  will  cause  suppression  of  urine.  Again,  cutting 
off  the  arterial  supply  to  the  kidneys  will  cause  suppression  of 
urine,  and  if  the  lessened  blood  supply  is  extended  for  any 
length  of  time  we  will  have  changes  in  the  kidney  with  all  the 
evidences  of  acute  nephritis.  The  urine  will  be  found  loaded 
with  albumin.  That  has  been  demonstrated  by  experiments. 
I  recall  a  case  I  operated  on  a  short  time  ago  for  the  replace- 
ment of  a  retrod isplaced  uterus.  It  was  movable.  I  shortened 
the  round  ligament,  and  when  I  drew  the  uterus  up  the  right 
ovary  was  adherent  in  the  cul-de-sac.  I  put  the  ovarian  nerves 
and  ligaments  on  a  decided  stretch,  and  immediately  following 
the  operation  the  urine  became  scanty,  high-colored,  and  was 
loaded  with  albumin,  which  persisted  for  two  or  three  weeks  in 
spite  of  energetic  treatment.  That  I  attributed  to  contraction 
of  the  renal  arteries  by  the  reflex  disturbance  of  the  renal  plexus 

'  See  paper,  p.  484. 
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through  the  ovarian  plexus  of  nerves,  and  I  am  convinced  from 
my  observations,  reading,  and  study  that  the  trouble  lies  not  so 
much  in  the  anesthetic  we  use  as  in  the  nature  of  the  operation. 
In  nearly  all  abdominal  or  gynecological  operations  there  is  more 
or  less  disturbance  of  those  nerves  which  control  the  vascular 
supply  of  the  organs  of  the  abdomen,  and  there  is  consequently 
greater  or  less  contraction  of  the  renal  artery.  Continued  con- 
traction of  the  renal  artery  causes  a  change  in  the  epithelial 
lining  of  the  tubules  and  evidences  of  acute  nephritis.  The  tes- 
timony of  operators  in  general  is  that  those  operations  most 
likely  to  be  followed  by  kidney  disturbance  are  operations  on 
the  genito-urinary  organs,  so  that  I  think  it  is  still  an  open  ques- 
tion as  to  the  part  that  the  anesthetic  plays  in  the  disturbance  of 
the  kidney. 

Dr.  C.  C.  Frederick. — As  there  has  been  very  little  discussion 
of  this  subject  other  tiian  that  which  Dr.  Boise  has  given,  and 
with  which  I  practically  agree,  I  wish  to  say  a  few  words  about 
the  medico-legal  aspect  of  this  question  of  anesthetics.  A  great 
many  operators  use  ether,  while  others  use  chloroform.  One 
man  uses  ether  simply  because  he  is  afraid  of  chloroform,  and  if 
a  patient  should  die  from  chloroform  he  is  afraid  the  coroner 
will  be  after  him  ;  he  will  have  a  case  of  malpractice  that  will 
cause  him  a  great  deal  of  trouble.  IS^ow,  each  and  every  one  of 
you  knows  that  some  patients  will  take  ether  better  than  chloro- 
form, and  vice  versa  ^  some  patients  will  take  a  combination  of 
both  better  than  either  one  alone.  I  think  the  facts  in  the  case 
warrant  any  operator  in  taking  the  position  that  it  is  not  posi- 
tively demonstrated  whether  ether  or  chloroform  is  the  safest 
anesthetic  ;  that  it  depends,  not  upon  either  one  alone,  but  upon 
the  personal  equation  of  the  patient.  That  which  would  kill 
one  patient  might  not  kill  another,  and  I  do  not  believe  there 
ought  to  be  any  question  in  the  minds  of  the  profession  upon 
the  subject  whether  they  shall  give  either  one  or  the  other. 
"Whichever  one  keeps  up  the  capillary  circulation  and  respiration 
best  we  should  give,  as  manifested  in  the  lips,  finger  nails,  con- 
junctivae, etc.  The  less  cyanosis,  the  less  heavy  breathing,  the 
more  natural  the  pulse ;  and  these  are  the  criteria  to  go  by. 
Every  anesthetizer  ought  to  consider  these  points.  If  a  patient 
dies  the  coroner  and  popular  opinion  will  be  against  him  because 
he  used  chloroform.  1  think  the  medical  profession  must  stand 
by  and  sit  down  upon  this  view  of  the  general  pul)lic. 

At  the  close  of  the  above  discussion  the  Second  Vice-Presi- 
dent, Dr.  Hulbert,  took  the  chair,  and  President  Rohe  de- 
livered his 

ANNUAL    ADDRESS, 

which  appeared  in  the  October  namber  of  this  Journal. 
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Dk.  a.  Vandek  Veer,  of  Albany,  N.  Y.,  presented  a 

REPORT   OF   ONE   HUNDRED    AND  FORTY-FIVE  OPERATIONS   DONE   FOR 

REMOVAL   OF   OVARIAN   TUMORS    AND   PATHOLOGICAL 

CONDITIONS     ASSOCIATED    WITH    THE    OVARIES 

AND    UTERINE  APPENDAGES    ONLY. 

He  gave  a  careful  review  of  the  subject  of  the  preparation  of 
the  patient,  embodying  all  the  essential  points  pertaining  to  the 
technique  of  snch  work,  placing  great  stress  upon  the  import- 
ance of  the  room  in  which  the  operation  was  to  be  done  being 
put  in  a  thoroughly  aseptic  condition,  and  thorough  cleanliness 
of  the  patient  herself. 

In  reference  to  the  manner  of  operating,  he  preferred  to  stand 
on  the  right  side  of  the  patient,  with  an  assistant  opposite,  the 
latter  having  charge  of  the  sponges  and  assisting  in  the  use  of 
the  forceps  while  making  the  opening  into  the  peritoneal  cavity. 
He  dwelt  witli  some  importance  upon  not  making  the  incision 
any  longer  thaii  is  necessary. 

When  necessary  he  irrigated  the  abdominal  cavity  by  means 
of  the  ordinary  Tait  tube,  connected  with  the  vessel  holding  the 
saline  solution,  and  by  a  siphon  action  thoroughly  flushed  the 
entire  peritoneal  cavity,  placing  in  the  ordinary  glass  drainage 
tube — occasionally  substituting  for  it  the  rubber  tube  if  the 
drainage  is  to  be  kept  up  longer  than  from  three  to  five  days — 
packing  the  glass  tube  with  strips  of  iodoform  gauze,  changing 
them  as  may  be  needed,  not  making  use  of  the  suction  syringe. 
In  a  broad  pedicle  showing  a  disposition  to  spread,  though  the 
vessels  are  thoroughly  controlled,  he  believed  in  bringing  to- 
gether the  peritoneal  edges  by  one,  two,  three,  or  four  inter- 
rupted sutures  of  fine  silk.  He  had  reason  to  believe  that  it 
prevents  somewhat  the  danger  of  a  fold  of  the  intestine  uniting 
with  the  surface  of  the  stump  of  the  pedicle  and  in  this  way 
producing  intestinal  obstruction. 

While  not  criticising  the  methods  of  other  operators  in  closing 
the  wound  by  means  of  rows  of  catgut,  kangaroo  tendon,  or 
other  forms  of  sutures,  yet  he  had  no  reason  to  give  up  his  usual 
method  of  closing  the  wound  by  deep  sutures  of  silkworm  gut, 
placing  them  three  or  four  to  the  inch,  taking  in  carefully  only 
a  margin  of  the  skin,  a  portion  of  the  fascia  and  muscles,  and  not 
to  exceed  one-quarter  of  an  inch  in  width  of  the  peritoneum 
itself,  placing  much  stress  upon  the  importance  of  careful,  com- 
plete apposition.  For  nearly  four  years  he  had  made  use  of  the 
silkworm  gut  in  preference  to  any  form  of  silk  suture,  the  latter 
occasionally  producing  a  stitch-hole  abscess,  which  he  seldom  sees 
now.  The  wound  is  dusted  (after  the  abdomen  has  been  thor- 
oughly rewashed  with  hot  water  and  a  hot  solution  of  bichloride) 
with  iodoform,  one  part  to  three  parts  of  starch  (sterilized),  then 
covered  with  iodoform  gauze,  then  with  the  gamgee  pads  of 
sterilized  cotton,  and  above  all  the  many-tailed  flannel  bandage 


886  TRANSACTIONS    OF   TllK    AMERICAN 

This  dressing  is  to  be  carefully  looked  after  at  the  end  of  forty- 
eight  hours,  i)erhaps  ehiuiging  the  gauze  then,  redressing,  and 
not  disturbing  again  until  the  wound  is  thoroughly  healed  at  the 
end  of  ten  days;  after  this  the  patient  is  to  wear  an  abdominal 
bandage  for  three  or  six  niontlis,  when  the  sutures  are  removed. 
Sui)erticial  sutures  should  be  removed  with  the  first  dressing  at 
the  end  of  forty-eight  hours;  the  dressing  not  being  disturbed 
again  until  the  tenth  day,  an  exception  being  made  to  this,  per- 
haps, in  cases  of  di-ainage  where  the  rubber  dam  has  been  made 
use  of,  should  there  be  any  soiling  of  the  dressing,  which  very 
seldom  occurs.  In  the  after-treatment  he  used  sim})ly  hot  water 
for  twenty-four  hours,  relieving  thirst  by  means  of  rectal  saline 
injections  of  hot  water,  very  seldom  using  the  hypodermic  injec- 
tion of  morphine  except  to  control  weak  heart  action  and  where 
the  pain  is  unbearable  or  the  patient  has  been  accustomed  to  its 
use  previous  to  operation.  He  had  very  seldom  been  obliged  to 
use  the  catheter.  The  operations  comprise  all  pathological  con- 
ditions met  with  in  connection  with  the  ovaries  and  tubes.  The 
histories  of  the  cases  are  somewhat  interesting :  thirty-nine  gave 
a  history  of  phthisis,  fifteen  of  cancer,  fifty-seven  of  irregularity 
of  menstruation.     The  mortality  amounts  to  eleven  per  cent. 

Making  a  closer  analysis  of  the  table,  there  were  seventy-one 
cases  of  ovarian  tumors  with  nine  deaths;  these  cases  included 
three  double  multilocular  ovarian  cysts,  two  cases  of  multilocular 
cyst  complicated  with  pregnancy,  two  cases  of  double  multilo- 
cular cysts  complicated  with  fibroid  tumor  necessitating  supra- 
vaginal hysterectomy.  There  were  twenty-seven  cases  of  double 
pyosalpinx  with  three  deaths;  twenty  cases  of  pelvic  peritonitis 
and  salpingitis  with  two  deaths;  four  cases  of  pyosalpinx,  uni- 
lateral, with  one  death;  tubercular  peritonitis,  six  cases;  tuber- 
cular peritonitis  with  removal  of  one  or  both  ovaries,  five  cases  ; 
chronic  ovaritis,  six  cases ;  extrauterine  pregnancy,  three  cases 
with  one  death;  exploratory  incision,  relieving  adhesions  and 
straightening  tube,  one  case;  one  case  double  pyosalpinx  and 
removal  of  appendix ;  removal  of  uterine  appendages  for  uterine 
fibroid,  one  case. 

The  causes  of  death  in  the  seventeen  cases  were  as  follows : 
Obstruction  of  the  bowels,  due  to  a  coil  of  small  intestines  be- 
coming attached  to  the  stump  of  the  pedicle,  causing  death  on 
the  fourth  and  fifth  day,  two  cases.  Septic  peritonitis,  two 
cases.  Immediate  hemorrhage  from  the  pedicle,  slipping  of  the 
knot,  within  six  hours  after  the  operation,  though  the  wound 
was  reopened,  the  vessels  secured,  abdomen  flushed,  and  hemor- 
rhage controlled,  one  case.  Undoubted  hemorrhage  from  the 
pedicle  causing  general  peritonitis,  although  no  distention  of  the 
bowels  was  present,  death  on  fourteenth  day,  one  case.  Shock 
within  twelve  hours  after  operation,  one  case  ;  shock  within 
twenty-four  hours  after  operation,  one  case — autopsy  in  both 
cases  revealed  everything  in  good  condition.     Pulmonary  infarc- 
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tion  on  sixth  day,  one  case.  Aggravated  diabetes,  one  case. 
Exiuiiistion  on  the  sixtli  day,  no  otlier  apparent  cause  found, 
one  case;  another  case  of  exliaustion  on  the  third  day — symp- 
toms in  the  hist  two  cases,  iiichidiug  an  autopsy,  not  re\'ealing 
any  other  cause.  Multilucular  ovarian  cyst  tapped  twice,  opera- 
tion complicated  with  four  months'  pregnancy,  one  case.  Puer- 
peral septicemia,  one  case.  Intestinal  obstruction  on  twenty-first 
day,  one  case.  Advanced  age  complicated  with  the  recent  effect 
ef  an  attack  of  la  (jrippe.  one  case.  Delayed  operation  in  a  case 
of  extrauterine  pregnancy,  possibly  four  months,  one  case. 

Dk.  Lewis  S.  McMurtry,  of  Louisville,  Ky. — It  is  very  sel- 
dom that  a  paper  is  presented  to  such  a  body  as  this  from  the 
standpoint  of  the  one  wliieh  has  just  been  read.  It  is  a  well- 
known  fact  that  the  lessons  to  be  derived  from  the  fatal  cases 
are  the  most  impressive  and  instructive  that  we  can  possibly 
have;  and  it  is  also  as  well  known  that  it  is  seldom  we  see  a 
man  with  the  mental  rectitude  of  Dr.  Vander  Veer,  who  pre- 
sents his  fatal  cases  freely,  fully,  candidly,  and  fairly,  and  de- 
duces such  lessons  as  we  liave  heard  to-day.  I  have  listened  to 
the  paper  throughout  with  a  great  deal  of  interest,  and  it  pre- 
sents such  a  wide  held  for  discussion  that  it  is  absolutely  impos- 
sible to  discuss  it  and  do  it  justice.  If  we  were  to  attempt  to 
take  up  the  various  points  brought  out  by  this  excellent  contri- 
bution, we  would  find  ourselves  discussing  almost  every  impor- 
tant feature  of  abdominal  and  pelvic  surgery,  excepting  those 
that  relate  to  supravaginal  hysterectomy  and  the  treatment  of 
uterine  fibromyoraata,  which  the  essayist  announced  were  entirely 
excluded  from  his  paper. 

I  was  impressed  with  the  fact  that  there  was  hardly  any  illu- 
sion made  to  post-operative  sepsis,  as  the  author  said,  from 
whose  entire  group  of  cases  there  were  but  two.  I  believe  the 
facts  will  bear  me  out  when  I  say  that,  notwithstanding  it  is  very 
common  for  us  to  ignore  the  fact,  except  in  the  work  of  men 
who  are  operating  almost  constantly — men  who  have  a  complete 
organization  foi-  operating,  who  are  thoroughly  versed  in  the 
technique  of  abdominal  and  pelvic  surgery — deaths  from  sepsis 
are  common.  They  are  much  more  common  than  we  are  inclined 
to  believe.  Deatlis  occur  which  are  attributed  to  renal  insuf- 
"ficiency,  to  suppression  of  urine,  to  the  effect  of  the  anesthetic 
on  the  kidneys,  and  to  exhaustion.  We  know  also  that  what 
is  really  septic  peritonitis  is  very  often  attributed  and  diagnos- 
ticated, after  the  fatal  issue  occurs,  as  obstruction  following  ope- 
ration. And  there  is  no  denying  the  fact  that  septic  infection 
is  a  ver}'  potent  factor  even  at  the  present  day.  In  al)don)inal 
and  pelvic  surgery  it  ought  to  be  the  least.  I  take  occasion 
to  allude  to  it  here  simply  because  we  are  striving  to  develop 
and  perfect  an  operative  technique  that  will  entirely  exclude 
from  all  cases  septic  infection  in  any  case   that  is  not  septic  at 
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tlie  time  the  operation  is  done.     Tliat  should  be  the  standard  to 
work  by. 

I  was  impressed  with  the  author's  good  work  and  the  very 
small  number  of  tistiilai  that  occurred  after  operation  in  such  a 
hiJ'ije  group  of  cases  as  were  reported,  showing  that  the  opera- 
tive work  was  in  the  liands  of  a  master  and  done  with  fidelity 
and  skill.  Fistnlse  are  common  nowadays  after  operations,  and 
in  good  hands.  They  are  not  to  be  attributed  alone  to  the 
operator's  lack  of  skill,  but  in  many  instances  difficulties  are 
presented  by  the  class  of  cases  referred  to  this  morning — pus  in 
the  pelvis,  where  the  operator  in  operating  injures  the  intestinal 
walls  and  fecal  fistula  occurs.  Fistulie  from  infected  ligatures 
are  very  common.  1  call  attention  to  the  few  cases  in  this 
group  of  mural  abscesses  which  are  due  to  unclean  suturing 
material,  sometimes  to  tying  the  ligatures  too  tightly.  I  think 
the  unclean  ligature  is  in  a  great  many  cases  the  cause  of  fistulae. 
Cases  of  post-operative  hemorrhage  after  ovariotomy  are  very 
interesting.  This  is  not  at  all  an  uncommon  accident;  and  I 
want  to  say  here  that  I  think  there  is  one  important  reason  why 
abdominal  operations  of  election  should  always  be  done  as  early 
as  possible  in  the  morning.  If  there  is  danger  of  post-operative 
hemorrhage  it  is  so  apt  to  occur  during  the  first  twelve  or  sixteen 
hours.  If  we  operate  early  in  the  morning,  say  at  9  o'clock,  we 
have  sixteen  hours  before  reasonable  bedtime  in  which  we  can  be 
called  upon  and  keep  track  of  the  patient.  If  operations  are 
done  late  in  the  afternoon  and  hemorrhage  comes  on  in  the 
night,  we  are  less  apt  to  see  the  patient  ourselves.  That  is  one 
of  the  important  reasons,  in  my  judgment,  for  selecting  the 
morning  hours  for  performing  operations  of  election. 

The  loss  of  patients  by  hemorrhage  after  ovariotomy  and  other 
operations  on  the  uterine  appendages  has  occurred  far  more  fre- 
quently than  any  records  of  abdominal  work  will  show.  I  have 
found,  in  talking  with  different  operators,  that  nearly  every  one 
has  lost  some  patients  from  this  cause.  I  believe  that  a  large 
number  of  deaths  after  abdominal  section,  particularly  ovariot- 
omy, which  are  attributed  to  shock  and  so-called  secondary  shock, 
are  invariably  cases  of  secondary  hemorrhage. 

In  regard  to  reopening  the  abdomen,  inquiry  into  this  will 
show,  in  a  large  proportion  of  cases,  that  when  the  abdomen  is 
reopened  the  patients  die.  The  reopening  of  the  abdomen  is 
done  upon  insufficient  data,  and  very  severe  shock  follows.  It 
is  nearly  always  done  under  great  strain.  It  is  an  emergency 
operation,  whereas  the  otlier  operation  is  one  of  election.  It  is 
done  oftentimes,  but  not  always,  with  insufficient  arrangements, 
and  it  is  very  often  incomplete  and  careless,  if  I  may  use  the 
latter  term.  If  it  is  decided  to  reopen  the  abdomen  delil)erate 
l)reparations  should  be  made  for  it.  It  ought  not  to  be  done  on 
the  Ijed  ;  it  ought  to  be  looked  upon  as  an  important  operative 
procedure.     The  patient  should   be  lifted   upon  a  table  where 
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there  is  good  light,  tlie  proper  instruments  at  hand,  and  every 
care  taken  to  make  the  operation  as  thorough  as  tlie  initial  one. 
It  is  a  difticnlt  point  in  some  cases  to  decide  wiien  to  reopen  tlie 
abdomen.  I  have  seen  the  abdomen  reopened  when  I  was  satis- 
tied  that  it  ought  not  to  have  been  done.  In  this  connection  I 
may  be  permitted  to  borrow  an  expression  from  a  gentleman 
whom  I  see  present,  and  who,  in  speaking  of  these  emergencies, 
said  :  ''  These  are  occasions  in  which  a  man  sweats  blood."  With 
the  pulse  running  up  the  situation  is  critical.  AVhat  is  to  be 
done  is  to  be  done  quickly.  If  you  reopen  the  abdomen  you  do 
great  damage  ;  if  you  do  not  reopen  it  you  may  lose  the  patient. 
I  do  not  know  of  any  emergency  that  requires  such  nice  dis- 
crimination as  in  dealing  with  the  operation  of  reopening  the 
abdomen  for  hemorrhage.  It  is  oftentimes  done  when  no  hem- 
orrhage is  found.  Right  here  I  will  digress  a  moment  to  say 
that  this  is  where  the  drainage  tul)e  comes  in  ;  it  is  of  great 
assistance  in  determining  that  point.  In  a  certain  class  of  women 
who  are  neurotic  and  nervous  the  running  up  of  the  pulse  is 
about  the  only  trustworthy  guide  we  have  for  reopening  the  ab- 
domen. In  many  women  of  neurotic  temperament  the  pulse 
may  reach  120  or  130  and  keep  on  going  quickly,  with  rapid 
breathing.  This  is  a  semi-hysterical  condition  that  will  obtain 
in  many  patients  after  the  operation  has  been  performed.  I 
have  made  it  a  rule,  in  every  case  in  which  I  had  to  reopen  the 
abdomen,  to  stndy  the  pulse  as  soon  as  the  alarm  is  sounded  by 
the  nurse  that  the  patient's  pulse  has  risen  to  120,  watching  her 
at  the  bedside,  noticing  her  breathing,  then  walk  around  the 
hospital  a  little,  return,  and  look  at  it  again  before  deciding  the 
question.  In  the  case  I  have  in  mind  at  the  present  time  I  was 
about  to  reopen  the  abdomen  and  the  patient  made  a  nice  re- 
covery. There  was  a  gradual  ascending  pulse,  sighing  respira- 
tion ;  both  pedicles  were  dry  and  clean.  It  was  nothing  but  a 
neurotic  condition  which  might  obtain  in  any  woman  of  that 
particular  type  after  operation. 

I  must  disagree  with  the  author  in  regard  to  his  management 
of  the  drainage  tube.  If  you  will  insert  a  drainage  tube  and  ask 
the  nurse  at  the  end  of  twenty-four  hours  what  has  been  removed 
by  suction  from  it,  or  the  amount  you  can  remove  in  that  way, 
ail  of  which  the  peritoneum  is  relieved  of,  you  will  be  convinced 
that  it  is  better  than  gauze  drainage. 

Dr.  Geo.  F.  Hulbert,  of  St.  Louis. — I  desire  to  call  attention 
to  one  point  in  the  excellent  paper  of  Dr.  Yander  Veer,  and  that 
is  in  regard  to  the  preparation  of  the  patient  for  the  operation 
and  the  use  of  saline  cathartics.  If  I  understood  the  author 
correctly,  he  made  the  statement  that  as  a  routine  practice  he 
was  in  the  habit  of  giving  a  cathartic  on  the  second  day  after 
operation.  My  experience  has  not  been  as  extensive,  probably, 
as  some  others'  in  the  room,  but  ray  practice  has  been,  in  pre- 
paring a  patient  for  operation,  to  thoroughly  unload  the  intes- 
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tiiial  canal  as  well  as  the  lymphatics.  I  want  to  be  sure  that 
my  patient  is  not  atHicteil  with  lymphostasis.  To  accomplish 
this  usually  takes  two  or  three  days,  and  in  tlie  process  of  this 
preparation  we  should  contine  our  ])atients  as  near  as  possible  to 
a  liipiid  diet.  I  cannot  accept  the  philosophy  that  insists  upon 
having  the  bowels  of  the  patient  moved  simply  because  she  may 
feel  a  little  more  comfortable.  There  are  many  patients,  on  the 
second  day  after  operation,  who  are  not  in  a  condition  to  take  a 
cathartic  or  any  medicine.  They  may  be  suffering  pain,  and 
there  may  be  a  tendency  to  vomiting,  and  hence  it  is  really 
punishment  to  endeavor  to  give  salines  to  effect  an  evacuation  of 
the  bowels.  As  a  rule  I  do  not  give  a  cathartic  after  abdominal 
section  until  possibly  the  sixth  or  seventh  day. 

Dr.  a.  H.  Cordier,  of  Kansas  City,  Mo. — 1  wish  to  lay  special 
stress  on  what  Dr.  McMurtry  has  said  in  regard  to  the  drainage 
tube  and  the  manner  of  taking  care  of  it.  The  more  I  use  a 
drainage  tube  the  more  I  am  in  love  with  it.  He  says  in  the 
use  of  gauze  drainage  we  must  of  necessity  use  larger  tubes 
where  using  a  syringe  to  empty  them.  By  using  a  syringe  to 
empty  it,  it  is  not  necessary  to  use  one  larger  than  a  lead  pencil. 
Where  the  gauze  drain  is  used,  even  admitting  there  is  alarming 
hemorrhage  going  on  within  the  peritoneal  cavity,  it  will  throw 
up  the  watery-looking  fluid  and  the  clotted  blood  will  remain 
in  the  bottom  of  the  pelvis,  and  the  hemorrhage  will  go  on.  By 
the  aspirating  piston  syringe  you  keep  the  bottom  of  the  pelvis 
dry,  and  you  not  only  remove  the  fluid  in  the  pelvis,  but  fre- 
quently the  large  clots  and  all  debris  will  be  sucked  out  in  the 
process  of  emptying. 

Dr.  James  F.  W.  Ross,  of  Toronto. — I  would  say,  do  not  use 
a  tube  with  holes ;  do  not  put  gauze  drainage  in  a  tube;  do  not 
use  the  Staffordshire  knot. 

Dr.  J.  Henry  Carstens,  of  Detroit. — Instead  of  silk,  which 
is  not  absorbed  and  which  is  easily  infected,  use  kangaroo  ten- 
don or  catgut,  and  you  will  not  have  as  much  trouble. 

Dr.  Yander  Veer. — I  would  say,  in  reply  to  Dr.  McMurtry's 
criticism  on  the  use  of  gauze  drainage,  that  the  size  of  the  tube  I 
usually  employ  is  not  larger  than  my  little  finger.  By  carrying 
the  gauze  down  with  a  probe  that  is  kept  in  a  boric  acid  solution, 
pressing  it  down  to  the  bottom  of  the  tube,  1  think  patients 
suffer  less  than  from  suction  from  a  syringe  used  in  the  hands  of 
a  great  many  operators,  in  which  the  patients  cry  out  with  pain. 
Some  portion  of  the  tissues  in  the  bottom  are  sucked  up  with 
the  syringe. 

One  word  in  regard  to  moving  the  bowels  by  administering 
calomel.  I  feel  easier  to  have  the  bowels  moved  at  the  end  of 
forty-eight  hours,  and  not  later  than  the  fourth  day. 
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Thh'd  Day — MoniiiKj  Session. 
President  Rohe  in  the  Chair. 

Dr.  L.  H.  Dunning,  of  ludianapolis,  Ind.,  read  a  paper 
entitled 

NEPHRECTOMY,  WITH    A    RKPORT    OF  FOUR   CASES    AND    REMARKS    ON 
INDICATIONS    FOR   OPERATION. 

Case  I.  Nephrectomy  for  Painful.,  Movable  Kidney. — An 
unsuccessful  nephrorrhapliy  had  been  done  two  and  a  lialf  years 
previously.  The  patient  had  been  bedridden  for  fonr  years. 
Subsequent  to  the  nephrorrhapliy  the  pain  had  been  more  intense 
and  the  vomiting  more  persistent.  A  lumbar  nephrectomy  was 
done,  the  patient  recovering  and  obtaining  entire  relief  from  pain. 
The  vomiting  persisted  fur  several  months,  then  gradually  dis- 
appeared. The  patioit  is  now,  at  the  end  of  eight  years,  in  com- 
paratively good  health.  The  author  deprecates  the  necessity  of 
removing  a  healthy  kidney  only  because  of  being  movable  and 
painful.  He  thinks  the  success  of  recent  methods  for  anchoring 
the  kidney  will  obviate  the  necessity  of  such  a  procedure. 

Case  II.  Nephrectomy  for  Persistent  Hydronephrosis  due  to 
Stricture  of  the  Ureter  at  its  Pelvic  Extremity. — The  tumor  was 
mistaken  for  an  ovarian  tumor.  It  was  large,  filling  the  right 
side  of  the  abdomen  from  the  lower  border  of  the  ribs  to  the 
crest  of  the  ilium.  It  was  removed  by  a  median  al)dominal  in- 
cision. The  ureter  was  not  seen  during  the  operation,  but  after 
extirpation  of  the  tumor  a  portion  of  it  was  found  hanging  to  the 
cyst  wall,  one  and  a  half  inches  in  length,  and  entirely  imper- 
vious. The  cortical  portion  of  the  kidney  was  thinned  and 
spread  out,  forming  one-fourth  of  the  walls  of  the  cyst,  the  re- 
mainder of  which  was  made  up  of  the  dilated  walls  of  the  pelvis 
of  the  kidney  and  dilated  portion  of  the  ureter.  No  patholo- 
gical processes  of  the  kidnev  were  found.  The  operation  was 
done  before  the  appearance  of  Fenger's  article  describing  his 
method  of  overcoming  strictures  of  the  ureter  in  the  uppei-  por- 
tion. The  author  is  of  the  opinion  that  this  method  will  be  pre- 
ferable to  nephrectoni}'  in  many  cases  of  stricture  of  the  ureter 
at  the  renal  extremity,  if  they  be  not  more  than  one  and  a  half 
inches  in  length  and  if  there  be  not  other  strictures  along  the 
course  of  the  ureter. 

Case  III.  Sarcoma  of  the  Kidney  in  a  Child  2  years  old ; 
Nephrectomy  and  Recovery. — The  tumor  had  been  discovered 
only  four  weeks  previously.  A  median  abdominal  incision  was 
employed.  The  tum  )r  sprang  from  the  cortical  portion  of  the 
kidney  and  seemed  like  an  outgrowth.  It  was  pedunculated  ; 
the  capsule  of  the  tumor  was  continuous  with  a  like  structure 
upon  the  peduncle  and  continuous  with  the  renal  capsule. 
Several  small  tumors  were  found  in  the  kidnev  beneath  the  renal 
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capsule,  reminding  one,  in  tiie  appearance  and  feel,  of  subserous 
tihroid  tumors  of  the  uterus.  A  microscopical  examination  of 
the  large  tumor  showed  it  to  be  a  small-celled  sarcoma.  The 
patient  progressed  favorably  after  the  operation  until  the  second 
week,  when  a  disturbed  condition  of  the  stomach  and  bowels  ap- 
peared. There  were  nausea  and  vomiting.  It  being  in  the  early 
days  of  July  and  the  weather  warm,  it  was  thought  best  to 
take  the  patient  into  the  open  air.  She  was  phiced  in  a  cab  and 
wheeled  out  of  doors,  and  kept  the  greater  part  of  the  day  upon 
the  hospital  grounds  in  the  shade  under  the  trees  or  beneath  a 
tent.  She  gradually  improved,  and  was  taken  to  her  home  at 
the  end  of  the  fourth  week.  She  remained  in  good  health  for 
five  and  a  half  months,  when  a  tumor  appeared  in  the  renal 
region  upon  the  opposite  side.  It  grew  rapidly  in  size  and 
proved  fatal  three  months  later.  The  tumor  was  examined  at 
the  autopsy  and  presented  all  the  gross  appearances  of  a  sarcoma. 
The  right  kidney  was  believed  to  be  the  first  involved  in  the 
recurrence.  In  discussing  the  indication  for  operation  in  sar- 
coma of  children,  the  writer  notes  the  conclusion  of  S.  W.  Gross, 
who  in  1885  brought  together  the  record  of  sixteen  cases  operated 
upon  before  that  time,  in  which  there  was  a  mortality  of  56.25 
per  cent,  and  showing  that  one  was  living  with  recurrence  at 
four  months,  that  four  died  of  recurrence  in  five,  six,  eigiit,  and 
eighteen  months  respectively,  and  that  two  were  lost  sight  of. 
In  view  of  this  showing  he  does  not  express  surprise  that  Gross 
should  have  concluded  that  nephrectomy  for  sarcoma  in  children 
should  not  be  repeated. 

The  writer  has  collected  the  histories  of  twenty  cases  of  sar- 
coma operated  upon  since  1885  in  children  under  5^  years  of 
age.  Of  these  five  perished  and  fifteen  survived  the  operation, 
thus  showing  a  mortality  of  twenty-five  per  cent.  This  is  a  sur- 
prising decrease  in  mortality,  and  is  probably  due  to  improved 
details  of  technique  rather  than  to  radical  changes  in  method  of 
operation.  The  subsequent  histories  of  the  cases  are  appalling. 
Six  cases  are  followed  to  the  end  of  life,  the  average  length  of 
which  was  four  and  a  half  months.  Six  were  lost  sight  of  a  few 
days  after  the  operation,  one  was  in  good  health  two  and  a  half 
months  after  the  operation,  one  in  two  months,  aiid  one  in  one 
and  a  half  ^^ears.  Six  were  reported  to  have  been  in  good  health 
subsequent  to  the  operatioTi.  Tiie  length  of  time  the  tumor  was 
known  to  be  present,  its  size,  or  the  form  of  its  pathological  ele- 
ments did  not  seem  to  affect  the  ultimate  results.  These  new 
data  tend  strongly  to  confirm  the  conclusion  of  Gross,  yet  the 
comparatively  low  rate  of  mortality  acquired  during  the  last  ten 
years  and  the  great  satisfaction  experienced  in  prolonging  the 
life  of  his  patient  five  and  a  half  months — months  of  happi- 
ness and  health — incline  the  writer  to  the  belief  that  this  pro- 
cedure is  one  which  the  parents  of  the  child  may  in  right  soelect 
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after  fully  considering  the  dangers  of  immediate  fatality  and 
subsequent  recurrence. 

Case  IV.  Xephrectomy  for  Uretero-vaginal  Fialula  fol- 
lowiny  Vaginal  Extivpatwn  of  a  CanoerouH  Uterus. — The 
operation  was  done  four  weeks  after  the  hysterectomy.  Tlie 
ureter  was  torn  across  in  enucleating  a  nodule  of  cancerous 
tissue  from  the  folds  of  the  broad  ligament  on  removal  of  the 
uterus.  Nephrectomy  was  done  four  weeks  subsequently  be- 
cause of  intermittent  closure  of  the  fistula  and  the  morbid  mental 
condition  of  the  patient.  The  writer,  tc^gether  with  counsel,  de- 
cided against  the  plastic  operation  of  ]>andl  or  Parviii,  and  k(jlpo- 
kleisis,  because  of  the  stenosis  of  the  fistula  and  the  unyielding 
condition  of  the  tissues  of  the  vaginal  vault  and  the  posterior 
opening  of  the  fistula.  Furthermore  it  was  believed  the  cancer 
would  quickly  recur  and  that  the  residual  urine  consequent  upon 
the  kolpokleisis  would  so  irritate  the  tissues  as  to  hasten  the  fatal 
results.  Luuibar  nephrectomy  was  performed,  the  oblique  in- 
cision being  employed.  The  patient  survived  and  went  to  her 
home  at  the  end  of  three  weeks.  Before  leaving  the  hospital  a 
vaginal  examination  discovered  a  small,  hard  nodule  at  the  site 
of  the  fistulous  opening.  The  cancer  had  recurred  in  seven 
■weeks.  The  patient  died  three  months  later  of  exhaustion  and 
septicemia. 

The  mortality  of  cases  of  nephrectomy  similar  to  tiie  ones 
just  described  is  twelve  and  a  half  per  cent,  which  is  believed 
by  the  writer  to  be  about  the  normal  mortality  when  the  oppo- 
site kidney  is  not  diseased  or  the  patient  exhausted  by  long-con- 
tinued suppuration  or  constitutional  disease.  The  writer,  while 
deploring  the  necessity  for  the  removal  of  an  organ  of  such  vital 
importance  as  the  kidney,  yet  concludes  that  nephrectomy  is  a 
justifiable  procedure  in  uretero-vaginal  fistula  when  there  is  an 
obstruction  tjafree  flow  of  urine  into  the  vagina  that  cannot  be 
overcome  by  a  dilatation  of  the  fistulous  opening,  in  cases  of 
failure  of  plastic  operation,  and  when  the  corresponding  kidney 
is  greatly  diseased. 

Dr.  M.  Rosenwassp:r,  of  Cleveland,  Ohio. — I  do  not  rise  to 
offer  a  word  of  criticism  on  this  excellent  paper,  but  wish  to 
call  attention  to  the  difficulties  of  the  differential  diagnosis 
between  ovarian  tumors  and  renal  cysts — a  difficulty  which  was 
encountered  by  the  essayist  in  his  report  of  the  second  case.  He 
spoke  of  the  patient;  remarked  that  the  patient  said  she  did  not 
know  whether  the  tumor  grew  up  or  down.  1  think  it  is  a  very 
unessential  symptom,  for  the  reason  that  patients  never  know 
whether  the  tumor  is  growing  up  or  down.  I  think,  however, 
there  are  some  points  which  will  enable  us  to  make  a  differential 
diagnosis — an  approximate  one,  at  least.  One  thing  is  this:  a 
retroperitoneal  tumor  alsvays  grows  so  as  to  press  the  large  in- 
testine inward  toward  the  median  line,  and  we  find  a  tympanitic 
sound.     It  is  more  or  less  fixed,  and  you  may  have  some  difficulty 
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ill  liifferentiating  l)et\veen  an  encysted  tumor  and  an  intraliga- 
mentous cyst,  the  latter  being  fixed  to  one  or  the  other  side. 
An  intraligamentous  cyst  dips  down  into  the  vault  of  the  vagina, 
whereas  a  cyst  of  the  kidney  does  not;  it  is  high  up,  not  depress- 
ing the  vault  of  the  vagina. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — We  all  feel  un- 
der obligations  to  Dr.  Dunning  for  his  excellent  paper,  which  is 
so  full  of  vahiable  suggestions.  1  am  convinced,  however,  that 
operations  on  tiie  ureter  will  always  be  unsatisfactory.  We  will 
get  a  stricture  that  will,  in  the  majority  of  cases,  cause  trouble 
afterward,  and  it  would  seem  that  our  resort  in  these  cases  will 
generally  have  to  be  removal  of  the  kidney,  and,  the  mortality 
being  hirge,  it  is  a  condition  that  the  patient  will  choose  to  bear 
rather  than  to  be  subjected  to  so  serious  an  operation. 

As  to  operations  for  malignant  disease  or  sarcoma  of  the  kid- 
ney, they  bring  surgery  into  disrepute.  It  is  not  good  surgery 
to  operate  on  patients,  have  them  recover  from  the  operation, 
and  die  in  a  few  months  afterward  from  a  recurrence  of  the  dis- 
ease. There  is  difficulty  sometimes,  as  the  doctor  has  pointed 
out,  in  diagnosticating  cases  of  cysts  of  the  kidney,  also  cases 
of  hydronephrosis  where  the  disease  grows  rapidly.  Quite  re- 
cently I  had  an  experience  which  willillustrate  the  difficulty  of 
diflferentiating  this  condition  of  the  kidney  from  an  ectopic  ges- 
tation. The  patient  was  the  wife  of  a  physician.  During  the 
last  month  of  pregnancy  he  had  observed  a  tumor,  not  as  large 
as  a  fetal  head,  high  up  in  the  right  lumbar  region,  but  he  con- 
sidered it  to  be  at  that  time,  without  careful  examination,  a  por- 
tion of  the  fetus.  We  know  how  careless  some  practitioners 
are  in  approaching  cases  of  this  sort:  they  take  everything  to  be 
natural  unless  there  are  grave  symptoms.  After  his  wife  was 
contined  it  was  easily  mapped  out,  and  he  then  saw  that  there 
was  a  tumor.  I  saw  her  a  week  afterward,  when  the  tumor 
extended  half-way  to  the  median  line,  having  started  from  the 
right  lumbar  region.  I  did  not  make  a  vaginal  examination, 
although  I  suggested  to  him  that  it  be  done.'  He  had  repaired 
the  perineum  and  feared  it  would  be' broken  down.  At  the  end 
of  another  wefek  1  was  called  and  found  the  condition  of  his 
wife  bad,  although  she  was  able  to  sit  up.  She  had  the  appear- 
ance of  having  bled  a  good  deal.  It  was  a  rapidly  growing  cyst 
of  the  kidney,  and  whether  it  was  undergoing  the  process  of  sup- 
puration could  not  be  definitely  ascertained,  as,  having  started 
high  up,  it  became  a  difficult  'case  to  diagnosticate.  But  we 
found  in  the  sac  an  ectopic  gestation— a  pregnancy  which  had 
taken  place  before  the  pregnancy  in  the  uterus,  no  doubt,  and 
which  had  gone  on  in  a  quiescent  state  until  after  delivery, 
when  the  traumatism  brought  about  by  this  condition  caused  a 
fresh  flow  of  blood  and  the  condition  that  we  found. 

Dr.  a.  H.  Cordier,  of  Kansas  City,  Mo. — I  want  to  compli- 
ment Dr.  Dunning  on  the  result  of  his  work.     1  am  firmly  of 
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the  opinion  that  many  of  tlie  cases  of  post-nephritic  abscess 
are  due  to  abscesses  in  the  region  of  tlie  appendix,  to  perfora- 
tions occurring  about  the  pelvis  of  the  kidney,  a  small  calculus, 
or  possibly  a  little  suppuration  or  ulceration  that  cuts  itself 
away  into  the  tissues  surrounding  the  kidney.  ISfany  of  these 
cases  in  which  the  kidneys  are  removed  could  bo  saved.  It  is 
surprising  to  what  extent  the  kidney  will  retain  its  function  af- 
ter incision  and  drainage  and  removal  of  the  cause  of  irritation. 
In  the  case  I  reported  briefly  in  the  early  part  of  the  meeting, 
where  I  removed  a  large  stone  weighing  three  ounces  from  the 
pelvis  of  the  kidney,  thekidney  was  enormously  dilated,  so  much 
so  that  they  sent  to  me  to  do  an  ovariotomy;  yet  the  kidney  se- 
creted a  pint  and  a  half  of  urine  through  the  lumi)ar  incision 
for  two  weeks  after  operation.  It  might  have  been  ideal  sur- 
gery to  have  removed  that  kidney  at  the  same  time,  but  the 
patient  recovered  and  the  kidney  is  secreting  heaUhy  urine  at 
this  time. 

The  question  of  diagnosis  is  important  in  the  female  as  well 
as  in  the  male.  By  the  use  of  the  ureteral  catheter  we  are  en- 
abled in  the  majority  of  instances  to  tell  exactly  which  kidney 
is  diseased,  so  that  the  question  comes  up  which  side  to  operate 
upon.  If  the  ureter  is  not  patulous  it  is  also  a  diagnostic  point 
of  the  side  that  is  diseased.  So  we  have  positive  evidence 
from  the  introduction  of  the  ureteral  catheter  whether  the  ure- 
ter is  passable  or  not.  I  think  we  can  look  forward  to  the  time 
when  these  strictures  of  the  ureters  will  be  resected  by  some  one 
with  mechanical  ingenuity  and  surgical  ability.  In  the  male 
the  question  of  the  difficulty  of  diagnosis  is  reduced  materially 
and  made  more  nearly  possible  by  the  fact  that  we  have  no  ova- 
rian tumors  to  contend  with,  which  is  the  most  conflicting  ele- 
ment we  have  in  making  these  diagnoses. 

Dr.  M.  Haktavig,  of  Buffalo  (by  invitation).— The  essayist 
did  not  speak  of  the  original  suggestion  of  Simon,  of  Heidelberg, 
who  has  taught  us  that  in  women  catheterization  of  the  ureters 
is  a  simple  procedure.  We  can  see  the  whole  bladder  like  an 
open  ball  when  the  urethra  is  dilated,  and  when  you  introduce 
Simon's  largest  speculum  you  can  see  the  entrance  of  the  ure- 
ter into  the  bladder  very  readily  ;  hence  the  introduction  of 
the  catheter  up  toward  the  stricture  should  be  an  easy  thing,  and 
at  all  events  ought  to  be  tried  previous  to  any  operation,  as  soon 
as  stricture  of  the  ureters  is  supposed  to  be  the  cause  of  the  dif- 
ficulty. 

I  want  to  ask  a  question  of  the  last  speaker.  He  stated  that 
the  urine  of  his  patient  was  normal.  I  would  ask  him  whether 
he  had  subjected  the  urine  to  a  careful  microscopical  examina- 
tion. Where  we  have  removed  a  stone  from  the  kidney  and 
drained  the  urine  afterward  it  will  not  come  down  to  normal. 
There  will  be  microbes  found  in  the  urine,  although  the  woman 
will  gain  in  flesh  and  weight  and  feel  better,  which  leaves  the 
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impression  sometimes  that  we  have  to  expect  subsequent  dif- 
ficulty. 

Dii.  CoKDiEii. — The  urine  secreted  was  healthy  and  normal. 
It  had  not  come  in  contact  with  septic  material  after  its  secre- 
tion from  the  kidney.  The  performance  of  the  function  of 
elimination  was  just  as  perfect  as  though  pyonephrosis  had  not 
existed. 

Dr.  Dunning. — The  enthusiastic  use  of  the  ureteral  sound 
will  lead  to  a  great  deal  of  difficulty,  and  it  is  my  belief  that  it 
is  being  used  too  often  at  the  present  time. 

In  regard  to  the  method  devised  for  overcoming  stricture  in 
the  upper  portion  of  the  ureter,  I  believe  that  will  be  found 
successful.  The  operation  itself,  which  is  virtual!}'  that  of 
nephrotomy,  is  attended  with  but  a  slight  degree  of  mortality. 
It  is  a  fact  that  by  opening  the  kidney  and  draining  it  where 
we  have  an  accumulation  of  pus  or  Huid  in  its  pelvis,  if  we  do 
the  combined  operation  of  nephrotomy  and  nephrectomj'  we 
save  the  patient  less  trouble  than  by  a  nephrectomy  alone. 

One  other  point,  and  that  is  all.  Dr.  Davis  made  a  statement 
that  I  cannot  quite  agree  to :  that  is,  that  an  operation  for  sar- 
coma of  the  kidney  should  not  be  done  because  the  tumor 
recurs.  If  it  did  not  recur  so  speedily  his  remarks  would  have 
no  force.  It  recurs  quickly  and  kills  the  patient  at  the  end  of 
a  few  months.  The  same  principle  applied  to  vaginal  hysterec- 
tomy would  rule  that  out  of  our  domain.  I  have  done  a  goodly 
number  of  hysterectomies  in  my  practice,  and  not  one  patient  on 
whom  I  have  operated  has  lived  longer  than  two  years  ago. 
They  are  all  dead.  That  is  the  rule.  They  die  after  vaginal 
hysterectomy.  If  we  apply  his  rule  we  would  take  from  women 
the  great  possibilities  of  that  operation.  Hence  I  disapprove  of 
the  statement. 

PROGRESSIVE   CUTANEOUS    ATROPHY    OF   THE   VULVA    (KRAUROSIS 
VULV^)  :    ITS   PATHOLOGY   AND   TREATMENT. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  read  a  paper  with 
this  title.  He  reported  six  cases  in  which  the  pathological  and 
clinical  features  were  characteristic.  Tlie  lirst  changes  obvious 
to  the  naked  eye  consist  of  small  vascular  areas  around  the 
introitus  vaginae.  These  areas  are  not  elevated,  as  if  seats  of 
merely  inflammatory  engorgement,  but  are  slightly  depressed 
relatively  to  the  adjacent  epithelial  surfaces.  They  are  exqui- 
sitely ])ainful  to  the  touch,  and  efforts  at  sexual  intercourse  are 
generally  agonizing  and  futile.  About  this  same  time  inspection 
will  reveal  a  narrowing  of  the  vaginal  oritice  associated  with 
diminished  elasticity  of  the  structures.  The  cutaneous  or  muco- 
cutaneous surfaces  will  now  be  observed  to  have  lost  a  certain 
])roportion  of  their  pigment,  giving  them  a  more  or  less  trans- 
lucent appearance,  which  increases  until  it  becomes  so  trans- 
parent that  the  larger  capillaries  and  minute  ecchymoses  may  be 
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readily  discerned  beneath  it.  The  skin  thus  affected  becomes 
tense,  effacinij  in  a  more  or  le^s  de<^i'ee  all  of  the  normal  folds  of 
the  vulva  and  narrowing  the  vao;iiial  oritice,  until,  in  the  case  of 
mnltiparie,  "incredulity  may  be  excused  when  the  patient  states 
that  she  has  borne  children.'' 

Knowledge  relative  to  progressive  cutaneous  atrophy  of  the 
vulva  is  too  nebulous  to  justil'y  tinal  conclutions.  That  \\hich 
seems  to  be  conclusively  demonstrated  may  be  summarized  as 
follows : 

1.  Progressive  cutaneous  atrophy  of  the  vulva  is  a  distinct 
disease. 

2.  It  is  of  very  rare  occurrence. 

3.  J t  is  essentially  inflammatory  in  character,  differing  from 
other  inflammations  of  the  skin  in  the  marked  progressive 
atrophy  which  succeeds  the  stage  of  hyperemia  and  infiltration. 

4.  It  is  limited  in  its  manifestations  to  the  vulva. 

5.  It  is  manifestly  not  of  syphilitic  origin. 

6.  Its  etiology  is  so  obscure  as  to  suggest  a  primary  causal 
lesion  in  the  trophic  nerve  supply  of  the  vulva. 

7.  The  affected  areas  may  be  successfully  excised. 

Dk.  W.  B.  Dorsett,  of  St.  Louis. — I  have  been  particularly 
interested  in  the  classical  description  of  this  disease  as  presented 
by  the  author.  It  has  been  my  privilege  to  see,  to  treat,  and  to 
fitudy  one  of  these  cases,  and  I  am  very  glad  to  know  that  Dr. 
Reed  lias  arrived  at  some  way  by  which  they  can  be  relieved. 
The  case  that  I  had  charge  of  for  a  long  time  was  one  in  which 
the  atrophic  condition  did  not  stop  at  the  external  organs  of 
generation,  but  pervaded  the  entire  genitalia.  There  was  atro- 
phy of  the  labia  minora  and  majora,  the  vaginal  walls,  the 
uterus  and  ovaries.  The  entire  genitalia  were  in  an  atrophied 
condition.  These  cases  have  been  described  by  Ohmann-Dumes- 
nil,  who  has  collected  from  thirty-tive  to  forty  typical  cases  of 
kraurosis  and  has  described  them  as  such,  but  Dr.  Reed  has 
made  a  departure  that  is  deserving  of  credit  in  calling  them 
cases  of  atro])hy. 

The  case  that  came  under  my  observation  was  one  in  which 
the  hair  was  entirely  absent  and  in  which  sexual  intercourse 
was  excessively  painful.  There  is,  as  was  mentioned  by  the 
essayist,  a  possibility  of  mistaking  it  for  a  case  of  vaginismus,  one 
that  is  due  to  nervous  influences  entirely.  Just  what  brings 
about  this  atrophic  condition  I  am  unable  to  say,  but  those  of 
you  who  heard  my  first  paper  in  regard  to  the  priority  of  ligation 
of  the  uterine  arteries  will  remember  that  I  mentioned  this  case, 
and  it  was  the  one  in  whicii  I  first  got  the  idea  as  to  the  cause 
of  the  condition,  and  believed  it  to  be  a  case  of  artificial  ligation 
of  the  vessels,  due  in  this  particular  case  to  an  inverted  uterus. 

As  to  whether  these  cases  are  evidences  of  maternity  or  not  I 
am  unable  to  say,  but  the  one  I  had  charge  of  had  a  child  nine 
vears  previously. 
57        * 
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Dk.  a.  II.  CoRDiER,  of  Kansas  City. — I  would  ask  Dr.  Eeed 
liow  many  post-operative  cases  lie  lias  liad  in  which  the  appcii- 
da<^es  had  been  removed,  if  any  at  all. 

I)r.  Reed. — Two. 

Dr.  Cordier. — I  had  one  case  in  which  the  appendages  had 
been  removed  two  years  previously,  and  it  certainly  i)resented 
the  condition  and  symptoms  mentioned  in  Dr.  Eeed's  paper. 

Dr.  H.  W.  Longyear,  of  Detroit. —  1  have  a  case  which  per- 
haps niio-ht  have  been  caused  by  removal  of  the  appendages.  I 
saw  it  a  few  days  before  I  came  to  the  meeting.  It  was  a  well- 
marked  case  of  atroj)liy  of  the  lips.  They  were  smooth  and 
almost  white.  The  case  was  evidently  one  of  long  standing,  the 
a)ipendages  having  been  removed  several  years  ago. 

Dr.  L.  H.  Dunni.ng,  of  Indianaj)olis. — I  would  ask  Dr.  Reed 
whether  many  of  his  cases  occurred  before  the  menopause. 

Dr.  Rekd. — All  but  one. 

Dr.  Willis  G.  Macdonald,  of  xVlbany. — Dr.  Reed  has  fur- 
nished us  with  some  beautiful  microphotographs  showing  the 
changes  in  the  superficial  layer  of  the  epidermis.  They  are  very 
interesting  in  the  order  they  are  given.  It  has  been  said  that 
atrophy  is  really  a  good  name  for  this  disease,  although  the 
pathology  would  seem  to  contradict  that  in  some  way.  While 
we  do  have  atrophy  of  the  viilva,  yet  there  are  times,  even  from 
the  pathological  description  which  Dr.  Reed  has  given  us,  when 
the  condition  is  quite  otherwise.  There  is  an  infiltration  of 
some  of  tlie  round  cells,  apparently  inliammatory  in  character. 
There  is  a  condition,  which  we  term  hyperplasia,  which  finally 
terminates  in  atrophy;  it  is  very  much  like  the  condition  we 
find  in  cirrhosis  of  the  liver;  it  eventually  becomes  a  condition 
of  atrophy.  I  sincerely  hope  that  Dr.  Reed  will  carry  his  inves- 
tigations further  and  examine  the  condition  of  the  blood  vessels 
in  this  region.  From  what  he  has  said  inflammatory  changes 
certainly  occur,  because  they  rupture.  lie  has  clear  evidence  of 
blood  clots,  and  there  must  be  associated  with  this  condition 
hyaline  degeneration.  It  is  not  altogether  trophic;  it  cannot 
be,  because  it  behaves  differently  from  other  trophoneuroses. 
An  examination  of  the  peripheral  nerves,  looking  for  degene- 
rated fibres,  will  also  be  interesting. 

Dr.  DoRSfi;TT. — I  would  ask  whether  the  plaques  or  patches 
presented  translucent  spots  the  size  of  a  silver  quarter,  or  whether 
there  was  a  diffused  condition  of  the  mucous  surface. 

Dr.  Reed. — If  I  may  be  permitted  to  answer  the  last  question 
first,  I  will  say  in  one  case  that  came  under  my  observation  these 
atrophic  areas  manifested  themselves  separately,  but  with  the 
progress  of  the  disease  they  coalesced,  until  finally,  with  the  loss 
of  normal  pigment,  the  involved  parts  had  beeli  varnished,  so 
to  speak.  The  very  interesting  remarks  of  Dr.  Macdonald  im- 
pressed me  favorably.     It  is  true  the  pathological  research  of 
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this  alfection  lias  not  gone  as  far  as  it  might  have,  bnt  I  hope  to 
be  able  to  carry  on  furtlier  investigations.  The  condition  of  tlie 
terminal  nerve  iilaments  has  not  been  ciescribed.  AVe  have  in 
the  literature  of  the  subject  but  a  single  allusion  to  tlieir  con- 
dition, and  the  intrinsic  peculiarities  of  the  statement  are  such 
that  1  do  not  feel  warranted  in  quoting  it;  hence  I  look  upon 
the  literature  of  the  entire  subject  as  presenting  a  dearth  of 
information  relative  to  the  condition  of  the  terminal  nerve  fila- 
ments. The  condition  of  the  blood  vessels  can  be  observed  in 
some  of  the  slides,  and  it  is  essentially  one  of  degeneration. 
AVhile  microscopic  examination  reveals  areas  of  engorgement 
and  deposits  of  intianHuatory  inliltration  amounting  almost  to 
hyperplasia,  the  fact  remains  that  the  gross  a])pearance  of  the 
disease  is  never  that  of  enlargement.  It  has  never  the  appear- 
ance of  thickening,  and  all  these  changes  are  so  thoroughly 
microscopic  and  limited  to  definite  areas  that  it  occurs  to  me 
there  is  some  troj)hic  disturbance  to  bring  about  that  limitation. 
Of  course  the  question  must  necessarily  be  held  suh  judice^  and 
under  what  category  we  shall  finally  place  this  somewhat  anoma- 
lous pathological  state  remains  to  be  determined.  I  hope  Dr. 
Macdonald  and  others  will  pursue  the  subject. 

Dr.  George  F.  Hulbert,  of  St.  Louis,  Mo.,  read  a  paper 
entitled 

ELEMENT    OF    HABIT    IN    GYNECIC    DISEASE. 

The  element  of  habit  he  conceived  to  be  that  state  or  dress 
of  protoplasm  manifest  and  observed  in  any  and  every  stage  of 
progression  from  the  primitive  to  the  acquired  type,  as  related 
to  energy,  function,  and  structure,  which  insures  the  repetition 
or  recurrence,  at  any  given  point  in  the  progression,  of  the 
attained  energy,  function,  and  structure  typical  of  the  stage 
selected.  In  causation  this  is  chemical  in  its  varied  potentials. 
In  mode  and  method  it  is  the  law  of  natural  selection — selection 
not  simply  in  structure,  but  also  in  energy  and  function.  The 
author  then  confined  himself  to  that  position  which  considers 
disorder  or  disease,  be  it  gyiiecic  or  otherwise,  as  a  variation  in 
type  in  relation  to  the  natural,  normal,  or  standard,  and  that  this 
variation  is  not  simply  that  of  structure  but  also  of  energy  and 
function. 

As  an  illustration  of  the  practical  part  of  the  paper.  Dr.  Hul- 
bert presented  the  following  case,  which  is  a  variation  in  type 
in  relation  to  energy  : 

Miss  A.,  aged  25,  school-teacher,  five  feet  four  inches  in 
height,  weight  one  hundred  and  fifteen  pounds,  menstruation  at 
13  years.  She  always  had  more  or  less  trouble,  and  for  the  last 
six  years  her  sufferings  had  been  severe  ;  rectalgia  more  or  less 
continuously;  malaise,  and  easily  fatigued  ;  constipation  ;  cephal- 
algia of  top  and  back  of  head  ;  vertigo  at  times ;  gastric  dis- 
turbances  slight,  but   explosive   at   times    during  the  menses; 
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heavily  coated  tongue  ;  skin  flabby,  but  not  anemic  in  color  ; 
uterus^  in  complete  retroversion,  density  greatly  moditied,  so 
that  rte.xion  can  readily  be  produced  in  any  direction  ;  no  evi- 
dence ut  any  striietiii-ai  changes  save  slight  enlargement  of  the 
left  ovary  and  moderate  fixation  of  the  right;  easily  released. 
No  history  of  any  inflammatory  attack  at  any  time,  and  no  dis- 
charge save  at  menses  ;  this  is  normal  and  of  good  color.  The 
dislocation  is  marked  ;  the  uterus  at  tirst  examination  was  found 
impacted  between  the  utero-sacral  ligaments,  which  was  readily 
relieved.  The  patient  declining  operation,  a  pessary  was  intro- 
duced, which  gave  no  discomfort  and  apparent!}'  relieved  the 
relaxation  manifest  at  the  cervix. 

This  patient  has  been  under  observation  now  for  over  a  year, 
and  only  during  the  last  four  months  has  there  been  any  evi- 
dence of  improvement  in  the  relaxation  and  persistent  flopping 
of  the  uterine  body  over  the  upper  arm  of  the  pessary.  Every 
means  possible  was  utilized,  all  symptoms  met,  and  tonics  and 
the  etceteras  of  the  gynecological  aruiamentarium  were  ex- 
hausted, but  no  appreciable  benetit  attained.  The  environment 
was  pernicious,  monotonous,  effective,  and  the  variation  in  type 
was  likewise  persistent.  It  was  not  until  we  comprehended  that 
this  was  in  energy  did  we  And  the  key  to  the  situation  ;  struc- 
ture was  certainly  unchanged,  also  function  to  some  extent,  but 
when  considered  in  relation  to  the  natnra  it  was  not.  The  type 
was  there,  but  the  power  for  active  function  through  structure 
was  not  there.  Considering,  therefore,  that  the  variation  was 
in  energy,  we  could  find  nothing  to  tit  the  case,  unless  it  was 
that  the  chemical  modification  was  that  of  lithemia.  Acting 
upon  this  and  persisting  for  three  months,  we  were  rewarded  by 
the  first  and  only  evidence  of  relief — that  of  general  systemic 
well-being  and  decided  improvement  in  the  relaxation  of  the 
pelvic  tissues,  to  the  extent  at  this  date  of  a  more  normal  den- 
sity of  uterine  tissue  and  the  pessary  now  sustaining  the  uterus 
in  position.  But  there  was  and  is  now  a  more  or  less  constant 
tendency  to  return  to  the  full  expression  of  the  variation.  This 
we  consider  the  element  of  habit.  The  adjustment  of  the 
natura  to  the  variation  had  been  so  long  in  oi)eration,  so  fixed, 
that,  in  spite  of  the  activities  at  work  by  presentation  of  changes 
in  environment  within  the  lines  of  health  toward  this  end,  it  is 
continuously  showing  itself. 

The  law  of  natural  selection  has  passed  from  the  limits  of 
health  to  the  domain  of  disease  and  is  at  work  in  the  new  ad- 
justment, and  we  expect  to  have  to  contend  with  this  element 
of  habit  until  such  time  as  the  environment  for  health  shall  have 
been  in  operation  so  long  and  forcibly  that  the  natura  has  been 
wrought  back  entirely  to  the  adjustment  of  the  original  type  and 
the  element  of  habit  for  disease  becomes  the  element  of  habit 
for  health. 

Variation  in  type  in  relation  to  function  is  not  frequent,  but 
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is  usu'.iUy  met  after  variation  in  energy  and  structure  has  com- 
plicated the  process,  standing  in  relation  of  cause  to  the  for- 
mer and  sequence  to  the  latter. 

Da.  A.  Vandkr  Vkek,  of  Albany,  N.  Y. — Time  will  not  per- 
mit me  to  discuss  this  valuable  paper  at  length.  It  is  the  kind  of 
paper  which  should  1)0  read  by  the  general  practitioner  who  turns 
aside  ruthlessly  his  patient  and  says,  ''  You  are  only  nervous." 
The  lialnt  is  established,  but  if  we  can  remove  the  cause  it  will 
invariably  result  in  restoration  to  the  normal  condition,  bringing 
the  patient  about  to  the  true  relation  that  she  bore  in  early  life. 
We  can  read  this  paper  later  on  and  learn  much  from  it. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — Just  a  word  with 
reference  to  Dr.  Hulbert's  paper,  and  that  is  the  want  of  satis- 
faction we  get  from  operating  on  cases  with  local  trouble.  Pa- 
tients are  operated  on,  their  nervous  symptoms  are  not  relieved, 
and  it  takes  many  years  to  cure  them.  On  this  account  com- 
plaints are  made  against  ojjeration.  Dr.  Battey  has  accomplished 
a  great  deal  for  us,, not  so  much  by  operation  as  by  keeping  this 
class  of  patients  at  his  hospital  for  many  months  and  treating 
them  for  their  nervous  trouble. 

Dr.  J.  B.  MoRPHY,  of  Chicago,  addressed  the  Association  on 

INTESTINAL    ANASTOMOSIS. 

He  said  the  first  thing  in  all  intestinal  approximations  was 
immsdiate  adhesion,  which  comes  as  the  result  of  uniform, 
aseptic  approximation.  While  adhesion  is  taking  place  we 
desire  sufficient  space  for  the  transmission  of  the  contents  of 
the  intestinal  canal  during  the  time  of  the  adhesion.  Then  fol- 
lowing adh33ion  comes  otganized  union  as  a  result  of  approxi- 
mation. For  a  certain  length  of  time  we  have  organic  union, 
which  is  to  be  the  parmanent  approximation.  After  we  have 
parmanent  ajjproximation  we  desire  also  to  have  an  ojiening 
which  will  re:niin  sufficiently  large  as  long  as  the  patient  lives. 
Daring  the  process  of  repair  in  intestinal  approximations  acci- 
dents occur.  There  are  adhesions  which  form  about  the  seat 
of  inflammation,  producing  obstruction  by  the  formation  of  a 
knuckle  of  bowel  at  the  seat  of  approximation  or  by  a  loo])  of 
intestine  close  to  the  seat  of  approximation,  from  which  the  pa- 
tient may  die.  This,  Dr.  Murphy  maintained,  may  be  avoided 
by  producing  a?  little  irritation  to  the  bowel  which  is  approxi- 
rnated  as  possible.  How  can  we  best  accomplish  this  jmrpose? 
Every  operation  in  the  peritoneal  cavity  must  be  performed  in 
the  shortest  possible  time  consistent  with  good  work.  Many 
years  asfo  surireons  thought  very  little  of  consuming  two  hours 
and  a  half  in  doing  a  laparatomy,  and  as  a  result  the  ])atient's 
condition  was  bad  when  taken  off  the  table;  the  patient  was  in 
collapse,  was  depressed  from  prolonged  anesthesia  alone,  \yhat 
was  the  condition  of  the  bowel  exposed  for  that  length  of  time? 
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It  was  excoriated  ;  the  epitlielium  was  off.  All  these  things 
must  be  taken  into  consideration.  Show  nie  an  operator  who 
gets  his  patient  off  the  table  in  rapid  time  and  in  good  condition, 
and  I  can  show  yon  a  man  that  has  success.  His  cases  will  get 
well.  Tlie  element  of  time  is  an  important  factor  in  all  ope- 
rations of  approximation  of  the  intestine.  The  calibre  of  the 
bowel  must  l)e  retained.  The  scar  must  be  one  that  will  not 
contract,  and  it  was  this  that  the  speaker  desired  to  call  the  at- 
tention of  the  Association  to  more  than  anything  else.  The  ele- 
ment of  contraction  in  this  work  has  been  the  bugbear  of  surgery. 
This  contraction  is  due  to  cicatricial  formation.  Let  any  man 
study  the  history  of  vesico-vaginal  fistula  and  he  has  got  tlie 
history  of  intestinal  approximation  exactly.  Make  a  simple  in- 
cision from  the  vagina  into  the  bladder,  and  it  will  close  if  yon 
do  not  keep  it  open.  If  you  let  this  go  on,  in  the  process  of  de- 
velopment you  will  have  a  slough  produced  and  you  will  ex- 
perience difticulty  in  closing  it.  Where  you  have  one  portion  of 
the  intestine  to  approximate  to  the  other  by  simple  incision,  it 
will  close  if  you  will  allow  the  edges  to  come  in  apposition  to 
each  other,  as  we  do  by  approximation  ])lates.  Where  you  top- 
sew  the  edges  you  lessen  the  contraction  in  all  stitch  operations 
of  the  intestine  where  the  Czerny-Lembert  suture  is  used  ;  we 
produce  by  this  suture  an  invagination  of  a  portion  of  the  in- 
testine into  the  canal,  and  it  lessens  its  calibre.  (Here  Dr. 
Murphy  demonstrated  this  point  by  the  exhibition  of  a  specimen.) 

The  author  then  dealt  with  the  subject  of  contraction,  after 
which  he  alluded  to  obstruction  by  the  Murpliy  button.  Will 
the  button  produce  obstruction  after  it  has  liberated  itself? 
Dr.  Murphy  answered  this  question  by  saying  that  he  had  not 
had  a  single  case  of  obstruction  produced  by  the  button  in  all 
of  the  cases  which  he  had  had  up  to  date,  and  which  aggregated 
one  hundred  and  twenty -nine  operations  with  the  button  and  not 
one  obstruction.  Has  the  button  been  retained?  Yes,  in  one 
case  which  he  had  heard  of  in  an  indirect  manner  and  which 
was  reported  in  a  roundabout  way.  It  i*ested  in  the  stomach, 
and  why  that  should  occur  he  did  not  know,  unless  the  bowel 
below  it  had  atrophied  from  continued  obstruction  and  the 
place  was  not  large  enough  for  the  button  to  pass. 

Do  we  get  failure  of  union  ?  Do  we  get  advancing  pressure 
atrophy,  so  called  gangrene,  beyond  the  rent?  He  had  yet  to 
see  a  specimen  of  a  single  case  of  this  kind.  He  had  had  non- 
unions, and  in  all  of  the  cases,  with  possibly  one  exception,  the 
non-union  was  due  to  infection  from  without;  the  button  had  to 
be  held  in  position.  It  made  no  difference  whether  the  suture, 
the  button,  or  bone  plates  were  used,  in  such  cases  failures  would 
result. 

Dr.  Murphy  then  expatiated  upon  the  results  of  all  operations 
on  the  intestine,  saying  that  operations  for  intestinal  obstruction 
would  always  have  a  great  mortality. 
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Dr.  a.  Vandkk  Veer,  of  Albany. — At  the  meeting  of  the 
Medical  Society  of  the  State  (»f  New'  York  last  February  I  gave 
a  strong  indorsement  of  the  ^[iirphy  button,  saying  that  the  con- 
traction which  afterward  resulted  from  bone  plates  and  other 
devices  was  disappointing;  that  the  length  of  time  required  in 
doing  an  ordinary  endto-end  anastomosis  by  means  of  the  Lem- 
bert  suture  or  any  modification  of  it  was  a  long  operation  ;  and 
that  unless  we  had  some  substitute  for  bone  plates,  rubber  and 
catgut  rings,  etc.,  we  would  ultimately  revert  to  the  old  opera- 
tion of  doing  it  without  any  mechanical  means  whatever.  Soon 
after  indorsing  the  Murphy  button  an  elderly  patient  came  under 
m}'  observation  in  a  very  feeble  condition,  and  the  case  was  one 
for  intestinal  anastomosis,  I  took  advantage  of  the  opportunity 
to  use  the  Murphy  button.  The  case  illustrates  what  Dr.  Murphy 
brought  out  in  his  excellent  remarks. 

Eegarding  the  specimen  which  I  now  pass  around,  most  of 
you  can  see  the  contraction  at  the  pyloric  end  of  the  stomach. 
The  specimen  was  removed  very  hurriedly.  I  regard  it  as  the 
easiest  operation  that  I  have  ever  undertaken.  We  have  an 
illustration  of  perfect  union,  but  the  patient  died  on  the  fourth 
day  after  the  operation  from  exhaustion. 

(Dr.  Vander  Veer  also  reported  another  case,  of  cancer  of  the 
sigmoid  flexure  of  the  colon,  in  which  he  used  the  Murphy  but- 
ton, although  the  case  terminated  fatally.) 

(To  be  concluded.) 
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Obstetric  Surgery.     By  Egbert  H.  Grandin,  M.D.,  Obstetric 
Surgeon  to  the  New  York  Maternity   Hospital,  Gynecologist 
to  the  French  Hospital,  etc. ;  and  George  W.  Jarman,  M.D., 
Obstetric    Surgeon   to   the    New   York  Maternity   Hospital, 
Gynecologist  to  the  Cancer  Hospital,  etc.     With  eighty-live 
illustrations    in    the    text   and   fifteen    photographic    plates. 
Philadelphia :  The  F.  A.  Davis  Company,  Publishers ;  Lon- 
don:  F.  J.  Rebman,  1S9+.     Pp.  ix.— 207. 
A  book  cannot  fail  to  arouse  the  interest  of  teachers  of  mid- 
wifery, as  well  as  of  general  practitioners,  the  keynote  of  which 
is  "  election  in  obstetric  surgery."     H  is  the  application  of  this 
principle  to   the    practice  of  obstetrics,  as  opposed  to  the  old 
laiiisez-faire  policy  that  has  so  long  retarded  the  progress  of 
this  branch  of  medicine  in   America,  for   which  the  advanced 
school  have  been  pleading  for  years.     The  time  was  ripe  for  the 
appearance  of  a  work  wluch  should  crystallize  into  a  i)ern)anent 
form  the  scattered  papers  and  discussions  on  this  subject  whicli 
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liave  appeared  iu  medical  journals.  The  idea  that  artificial 
delivery  should  not  be  reijardcd  as  a  dernier  rensort,  but  as  a 
^cientitic  means,  early  and  intelligently  applied,  of  overcoming 
dystocia,  the  causes  of  which  have  been  clearly  recognized,  is  no 
new  one,  but  the  general  profession  have  been  strangely  back- 
ward in  accepting  it.  It  is  hard  to  teach  an  old  dog  new  tricks, 
and  we  must  wait  for  a  new  generation  of  medical  men  before 
the  former  slipshod  methods  shall  have  been  entirely  outgrown. 
Yet  even  now  the  accoucheur  has  grasped  the  fact  that  the  mere 
termination  of  labor  is  not  his  sole  object.  Xot  only  has  the 
life  of  the  child  assumed  more  importance,  but  it  is  generally 
recognized  that  for  the  normal  convalescence  and  subsequent 
good  health  of  the  mother  he  is  directly  responsible,  and  that 
it  is  a  responsibility  which  he  cannot  shirk.  As  in  abdominal 
surgery,  the  recovery  of  the  patient  adds  but  slight  lustre  to  the 
operation  ;  her  care  is  the  true  test  of  success.  The  authors 
have  kept  these  facts  constantly  in  view,  with  the  result  that 
their  little  book  possesses  a  practical  value  which  is  wanting  in 
many  extended  works  with  far  greater  pretensions.  Being  purely 
clinical  and  written  from  the  standpoint  of  teachers,  a  certain 
degree  of  dogmatism  is  not  only  admissible,  but  rather  adds  to 
its  usefulness.  Hesitation  and  uncertainty  at  the  bedside  are 
fatal  to  the  successful  management  of  obstetric  emergencies. 
Then,  if  ever,  a  man's  knowledge  must  be  literally  at  his  finger 
ends.  Hence  the  importance  of  clear,  terse  instructions  to  the 
general  reader. 

Few  books  written  by  two  or  more  authors  are  free  from  the 
objection  of  want  of  unity  and  coherence.  The  present  volume 
is  no  exception,  but  the  fault  is  by  no  means  a  glaring  one  and 
would  not  be  noticed  except  by  a  critical  reader. 

Of  the  nine  chapters  the  first  is  introductory  (on  asepsis  and 
antisepsis);  the  next  two  deal  with  pelvimetry  and  the  induction 
of  premature  labor ;  one  each  is  devoted  to  forceps,  version, 
symphysiotomy.  Cesarean  section,  and  embryotomy;  while  the 
concluding  chapters  treat  of  the  surgery  of  the  puerperiuin  and 
ectopic  gestation.  The  arrangement  is'^somewhat  different  from 
the  one  usually  adopted,  but  it  must  be  admitted  that  the  sequence 
is  a  natural  one. 

The  introductory  section  on  aseptic  midwifery  is  brief  and  ta 
the  point,  but  so  clear  that  "he  that  runs  may  read." 

The  authors'  opinion  with  regard  to  the  importance  of  pelvi- 
metry is  strongly  expressed  on'  page  12  :  "  It  cannot  be  empha- 
sized too  strongly  that  the  physician  is  to  day  not  guiltless  who^ 
whenever  it  may  be.  does  not  practise  pelvimetry."  The  sub- 
ject is  well  illustrated  by  the  accompanying  photographic  plates. 

Induction  of  premature  labor  is  thoroughly  considered,  due 
attention  being  paid  to  the  care  of  the  innnature  infant.  In 
connecti(jn  with  the  question  of  emptying  the  uterus  in  placenta 
previa  and  eclampsia,  a  plea  is  made^  for  the  intelligent  appli- 
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cation  of  the  accouchement  force ^  the  operation  being  briefly  de- 
scribed. 

Chapter  III.,  on  the  forceps,  presents  concise,  intelligent 
directions  for  the  use  of  the  most  common  of  all  obstetric  instru- 
ments, which  cannot  fail  to  be  of  interest  and  value  to  the 
general  practitioner.  Stress  is  laid  ui)on  certain  faults  which 
are  only  too  common  even  with  experts,  sucli  as  ])rolonged  and 
excessive  compression  of  the  fetal  head,  swinging  motions  of  the 
forceps  during  traction,  and  attempts  at  instrumental  rotation. 
We  are  entirely  in  accord  with  the  authors  in  their  belief  that 
"it  is  rarely  justifiable  to  apply  forceps  until  the  patient  is 
thoroughly  under  the  influence  of  the  anesthetic."  With  regard 
to  the  preparatory  techni(pie  the  criticism  may  be  offered  that 
boiling  the  instrument  for  Ave  minutes  would  seem  to  be  pre- 
ferable to  its  immersion  for  the  same  length  of  time  in  one  to 
one  thousand  (I)  bichloride.  The  application  of  forceps  to  the 
breech  and  its  use  in  occipito-posterior  position  is  carefully 
described.  We  are  glad  to  note  that  a  clear  distinction  is  made 
between ''medium  "  and  "high"  forceps — one  that  is  too  often 
lost  sight  of  in  practice.  The  paragraph  on  the  latter  (page  91) 
is  entirely  in  accord  with  the  spirit  of  scientific  obstetrics,  which 
recognizes  the  application  of  forceps  above  the  brim  as  a  capital 
operation,  to  be  undertaken  only  in  rare  cases  and  by  an  ex])ert. 

The  chapter  on  version  is  the  longest  in  the  book  and  abounds 
in  useful  practical  hints.  It  is  especially  rich  in  illustrations. 
Many  important  points  which  are  only  touched  upon  in  the  text 
books  (especially  with  refeience  to  the  extraction  of  the  head)  are 
thoroughly  discussed.  A  careful  description  of  the  technique 
of  manual  internal  rotation  of  the  fetus  in  occiput-posterior  posi- 
tions is  given  on  pages  117-119,  though  it  would  have  been  well 
to  lay  more  stress  upon  the  difhculty  of  maintaining  the  head  in 
an  anterior  position  until  it  has  engaged.  We  have  always  held 
that  podalic  version  was  equally  as  easy  as  (in  fact,  easier  than) 
this  manipulation  and  avoids  the  possible  necessity  of  applying 
high  forceps.  The  authors'  insistence  upon  a  thorough  manual 
examination  in  a  case  of  prolonged  flrst  stage  with  nagging  pains, 
with  a  view  to  determining  the  presence  of  an  occiput-posterior 
position,  will  meet  with  general  approval.  The  pro|)riety  of 
adopting  this  measure  before  resorting  to  forceps  should  be 
impressed  upon  every  practitioner. 

The  indications  and  technique  of  symphj'siotomy  and  Cesarean 
section  receive  the  attention  which  their  importance  demands. 
With  regard  to  the  farmer  operation  it  is  rightly  affirmed  l)y  the 
authors  that  "the  two  factors  which  control  the  result  are  election 
and  asepticism''''  (asepsis?).  Following  most  of  the  New  York 
operators  they  prefer  the  blunt-pointed  bistoury  to  Galbiati's 
knife.  Their  conclusion  as  to  the  future  of  the  operation  is 
a  conservative  one — i.e.,  that  while  it  will  not  do  away  entirely 
with  the  destruction  of  the  fetus,  "there  will  exist  no  further 
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warrant  for  the  performance  of  embryotomy  on  tlie  living  in 
the  case  of  the  lesser  grades  of  pelvic  deformity." 

The  authors'  views  with  regard  to  the  elective  Cesarean  ope- 
ration are  well  known,  so  that  it  is  unnecessary  to  add  that  they 
advocate  its  performance  before  lal)or  lias  begun,  the  wisdom  of 
which  has  now  been  amply  proved  by  statistics.  The  excellent 
chapter  on  embryotomy  concludes  with  the  statement  that  "  dif- 
ficult embryotomy,  in  the  hands  of  the  non-expert,  subjects  the 
woman  to  greater  risk  than  does  the  Cesarean  section,  provided 
always  that  he  is  familiar  with  the  simple  technique  of  the  latter 
operation,  as  he  should  be  if  competent  to  attend  the  lying-in 
woman  at  all."  We  doubt  if  this  will  be  generally  accepted 
without  question,  because  the  non-expert  has  fewer  opportuni- 
ties to  become  familiar  with  an  operation,  which  seems  so  formid- 
able to  one  who  has  never  seen  or  performed  it  as  compared 
with  the  destruction  of  the  fetus.  It  will  be  a  still  more  ditiicult 
matter  to  convince  the  laity  in  this  respect. 

Under  a  separate  chapter  on  the  surgery  of  the  puerperium 
are  included  the  immediate  repair  of  lacerations  of  the  soft  parts 
and  the  surgical  treatment  of  puerperal  infection  and  mastitis. 
A  more  intelligent  description  of  immediate  trachelorrhaphy 
has  not  previously  appeared.  Criticisms  against  the  operation 
have  usually  been  made  by  those  who  have  never  been  forced 
to  perform  it  in  order  to  control  hemorrhage,  or  who  have  not 
seen  the  good  results  of  what  the  authors  call  the  "  elective  " 
procedure.  It  seems,  however,  as  if  the  inherent  difficulties  of 
the  technique,  especially  in  private  practice,  were  not  sufficiently 
emphasized.  The  description  of  immediate  perineorrhaphy  is 
good.  The  section  on  rupture  of  the  uterus  is  an  excellent 
resume  of  the  modern  teaching  on  the  subject,  inculcating  both 
a  wise  conservatism  and  a  preempt  resort  to  surgical  interference 
under  proper  indications.  The  same  comment  applies  to  the 
succesding  sections  on  the  operative  treatment  of  puerperal  sep- 
sis. We  are  glad  to  note  in  the  discussion  of  puerperal  peri- 
tonitis that  a  clear  distinction  is  drawn  between  localized  and 
general  peritonitis.  Great  confusion  has  been  introduced  into 
obstetrical  literature  by  the  publication  of  numerous  cases  of 
recovery  from  septic  peritonitis  of  puerperal  origin  after  ce- 
liotomy, irrigation,  and  drainage.  Most  of  these  were  undoubt- 
edly localized.  While  the  authors  believe  in  prompt  and  heroic 
measures,  even  though  the  infection  is  general,  since  "nothing 
is  to  be  gained  by  therapeutic  nihilism,"  they  are  careful  to  add 
candidly  :  "  If  the  woman  recover,  the  result  is  fairly  miracu- 
lous. If  slie  die,  the  physician  has  the  satisfaction  of  knowing 
that  he  has  done  his  full  duty  by  his  patient  and  that  the  result 
was  in  no  sense  due  to  surgery." 

The  concluding  chapter  on  ectopic  gestation  is  short  but 
interesting.     Whether   it    properly  belongs  to  this  work    is   a 
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question,  as  the  majority  of  these  cases  are  now  handled  by  tlie 
gynecologist  i-ather  than  by  the  practitioner  of  obstetrics. 

In  this  superticial  review  we  iiave  merely  sought  to  indicate 
the  general  scope  of  a  work  which  seems  to  us  to  have  a  dis- 
tinct field  of  usefulness,  for  reasons  which  have  been  stated. 
Its  conciseness,  clear,  forcible  English,  and  direct,  practical  aim 
will  render  it  of  jieeuliar  value  to  the  general  practitioner,  while 
teachers  of  ol)stetrics  need  not  disdain  to  consult  its  pages  for 
such  collected  facts  on  modern  obstetric  surgery  as  have  been 
previously  scattered  throughout  recent  periodical  literature. 
The  illustrations  are  not  only  numerous  but  are  new  and  well 
executed.  The  typography  and  binding  reflect  credit  on  the 
publishers.  h.  c.  c. 
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1.  Treub,  IIector:  Interstitial  and  Right  Tdbo-ovarian 
Pregnancy  {Bull,  et  Mem.  de  la  Soc.  Ohst.  et  Gi/n.,  February, 
1894). — The  patient,  who  came  to  the  clinic  September  23d, 
1893,  was  34  years  old  and  had  three  children,  the  oldest  of 
whom  was  13  years  of  age,  the  youngest  3^.  Labors  normal  ; 
menstruation  regular  and  painless.  In  Decend)er,  1892,  there 
had  occurred  an  abortion  at  three  months  with  no  special  after- 
results.  She  believed  that  her  pregnancy  dated  from  the  month 
of  February.  Since  June  she  had  been  subject  to  abdominal 
pains,  situated  more  especially  on  the  left  side,  and  aggravated 
by  the  fetal  movements.  A  few  days  before  coming  to  the 
clinic  she  had  lost  blood  per  vaginam,  and  the  pains  increased 
in  violence  to  such  an  extent  that  she  was  obliged  to  summon 
her  physician,  who  called  Dr.  Doorman  in  consultation.  Extra- 
uterine pregnancy  having  been  recognized,  she  was  brought  to 
Treub's  clinic.  The  diagnosis  was  clear.  The  fetus  was  situ- 
ated in  the  left  portion  of  the  abdomen  and  evidently  not  cov- 
ered by  the  uterine  wall ;  the  head  was  in  the  left  iliac  region, 
and  the  breech  above  the  border  of  the  ribs.  To  the  right  was 
a  soft  body  reaching  to  two  lingers'  breadth  above  the  symphy- 
sis, which  seemed  to  be  the  enlarged  uterus.  Fetal  heai-t  sounds 
normal.  It  was  decided  to  prescribe  absolute  rest  to  the  patient 
and  to  operate  two  or  three  weeks  before  the  probable  end  of 
pregnancy. 

During  the  intervening  time  there  were  irregular  elevations 
of  temperature  accompanied  by  frequent  attacks  of  diarrhea. 
These  were  subdued  by  appropriate  treatment.  The  patient 
still  complained  of  abdominal  pains,  and  the  discharges  of  blood, 
although  slight  in  amount,  continued,  so  that  there  was  a  gradual 
deterioration  of  her  general  condition. 
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The  ni^i^lit  of  October  1-ith  intermittent  pains  occurred,  and 
were  onl\'  slit^htly  subdued  by  an  injection  of  ten  milligrammes 
of  m  jrphine.  Examination  showed  that  the  fetus  was  still  alive 
and  that  the  tumor  on  the  right  side  had  notabl}'  increased  in 
volume.  An  immediate  operation  was  judged  advisable,  to 
avert  the  danger  of  retroplacental  hem(jrrliage  with  probable 
death  of  the  child.  A  possible  complication  of  intrauterine  with 
the  extrauterine  pregnancy  was  feared,  but  the  uterus  was  found 
to  be  empty,  although  enlarged  to  a  little  more  than  the  size  of 
a  fetal  head,  and  contracted  under  the  palpating  hand.  The 
usual  preparations  were  made  for  the  operation. 

The  incision  in  the  median  line  reached  from  the  symphysis 
to  two  fingers'  breadth  above  the  umbilicus.  A  small  opening 
made  into  the  peritoneal  cavity  at  the  middle  of  the  incision 
showed  that  it  contained  no  fluid.  Above  the  opening  were  two 
omental  adhesions,  which  were  freed  by  the  linger,  after  which 
the  peritoneum  was  incised  to  the  up])er  and  lower  limits  of  the 
eutai'eous  incision  ;  the  inferior  portion  of  the  peritoneum  was 
thickened  by  a  fibrinous  pseudo-membrane  which  was  easily  de- 
tached. 

The  child  was  found  to  be  perfectly  free  in  the  peritoneal 
cavity,  with  no  enveloping  membranes.  It  was  M'ithdrawn  by 
means  of  a  presenting  knee,  and  given  to  an  assistant  after  cut- 
ting and  ligating  the  cord  ;  the  usual  methods  were  adopted  to 
revive  it,  and  it  was  placed  in  a  couveuse. 

As  there  was  no  hemorrhage  the  abdomen  could  be  examined 
with  ease. 

The  body  diagnosed  as  the  uterus  was  found  on  the  right 
of  the  incision.  At  the  juncture  of  its  anterior  and  median 
portion  was  found  an  opening  which  was  a  little  smaller  than 
the  palm  of  the  hand.  The  borders  of  the  opening  were  hard 
and  distinctly  cicatricial.  The  right  wall  of  the  opening  was  ad- 
herent to  the  abdominal  wall,  and  its  posterior  surface  was  bound 
to  the  intestines  and  to  the  right,  abdominal  wall,  but  all  these 
adhesions  were  easily  torn  apart  and  the  tumor  w'ithdrawn  from 
the  abdominal  cavity.  The  appendages  of  the  left  side  were 
normal  and  normally  inserted,  but  tumed  directly  downward. 
The  tumor  was  found  to  be  continuous  with  the  right  horn  of 
the  uterus,  and  the  external  portion  of  the  thickened  tube  was 
found  to  be  upon  its  lateral  surface. 

There  had  therefore  been  a  ruptured  interstitiai  or  tubo- 
ovarian  pregnancy.  The  whole  cavity  of  the  dilated  interstitial 
portion  of  the  tube  was  lilled  by  the  placenta. 

The  left  broad  ligament  was  tied  with  a  silk  ligature  and  cut 
laterally  from  the  ovary.  Two  ligatures  were  placed  on  the 
right  broad  ligament,  and  after  its  incision  an  elastic  ligature 
was  j)laced  on  the  cervix  and  a  supravaginal  amputation  of  the 
uterus  performed. 

The  intestines,  against  which  the  fetus  had  been  pressed,  were 
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of  a  dirty  c^rayish-yellow  color,  as  if  covered  with  a  mixture  of 
vernix  caseosa  and  ineconiiun. 

The  abdomen  was  closed  with  the  usual  precautions  and  re- 
covery was  normal.  There  was  a  slight  evening  tem|)erature 
the  first  few  days  following  the  operation.  The  wound  healed 
by  first  intention  and  the  patient  left  the  clinic  November  6th. 
The  child  was  small:  length,  41  centimetres;  weight,  1,700 
grammes.  Fronto-occipital  diameter,  9;  biparietal,  8;  mento- 
occipital,  10.8.  The  first  day  it  refused  to  take  the  breast  of 
another  patient.  The  second  day  it  was  fed  from  a  bottle. 
October  ISth  it  vomited  a  little  after  feeding  and  aspired  a  por- 
tion of  the  milk  regurgitated  ;  this  was  at  on^e  withdrawn  by 
suction  with  a  rubl)er  sound,  but  resj)iration  remained  weak, 
and  the  child  died  a  few  hours  later — aijout  fifty  hours  after  the 
operation. 

Examination  of  the  amputated  uterus  showed  that  the  ovum 
had  developed  in  the  direction  of  the  tube  rather  than  the  ute- 
rus, which  explains  the  slight  amount  of  hemorrhage  after  rup- 
ture. There  was,  however,  a  notable  difference  between  the 
thickness  of  the  lateral  uterine  wall,  which  was  four  centime- 
tres, and  that  of  the  wall  of  the  ruptured  sac,  which  was  two 
centimetres.  No  communication  was  found  between  the  dilated 
interstitial  tubal  portion  and  the  uterine  cavity  or  the  empty 
portion  of  the  tube. 

This  is  one  of  the  rare,  if  not  the  only  case  of  recovery  where 
there  was  authenticated  interstitial  pregnancy — certainlya  unique 
case  of  recovery  after  rupture  tow^ard  the  peritoneal  cavity  of 
interstitial  pregnancy. 

It  would  seem  to  bear  out  Ruge's  opinion  that  the  rotation  of 
the  fundus  of  the  uterus  toward  the  normal  tube  constitutes  a 
method  of  diagnosis  between  interstitial  pregnancy  and  preg- 
nancy in  a  rudimentary  uterine  horn.  In  the  patient  under 
consideration  the  fundus  was  directly  in  the  vertical  axis  of  the 
body  and  the  appendages  were  altogether  below.  a.  k.  s. 

[Dr.  Robert  P.  Harris  tells  me  that  Treub  is  one  of  the  three 
men  who  have  operated  twice  in  viable  ectopic  cases — viz., 
Hildebrandt,  of  Konigsberg,  February  18th  and  October  3d, 
1882  ;  Olshausen,  of  Berlin,  Xovember  1st,  1888,  and  February 
27th,  1889;  and  Treub,  of  Leyden,  on  iMay  '29th,  1887,  and  Oc- 
tober 1.5th,  1893.  Treub's  case  is  apparently  unifjue  in  that  it 
was  interstitial  or  tubo-uterine. — Ed.] 

2.  Feis  :  On  thk  Effect  of  Urea  acclmclatkd  in  the 
Maternal  Blood  dpon  the  Uterus  and  Fetus  {Arch.  f.  Gyn., 
xlvi.,IIeft  1). — The  author  has  endeavored  to  solve  the  question 
of  the  effect  of  urea  upon  uterus  and  fetus  by  experimenting 
witli  rabbits.  Urea  was  injected  subcutancously  and  into  the 
veins.  The  results  show  that  urea  in  pathological  quantity  in 
the  maternal  blood  excites  no  contractions  of  the  uterus.     This, 
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however,  does  not  disprove  the  tlieory  that  tlie  cause  of  the  on- 
set of  labor  is  to  be  sought  in  the  products  of  tissue  metabolism 
of  the  fetus.  Possibly  other  products  of  tissue  metamorphosis 
may  come  in  question.  By  a  second  series  of  experiments  the 
autlior  proves  that  urea  acts  on  the  embryo  as  a  strong  poison 
which  it  cannot  resist  for  any  length  of  time  like  the  mother 
animal.  In  the  tissues  of  the  dead  fetus  pathological  amounts 
of  urea  could  always  be  demonstrated.  In  eclampsia,  as  is  well 
known,  fifty  per  cent  of  the  children  die.  It  is  assumed  that 
they  perish  by  asphyxia  during  the  eclamptic  attacks  of  the 
mother,  and  the  often  uncertain  anatomical  signs  of  intrauterine 
respiration  are  accepted  as  sutiicient.  Feis'  experiments  render 
it  probable  that  the  death  of  many  fetuses  in  eclampsia  with 
albuminuria  is  due  to  the  poisonous  effects  of  the  retained  con- 
stituents of  the  urine.  i.  r. 

3.  JossEKAND,  N.  :  A  Case  of  Malignant  Dkciddoma 
{Province  med.,  189-1,  Nos.  2  and  8). — The  case  is  one  of  those 
folUnving  a  vesicular  mole.  Four  weeks  after  the  expulsion  of 
the  mole  profuse  hemorrhages  set  in.  Palpation  showed  on  the 
anterior  wall  softened  tissue  readily  penetrated  by  the  finger. 
Removed  particles  of  tissne  awoke  the  suspicion  of  a  malignant 
new  formation.  Total  extirpation  al)out  two  months  after  the 
expulsion  of  the  mole ;  recovery.  The  uterns  was  one-third 
larger  than  normal.  At  its  posterior  wall  was  a  pediciilated, 
reddish-brown,  soft  tumor,  full  of  blood,  the  size  of  a  nut ;  the 
pedicle  contained  three  small  isolated  nodules  of  the  same  struc- 
ture, and  similar  ones  were  present  deep  in  the  muscular  tissue 
of  the  anterior  wall.  On  microscopical  examination  these  tumors 
were  seen  to  consist  of  large  cells,  varying  in  their  arrangement, 
thus  partly  resembling  epithelial  carcinoma,  partly  sarcoma. 
Some  of  the  cells  were  three  times  the  size  of  the  lymph  corpus- 
cles ;  others  were  very  large  and  contained  here  and  there  seve- 
ral nuclei.  The  cells  penetrated  into  the  interspaces  of  the 
smooth  muscular  fibres,  into  the  arteries,  veins,  and  lymph 
vessels.  They  destroyed  these  structures  and  develojied  under 
the  endothelium,  which  they  lifted  up  and  which  covered  them. 
They  proliferated  particularly  in  the  venous  sinuses.  Deep  in 
the  muscular  tissue  small  isolated  nodules  were  found  which 
consisted  of  the  above-described  cells— true  metastases;  they 
were  situated  on  the  internal  wall  of  the  blood  and  lymph  ves- 
sels. The  author  interprets  the  tumor  as  a  sarcoma  deciduo- 
cellulare,  and  refers  to  the  papers  of  Mayer,  Sanger,  Pfeiffer, 
Chiari,  Miiller,  Gottschalk,  Kottnitz,  and  Lohlein.  In  his  opinion 
these  tumors  arise  through  a  sarcomatous  degeneration  of  a 
decidua  of  pregnancy.  He  contradicts  Veit's  view  that  the 
mucosa  of  the  patient  had  been  sarcomatous  before  the  preg- 
nancy, and  that  of  Gottschalk  that  there  was  a  sarcoma  of  the 
chorionic  villi.  i.  p. 
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